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PREFACE 


The present edition is in many respects a new work. The advent of 
chemotherapy has made it necessary to re-NVTitc most of the sections 
on treatment, so the opportunity has been taken to add a number 
of new articles and to put the whole book into alphabetical order. 

Amongthemoreimportantnewariiclcsare those on Chemotherapy, 
Fractures and Dislocations, Infeciions of the Hand, Mental Diseases, 
Anaesthetics, Diet, Ear, Nose, Throat, Eye, Heart Disease, Nervous 
System, Plague, Malaria, Cholera, Pulmonary Tuberculosis, 
Venereal Disease and Vitamins. Except for Anaemias of Pregnancy 
and part of Caesarean Section the article on Obstetrics has been 
entirely re-written, and those on Gynaecology and Simple Labora- 
tory Methods considerably amplified. I have also added a few line 
drawings and wish 1 could have done more, but time did not penniL 

The Aphorisms may perhaps amuse and instruct the reader; 
whenever the source is known it has been given, but some are the 
“wisecracks" of a long-forgotten colleague, teacher or writer, and 
to some I must plead guilty myself. 

I realize that when a single author writes on many subjects he is 
apt to write better about some than about others, but I hope that 
no major errors ha\e crept in and that the pleasing individuality of 
the earlier editions of O’Meara’s book has been maintained. 

An attractive feature of the book has always been the variety of 
its information, which ranges from how to deal with a transverse 
presentation to how much castor oil to give an elephant. I therefore 
feel that although it was primarily intended for India, it should 
prove a helpful companion to many a worker in other tropical 
and subtropical countries. 

The Pharmacopoeia which appeared in previous editions has 
been omitted, partly because dosage and prescriptions are given 
throughout the book and partly because more space has been 
devoted to other subjects; furthermore, every medical roan has, or 
should have, a book on Materia Medina or a copy of the British 
Pharmacopoeia. 

Dosage and certain methods of treatment have been checked up 
in Martindale’s Extra Pharmacopoeia, to which I am greatly indebted, 
and which must surely contain more useful information than any 
other book of its size. 

• vii 
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Lists of references base been omitted because to the tropics it is 
quite impossible to consult the on^nal articles referred to, but I 
hope that acknos^ledgcroent has beefl made in all cases -Rhere 
it IS due. 

Throughout the book I have tried to use simple language and to 
make the reader see the reason for tlw methods advocated because 
I believe that intcUigenl doctoring should be one long detective 
story, not a series of unrelated items of infonnation expressed in 
difficiilt language and learnt parrot-wise; 

If the “Hot Weather” point of view obtrudes itself at times it is 
because much of the book has been written during the hot summer 
afternoons and evenings of New Delhi. 

I wish to thank Dr. Raja, comfriler of the Bhore Committee 
Report, for revising the Public Health, and Medico-Legal sections, 
Mrs Bedford, Superintendent of Nuniag Services. Bcncal, for her 
help with the Nursing Section, hfajor B. N. Khan for his article on 
Diet, MajOT-Oeneral Su Gordon Scovcli for ardcSe on D.D.T., 
Dr. Simeons and the Indian Medical Gazette for pemtission to 
include “The Simeons Plan”, Ueutenant-Celonel H. V. Mulh’gan 
for his article on Rabies, many typbts for being able to read "my 
writing, my wife for invaluable help, and the Publishers for ibeii 
unfailing friendliness and help. 

Finally, 1 nisb to thank the Indian Medical Service, w hich offered 
wider opportunities for clinical research and a greater chance of 
doing good to one’s fellow creatures than any other organization 
in the worid. 


77ie Viceroy’s House, 
iVeiv Delhi, 


H, W. WimAAisov. 


Xaifobi, 

Kenya. 
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AflORTTON — See Obstefrics. 

ABORTUS FEVER— S-ec Malta Fever. 

ABSCESS 

For treatment of special abscesses, see under the affected organ. 

The modem treatment of an abscess is as follows, but when the 
abscess is “pointing”, or materials arc not available, the time- 
honoured treatment by incision and drainage is carried out. 

GENERAL TREATMENT.— Give one of (he sulphonamides 
such as sulphathiazole, four tablets (2 grammes) for the first dose 
and two tablets four-hourly thereafter for four or five days. Intra- 
muscular injections of penicillin (I2,S00 units, every 3 hours day 
and night until recovery) are also given when important structures 
are affected or threatened. 



Fig 1 — Method of making a sharp abscess knife 


LOCAL TREATMENT OF A DEEP ABSCESS (MODERN).— 
The abscess is aspirated through a fairly wide needle, using a local 
anaesthetic if necessary : it is then washed out with normal saline 
solution, all of which is allowed to run outj the process may be 
repeated if the fluid is very thick at first. Enough penicillin sodium 
solution 5,000 units per c.c. is now injected into the abscess to fill it 
loosely, but not to distend it. This is repeated every 12 hours for 
2 days and every 24 hours thereafter until all signs of active inflam- 
mation have disappeared; this is usually in three or four days. 
A thinner needle is used after the first treatment. If the abscess is 
not subsiding after three days, or if the necessary materials are not 
to hand, the abscess should be opened. 

i 
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ON OPENING ABSCESSES.— Where an abscess is deep and 
amongst s-ital strnctnrcs. as in the owk, Hilton's method is the 
best Male a small incision throagh the skin and superficial fascia 
and then push in a pair of sinus forceps until pus is found; open 
the forceps and let it out and then insert a soft rubber drain with 
safety pin attached. 

For opening superfiosl abscesses a knife with a -very sharp point 
sase the patient much pain. An old cataract buTe or Bard 
Parker 11 or 12 does excellently. With tbs catting edge facing away 
from the patient a quick stab is made into the abscess and the knife 
immediately brought out sharp edge first. If this is done «ilh eaon^ 
skill and speed ^e operation is over before the patient realizes 
that it has begun. 

ACHOLURIC JAUNDICE 

The best treatment is splenectomy; failieg this the case dionld 
bs treated as for gall-stones. 

ACIDOSIS 

There are two main satieties. Acidosis and Ketosis, the latter 
being more common in children. 

ACIDOSIS.— This occurs with stanution, dianhosa and diabetes, 
and appropriate treatment is p'eQ for each. After operation, 
espeaaliy under chloroform anaesthesia, it should be treated as 
described below under Ketous. 

KETOSIS. — This is common amongst European cbUdren in the 
hot leather and is associated with rychcaJ somiting and olien with 
hj^ feter; the stools are pas^ and jale and the ciuld may bs vcr>’ 
ill. These children sometimes dmelop migraine later. 

TREAThtENT. — Give jocose and sodium bicarbonate by the 
mouth or by rectal drip ; 2 ounces of glucose and 2 drachms of sod, 
bicarb, are given in each pint of water. In sei-cre cases the abore 
sOluuon may be ^veo intravenously in doses of lO-IDO cjc . Two 
grains of hyd cum. crel. should be given each night for four nights. 
A small dose (10 unit^) of insulin may be given ones a day. 

PREVENTION. — Increase carbohydrates and cut down fats; 
allow only skimmed milk, givu very hule butter and avoid ghL It is 
amaang bow these chlldrra wiD put on viwght on an almost fat-flee 
diet. A change to the hHls often helps. 

ACNE AND PIMPLES 
DIET. — Cut down fats. 

MEDICINES.— Give vitannii Small (5.000 units) injections 
of Oestroform once a fortnight may help, and caldum by the mouth 
can do no harm. An autogenoos vaccine may work wonders (or 
may not). 

LOCAL TREATblENT.— M-McnfoTmon ointment contain- 
ing also I0°o snlphathiaaole powder is the roost effective local 
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application. If Di-Menformon ointment is unobtainable use Cibazol 
or other sulphathiazole ^unttnenL The afTected area should bs 
washed with hot water and soap and then sponged with alcohol 
before the ointment is applied. 

X-RAYS. — ^These may help and should be given in small doses 
by a skilled radiolo^st. 

ACRODYNIA— S'ec Pink Disease. 

ACROMEGALY 

In many cases the arrest of the disease is spontaneous. Operation 
for removal of the enlarged pituitary is formidable, but is indicated 
if eyesight is threatened. Side effects such as hypothyroidism, 
impotence or amenorrhoea may be treated by injection of the 
appropriate gland extracts. Deep X-ray therapy gives the most 
promising results and is the treatment of choice. 

ACTINOMYCOSIS 

GENERAL TREATMENT.— •Penicillin and sulphathiazole are 
given in full doses. The old treatment was to give pot. iod. one 
drachm t.d.s. 

LOCAL TREATMENT.— Sinuses should be excised where 
possible, or scraped. 

ACUTE YELLOW ATROPHY OF THE LIVER-See Liver, Acute 
Necrosis of. 

ADDISON’S DISEASE 

Injections of cortical extract are efficient but costly, and are 
often painful. 

The synthetic desoxycorticosterone or its acetate is just as effective 
in most cases and is given intramuscularly in S-IO mg. doses. A 
few patients get a severe local reaction, in which case about 500 mg. 
in sterile tablets may be inserted under the skin with local anaes- 
thesia. This lasts for about 6 months. 

Equally important is a high salt intake, which is often sufficient 
to relieve mild cases, or to maintain others in good health after a 
coune of desoxycorticosterone. Patients with Addison’s disease are 
particularly liable to infections of all sorts, so precautions must be 
taken to guard against them. 

ADENOIDS — See Tonsils. 

AGRANULOCYTOSIS 

This is the absence of granular leucocytes — i e., polymorphs and 
eosinophils. 

This may occur after amidopyrine (Pyramidon), after gold 
injections and after sulphonamide therapy has been employed for 
ten days or longer. 

Sloughing pharyngitis is the commonest symptom, often accom- 
panied by stomatitis or gin^vitis; occasionally proctitis or vaginitis . 
may be the leading symptom. 
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These symptoms must, therefore, be watched for in patients 
taking the drugs mentioned abow. 

PROPHYLAXIS.— Never give amidopyiinc over long periods; 

aspirin and phenacetin are equally effective. _ 

Do weekly blood examinations of all patients having gold 
treatment. . „ . . 

Do not give sulphonamides for rnore than 8 days in succession. 
TREATMENT.— Stop the drug. 

Examine the blood. 

Give a daUy intramuscular injection of 10 c.c. pentose-nucleotide 
with 2 c.c. whole liver extract for 10 days. Sometimes alarming 
symptoms of praecordial distress occur, so the first dose of pentose- 
nucleotide should be 5 c c. 

AIR PASSAGES AND cftSOPHAGUS— FOREIGN BODIES IN 
Pain after swallowing a foreign body frequently only means an 
abrasion of the mucous membrane, but the finding of a wound 
does not necessarily negative the presence of an impacted body 
elsewhere. If the wound is so severe as to explain the symptoms, 
then It should be treated by the sipping of hydrogen peroxide 3 vol. 
strength m teaspoonful doses hourly. 

It IS well known that the ability of a patient to localize the position 
of a wound or foreign body in the throat is very impeifect, and 
affords no reliable guide The tonsil is the most frequent seat of 
impaction of small sharp bodies such as pins or fish bones *, here 
palpation is delusive and careful examination with good illumination 
IS essential, which also enables the body to be seired with cettamty 
and precision at the outset. As regards the nature and seat of 
impaction of the body reliance should be placed on : (1) The history. 
(2) Ocular or Digital examination. (3) Radioscopic findings. 

Holding a child upside down, thumping his back and making 
him cough will often dislodge a foreign body, especially if helped 
by a finger. Doubt about whether a foreign body is in the oesophagus 
or the trachea can often be settled by its size and shape ; there is not 
enough room in the trachea for a rupee or a tootbplate. Unless the 
suTgeon has special experience, a general anaesthetic is usually 
advisable for the removal of foreign bodies whatever the method 
employed 

COIN CATCHER. — ^This old-fashioned instrument is most 
valuable m skilled hands and perfectly safe when used with X-rays; 
even without them it is often successful because a coin usually 
slicks behind the cricoid cartilage, where U can often be felt and 
whence it can be expeditiously removed. 

BRONCHOSCOPE; DIRECT LARYNGOSCOPE.— Consider- 
able skill 1 $ needed in passing these instrumenu, the main points 
in then introducUon being that: 

(a) The patient's head must be over the end of the table, held in 
a hyperextended position by the assistant or the anaesthetist 
and adjusted as required. 
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(b) The patient’s upper Up must not be allowed to get between 
his teeth and the instrument. 

(c) The instrument must be passed visually, not by “feer’. 

(d) The epiglottis must be dearly seen and the instrument passed 
over and then behind it. 

(e) Force must never be used ; if it is difficult to move the instru- 
ment it is because the patient’s teeth are gripping it. 

(/) The tongue must be pulled well forward to open the larynx, 
otherwise the instrument finds its way mto the oesophagus. 
Special forceps and other instruments are provided for the various 
manipulations, hut it is really an instrument for the specialist, the 
greatest of whom Jive in Philadelphia (U.S.A.). 

The beginner will find it much easier to pass a bronchoscope 
through a tracheotomy opening, the great thing being to "use your 
eyes". In other words, mucus, blood and pus must be aspirated 
or swabbed out, and care must be taken not to push a foreign body 
dorvnvvards as the instrument goes deeper. Often there is no history 
to suggest a foreign body in a bronchus, but it may be suspected 
in unilateral emphysema, bronchiectasis, atelectasis or abscess. 

In India the direct laryngoscope is very useful for the removal 
of a leech from the larynx, where it is liable to lodge if the patient 
drinks irrigation water out of his hand, as is often done in country 
districts. Chloroform facilitates removal by anaesthetizing both the 
patient and the leech. 

OESOPHAGOSCOPE.— -Paragraphs (o) to (d) above apply, but 
the instrument is generally passed down the right side of the tongue 
and is kept in contact with the posterior ivalj of the pharynx. 

The main resistance is encountered at the cricopharyngeus muscle, 
behind the lower edge of the cricoid cartilage (where foreign bodies 
arc often held up). This may be overcome by gentle pressure or by 
passing a small bougie through the oesophagoscope. Should* a 
foreign body be pushed or pass by itself Ihrougli the pylorus it will 
generally pass through the anus in due course, which is anything 
up to six days. Generous doses of liquid paraffin, Petrolagar, 
Agarol or Normacol will help it on its way. If it has not passed at 
the end of a week, laparotomy wiU probably be needed; even if 
there are no symptoms, perforation of the gut is likely to occur 
in lime. 

X-ray pictures arc taken to confirm the presence and show the 
situation of the foreign body. 

Laparotomy is required in all cases with signs of perforation, or 
when the object is of a jagged nature, like a toothplate with hooks. 
Pins and nails generally pass through (70%) but are dangerous 
because they can easily perforate the gut. 

In the case of an open safety-pin, point upwards, in the oesophagus 
it is safer for the ordinary surgeon to push it into the stomach and 
remove it by gastrotomy. 

The operation of lateral oesophagotomy is by no means difficult, 
specially when the foreign b^y, such as a toothplate, can be 
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palpated. It h ad\ised wbcn an oesopbagoscope is not available or 
when the foreign body is so large that it would be dangerous to 
drag It up or push it down. Tberc is no urgency about removing 
foreign bodies unless the patient is having urgent symptoms. 

Many years ago, a wise old surgeon of the wTiter’s acquaintance 
was asked to remoic a for«gn body from a girl’s abdomen, X-ray 
pictures indicating tbat it was probably in the ter min a l ileum. 
When the patient was anaesthetized and put on the table be said, 
“Rutherford will go \n the old, old way.” Inserting two fingers, he 
thereupon removed the foreign body from the vagina. 


AIR SICKNESS , ... 

For any form of travel sickness the following prescription is most 
successful ; it is advisable only for short journeys, because obviously 
a person should not take a comparatively large dose of hyoscine 
for several days on end. The remedy lakes about half an hour to 
act and its effect lasts for 6-S hours. 


B H> osdnc H> drobromide 
PheaobarbitoiM (Cardenal. lomunat) 

CUotbutol <ChJotetOft«) .. 

Becudnae Sulphate (Ampbevunbe) . . sr. Vi 

Ft capsule. 

Sij. Ooe to be taken half an bour before tbe 
louniev, and repeated after 6 boun if cecessary. 
Not more thaa t«o to be taken in 24 bours- 


ST. j*r 

gr. U 
ET. S 

ST. * (5 Og.) 


ALBUMINURIA 

In the absence of kidney disease, albuminuria occun: 

(c) In healthy young men after exercise. This is of no slgDificance* 
(b) “Orthostatic Albuminuria” occun in weedy youths of about 
“matiic ” age. Albumin is absent after resting, so if it is found in 
an ambulatory specimen, the result should' be checked up by 
examination of a specimen passed first thing in the morning. If tbic 
shows albumin, inqmnes should be made about nocturnal emissions 
and the specimen examined under the microscope. If there is no 
albunun m tbe early tnoming specimen, orthostatic albuminuria is 
present Calcium lactate and general tonic treatment — of which 
fresh food, fresh air and reasonable exercise arc the clutf com- 
ponents — are prescribed. If the patient is of a nervous, introspective 
type, bromides may be helpful. There may be some hyaline casts, 
but if the albuminuria is found only after the patient has been 
moving about and there arc no other kinds of cast these may be 
disregarded. In every case it is advisable to test the urine from lime 
to time, and the blood-pressure is of course taken at the first 
cxanunatioD. 

Non-cephntic albuminuria also occurs in many fevers and in 
congestive heart failure. 

The following common drugs can injure the kidneys and cause 
albuminuria: cantharides, carbolic acid, turpentine and other 
volatile oils, and perchloride of mercury. 

ALCOHOL — See Drugs. 
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ALCOHOLISM— Mental Diseases. 

ALLERGY {See also Anaphylaxis and Specific Therapy.) 

In response to a stimulus which would not affect a normal person, 
certain people have an inborn tendency to the local or widespread 
exudation of fluid into the tissues. The cause seems to be histamine 
or a histamine-like substance f'H” substance) which may be cither 
present in the irritant or, more commonly, liberated by the cells in 
response to its stimulus: Certain proteins are the commonest 
irntants but all kinds of things as widely apart as aspirin, iodine 
and anger, can cause the condition. Allergy plays a large part in the 
defences of the body, such as some forms of inflammation, where 
it is an evident attempt to wash away the invader. Previous sensitiza- 
tion, as in serum rashes and adolescent tuberculosis, makes the 
phenomenon much more likely to occur. Common examples of 
allergy are (1) hay fever and asthma in the respiratory system; 
(2) Henoch’s purpura and certain forms of diarrhoea in the 
alimentary canal; (3) urticaria, angio-neurotic oedema and certain 
forms of eczema in the skin ; and (4) the joint effusions so commonly 
associated with serum rashes. Some authorities consider that 
nephritis is an allergic response of (he kidneys to the excretion of 
streptococcal toxins generated in the throat. 

TREATMENT.— Until hJstaminase, which apparently controls 
the formation of histamine, is isolated, adrenaline (preferi^bly in 
oil, because its effect lasts for 6-^ hours) and calcium are the best 
remedies. Calcium may be given intravenously, intramuscularly or 
by the mouth, according to the severity of the symptoms. Carefully 
graduated doses of Hapamine, given according to the pamphlet 
accompanying the bottle, form a modern and very successful 
method of treatment. 

After any allergic attack it is advisable to give a saline purge and 
whenever possible to guard against a repetition of (he causative 
stimulus. 

ALOPECIA AREATA 

The cause is unknown. It is diagnosed by the typical shape of the 
hairs, which is that of an exclamation mark without the dot. Extreme 
scurfiness of the head produces a similar condition, as also does 
ringworm, but the scurf and Tinea respectively distinguish them. 
Alopecia areata has never been proved to be infectious, and unless 
widespread, usually cures itself within a year. 

TREATMENT. — This is to cause local hyperaemia. 

The ibUoavog methods are ia comson use: 

Ultra-violet rays or sunlight, daily. 

Pure carbolic acid, washed off at once with spirit, once a week. 

Strong iodine or 25% lactic add in spirit, daily, but these methods 
are painful and must not be overdone. 

An ointment of resorcin and acetum cantharidis, a drachm of 
each to an ounce of Vaseline, may be rubbed in twice daily. 

Septic foci must be attended to and large doses of vitamin A 
^ven; the latter sometimes has a dxamatic effect. 
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AMOEBIASIS, AMOEBIC ABSCESS— 5<e Dj-ssuteiy; Hepatitis. 

AMPUTATIONS 

“Oas law for the rich and another for the poor u tree of anpu- 
taiioos. It IS amazing skhat the well-to^Jo educated patient can do 
with a modem artificial leg (aims and hands are not so succ^ful) ; 
but the leg is expensive and needs keeping in good order, lubricauoa, 
teplacemenl of ssoni parts, and periodical refittine. Such thin^ 
are irksome or impossible for a p<»r lillaccr, who generally prefers 
a home-made prostheris. consisting of a wooden crutch with a 
small plaifonn attached, on which he kneels or sits, while for the 
upper limb he mes nothing at alL In the case of a double leg ampu- 
tation the rictiin often prefers to be drawn along in 2 small carl, 
begging alms of the passers-bj, or even to walk on his bands. 
Further, artificial hmhs are hot to wear, and in a hot dimats eczema 
and pnckly heal are apt to occur with dolorous frequenc>’. 

A good example is the badly crashed foot; in Western countries 
most surgeons will amputate below the knee, because the modem 
artificial leg ^ics much better locomotion than the artificial fool, 
but a liHager will be much better off with a S)ms*s or Pirogoff’s 
amputaboa, because it gives him a stump on which be can w-alk, 

PRINCtPLES.- 

(1) A limb can generally be saved if the main vessels are intscL 

(2) Is the upper limb, preserve aQ you can; half a thumb is better 
than any artificial hand lo tbs lower limb, make it suitable 
for that particular patient to walk on. 

(3) Scatter sulpha thiazole with 1% flavins powder (e.g., Gbazol) 
on the raw surfaces before sewing up. 

(4) Amputation wiihm sU hours of injury can be safely sewn up. 

(5) After six hours and before the ad\ cat of frank sepsis, cut fcps, 
but approxiniate them loosely. With luck and adequate 
cheroolherapy they can be sewn up a week or two later. 

(6) In sepuc cases, cut tbc skin at least an inch below the 
“gnillotine” ampmapon, and put traction on the skin with 
Elasioplast and vreigbts. 

(7) Attend carefuDy to haemostasis (this is perhaps the most 
important rale). Drain a major amputation for 48 hours and 
put on a firm dressing. Haematoma is the commonst cause 
of a w eak scar. 

(8) Sites of election are so-called for two reasons; the stump is 
the best for an artificial Lmb and the blood dreulation in it 
IS good. 

These sites are as follows (Langdale-Kelham and Perkins). 
Teg.— 4 inches and 101 indiss bdow the upper edse of the 
great trochanter; 5> indics below the upper end of'ibe tiWa. 
Arm . — t inches and 8 ins*es below the tip of the acromion. 
7 inches below the lip of the olecranon, 

(9) Make flaps of equal lengih in the upper limb, and also below 
the knee, where the hamstrings draw the scar backwards la 
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the thigh, the anterior flap should be longer than the posterior, 
but there should be no puckering or tension. 

(10) The end of a bone should be covered by skin and sub- 
cutaneous fat only; muscles should not be sewn over it, but 
the skin must be healthy and mobile. (Consider such natural 
points of pressure as the patella, the heel and the olecranon, 
which are covered only by skin and subcutaneous fat.) 

(11) A transverse scar is always better than an antero-posterior 
one. 

(12) Bone and periosteum should be divided at the same level, 
except in the fibula and ulna, where the periosteum is stripped 
up for an inch to avoid cross-union. 

(13) Nerves should be drawn down gently or dissected out and 
cut with a sharp knife; they should not be crushed, ligated 
or injected. 

(14) A tourniquet must be removed as soon as the main vessels 
are tied. 

ANAEMIA 

Primary anaemia is due to inadequate blood formation ; secondary 
anaemia to excessive blood destruction or Joss. 


THE PRIMARY ANAEMIAS 

The causation and treatment will be best understood from a 
contemplation of how blood cells arc formed, which is ns shown 
in the diagram. From ibis it will be seen that in the absence of 


IRON is added up lu the 
normobUst Mage If thyruem. 
viiamin C. and iracei of copper 
and manEanesc are pment 



ENDOTHCLUL CELL, in 
capillary of red marrow. tpUia 
eU (o form 


MFQALOBLAST. ^.hich mthe 
presence of viuirnn D cam- 
pica and Caslle’ifaclor forms 

ERYTHROBLAST. whx* 


NOR AfOB LASTS, which 
catiude Uieir nuclei and 
become 


RETICULOCYT^^ ,d 


ERYTHROCYTES ffoaC out 
into ihe genera] circulation, 
where they probably li>« for 
4^ weeks 


Castle’s factor, which exists in the liver, there is trouble m rcaclung 
the erythroblast stage; now Ibis is the cell which divides up to form 
normoblasts, so in pernicious anaemia one would expect to Md 
numerous large cells In the circulation, which is exactly what is 
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found— one name for pemidons anaemia bang megalocjtic 
anaemia. , . . 

On the olha hand, if the cells divide but do not get ther propw 
alJowacce of iron, they tend to be less numerous— nonnoe^c 
or both less numerous and smaUa— miaocylic anaemia. 
Therefore, we treat the megalocitic anaemias, uhich indude 
pernicious anaemia, sprue and anaemia of pregnancy, with liiur 
exuact and vitanun B, tawther with iron, because it is so ofttn 
deficient in the Indian diet. In the rare Diboihriocephalus htus 
anfj pmia the t 2 pei»onn must, of course^ be destroyed first. The 
nonnocjtic and microotic anaemias we treat with ferrous iron, 
generally in the form of ferrous sulphate gr. 3 Ld.s.p.c. 

To tefl. quite simjdy whether anaemia is megalocylic or microejtic 
it is only necessary to do a red-cell count and a haemoglobin 
estimation. The percentage of haemoglobin disided by the percentage 
of red cells is the colour inde*. If this is grraler than one the anaemia 
is megalocytic, if it is ooe. the anaemia is nonnocytic, and if less 
than one, microcj-tic. For instance, the red-cell count is 2,785,000 
and the haemoglobin is 80%: lo calcubtc the percentage of red 
cells, mulUply by 2 and put a decimal point brfore the last fins 
figures; the percentage is therefore 55*7; 80 diiided by 55 7 is 1'44; 
the disease is megalocyfic anaenda and bYct bjections an reqmred. 
Chlorosis is a primary micro^iic anaemia, often -n-iih achlorhydria, 
and affects constipated virgins, so it is rare in India, but the 
stmilar nutritional anaemia as very common indeed; its frequency 
u due not so much to actual lack of food as to lack of iron in the 
food that is eaten; there is a slight amount of iron in con, but 
there is far more in tneaL 

Anaenua of pregnancy can be of either type, depmdiag upon 
iibether there IS shortage of iron ora tendency lopernidous anaemia 
or sprue. Sometimes both factors come into play, so these cases are 
treated with both liicr and iron. 

All very severe anaemias benefit from a blood transfusion. 

Aplastic anaenua, in which the led manow stops romfing red 
cells, foIloi''5 over-exposure lo X-rays, radium, or the emanations 
of the atonuc bomb. It also oixun after dironic poisoning with 
benzol, T.N.T. and the sulpbonamides. Occasional!)', it has followed 
severe infections such as measles and tjphoid, espec^y in diildreo 
but in many cases the cause is unknown. The only treatment is by 
repeated blood transfusions, after which the marrow has been 
known to resume work. 


TOE SECONDARY A.SAEMIAS 

Blood dmtruction can be caused by some error in the bodil] 
mechanism, as in acholuric jaundice, m which it is due to an in 
creased fragihty of the red cells, or in the hereditaiy sickle-ccllet 
anaemia, which affects Americas negroes. 

_ Much commoner than these, espedally in India, are certaii 
mr^o^. of which hookworm disease (Ank)hsioma duodenale 
and malaria are by far the most importanu In fact, it may be sail 
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that these two diseases, coupled with malnutrition, are responsible 
for 90% of the anaemia in India; it might almost be added that 
90% of the poorer classes arc anaemic. Other blood-destroying 
diseases are tubercle (often unsuspected) kala-azar, bilharzia and 
filaria. 

In cases of anaemia, therefore, not only the blood, but the stools, 
the urine and the sputum should be examined, treatment depending 
upon the cause. 

Sudden and severe loss of blood, from injury or internal 
haemorrhage, is obvious, but a long-continued loss from a gastric 
or intestinal carcinoma, and, far more commonly, from piles or 
uterine disorders, may require careful history taking and examina- 
tion before it is discovered. 

ANAESTHESIA 
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GENERAL ANAESTHESIA 

It is easier for the anaesthetist to kill the patient than for the 
surgeon. 

The essentials of a good anaesthetic are : 

(1) A quiet induction. 

(2) A clear airway. 

(31 A perfect knowledge of how “deep” the patient is. 

(4) Perfect co-operation between anaesthetist and surgeon. 
QUIET INDUCTION 

The days when a screaming, struggling patient was held down 
on a table in an operation room filled with imaginary horrors which 
became more real with every suffocating breath are, we hope, gone 
for ever. 

Further, a patient who bepns by breathing and behaving badly 
is likely to do so throughout the operation, which, therefore, may 
have to be done hurriedly and imp^eelly. 

The secret of a quiet induction is good premedication; as this 
need never take more than an hour and a half and can be achieved 
in five minutes, there is no excuse for omitting it. 
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PREMEDICATION ^ 

The ivriter’s usual routine in an ordmary 


abdominal case is as 


follows : 

(a) Evening before opexaUon O^th, skin preparation): 

Light meal, containing plenty of su^r. 

It is an advantage for the anaesthetist to see the patient about 


8pm "Mist. 3/I5’s” one ounce (i-C-. poh bronude gr. 15, chloral 
hydrate gr. 15, tmet. opii nu 15). Altcmatlvely. one of the bar- 
biturates— e.g., Luirunal (Gardenal, phenobarbitone) gr. 3, or 
Medinal gr. 7^ — may be pven. 


(b) Morning of operation: 

7.00 a.m. Hot tea with mill and sugar. 

7.30 a.m. 1 c.c. of Pituittin or Pitressin. 

7.45 a.m. Simple enema. • 

Before any narcotic is ^ven, false teeth, if 
present, are removed. 

1-li hours before operation. 

Hyoscine gr. -j^. Morphia gr. J. 

Amytal Sodium gr. 3 by mouth. 

(Hyoscine and morphia exercise their best effect, namely, of 
drying up secretions and calousg the patient, when ^ven In the 
proportion of 1 ; 25.) 

Atroptn. sulphate gr. may be added, but it is not essential, 
and IS contra-mdicatra in hot weather. 


(c) 15 minutes before operation: 

The patient, who is quite "dopey”, h given about half a normal 
dose of one of the intravenous anaesthetics (sec page 21). 

(d) 10 minutes before operation: 

The patient is put on the trolley and taken to the theatre. 

In an urgent case the hyoscine and morphia may be omitted, the 
dose of intravenous anaesthetic being increased by 50 or ItX) per cent. 

If an intravenous anaesthetic is unobtainable, it must, of course, 
be omitted, but the hyoscine and morphia should be given as abov e 
at least half an hour before operation. 

NOTE ON PREMEDICATION AND THE PUPIL.— Atropine 
and hyoscine (scopolamine) dilate the pupil, while morphia, 
Omnopon and the other opium derivatives make it txmtract, so the 
net result of mixing one group with the other is not very marked. 
Ethyl chlonde, which is sometimes used for a quick induction or 
a short operation, dilates the puiril during stages I and 2. 

By the time stage 3 (suipi^ anaesthesia) is reached the pupil 
should be contracted, whatever the anaesthetic used, unless it is 
plain “gas” for a minor operadon. 

safet^^^ be taken as a ^neral rule that a contracted pupil means 

Before the patient arrives at the theatre, a word or two about 
be anaesthetist’s equipment. 
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EQUIPMENT. — Apart from masks, special apparatus and 
bottles of anaesthetics, the folloR'ingmust be ready for instantaneous 
use. In an emergency, the loss of a minute may mean the loss 
of a life. 

(q) a cylinder of carbon dioude, checked to see that it is charged, 

or a “Sparklet" resuscitator in working order. 

(b) A cylinder of oxygen. 

Cylinders must be clearly marked and have rubber tubes attached 
(wiifiout a bottle of water for the gas to bubble through), red for 
oxygen and green or some other colour for CO*. Cylinders must 
not be in a narrow vertical stand, which can be easily upset; a 
panicky assistant once nearly blew himself, the patient and everyone 
else in the theatre, including the writer, to Kingdom Come by 
knocking over a charged oxygen cylinder. 

tc) A mouth gag. 

(d) A longue forceps. 

(e) An artificial airw'ay. 

(/) A sterilized 2 c.c. syringe m spirit with several needles. 

(g) A bottle of iodine and some cotton*wool. 

(h) Ampoules of 

(1) Coramine (nikethamide) or Cardiazol (heart stimulants). 

(2) Lobeline (respiratory stimulant). 

(3) Mclhedrme, Phedracine or ephedrine (for raising blood 
pressure). 

(4) Pituitrin (rapid general stimulant). 

(5) Adrenaline (for injection into the heart in case of cardiac 
arrest). 

The Open Method 

INDUCTION. — Apart from General Hospitals with specialists, 
and often there too, induction m India is usually carried out with 
chloroform, or in the case of children, with chloroform and ether 
mixture (two parts of chloroform to three of ether — C,^) on an 
open mask, and it may be said at once that if the instructions given 
in the last section are strictly adhered to, the anaesthetist has little 
to fear, while if a tube delivering a gentle stream of oxygen is kept 
under the mask throughout the operation, he has still less to fear. 

The patient’s nose, cheeks and chin having been smeared with 
Vaseline, the anaesthetic is dropped on a Schimmelbusch mask 
covered with two layers of flannel. It is an advantage always to 
use the same covering, because the anaesthetist then has a good 
and uniform idea of how much vapour the patient is getting. Flannel 
is better than lint or gauze because the former gets sodden and the 
latter may allow drops of chloroform to fall through, but either 
may be used if preferred or if flannel is unobtainable. 

Administration should be even, not jerky, and at the very be- 
ginning it is better to hold the mask away from the face. 

If ether is to be given, a layer of cotton wool, with a hole for the 
mouth andlnose, is laid on the face under the mask. Otherwise a 
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sufficient concentration of vapour cannot be achieved. The cotton- 
\sool can be put on either at the beginning or kter. but if it is put 
on at the beamning, chlorofonn must be used very sparingly and 
not more tha^n half the mask should be wet with the drug, as this 
gives a concentration of about 3%. 

THE DEPTH OF ANAESTHESIA.— An anaesthetist who doe^ 
not know how “deep” his patient is, is like a man-eating tiger, 
he IS bound to kill somebody unless somebody kills him first 

Anaesthesia is divided into four stages : 


(1) Analgesia 

(2) Light Anaesthesia (Excitement). 

(3) Surgical Anaesthesia. 

(4) Overdose. 

When chloroform is being given, no matter how impatient the 
surgeon may be, no surgical procedure of any kind should be 
permitted until the patient has settled down and is breathing 
regularly and automatically. The best anaesthetist the writer ever 
knew uas called “Safety” Davis; he always needed 20 minutes for 
induction and he never lost a patient. 

The most distressing cases are those in which, became the opera- 
tion IS a minor one, probably on a child, it is begun too soon, the 
heart gets imtawd and goes into veniriculat fibrillation, which 
means sudden death. The reason is not known properly; perhaps, 
because the patient can still feet, there is a sudden rush of adrenaline 
into the circulation, which in cooibioaUoo with chlorofonn is known 
to produce ventncular fibr^ation: perhaps it is due to vagm 
inhibition, but whatever the cause, it is a very serious drawback to 
chloroform. Status lymphaticus will be discussed later under 
“Complications and Disasters”. 

If premedicalion has been adequate, as it should have been, 
Stages 1 and 2 will not be very distinct; they blend into Stage 3. 
Stage 1 — Analgesia 

The patient is rather “drunk”; he soon becomes disorientated, 
but generally lies quite quietly and breathes normally. TTie eyes are 
turned upwards, the pupils may be dilated, they react to light and 
the comeal reflex is brisk. The face retains the lone and 
expression of a person asleep. 

Sifl?e 2 — Light Anaesthesia 

This is the so-called stage of excitement which should never be 
seen if predication has been good. It is the stage in which patients, 
as the clouds of vapour overwhelm their conscious control, “sec 
things and say things”; tb^ may also vomit. 

If these things happen, it is safer to lei the patient out a little 
than to force him further under the anaesthetic. 

Two complications must be ^ecially guarded against; a colossal 
mhalauon of anaesthetic after a period of holding the breath and 
the entry of vomited matter into the larynx. The former is prevented 
by removing the mask when the patient holds his breath and giving 
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him a whiff of CO, instead of chloroform, while the latter is avoided 
by turning the face right over and swabbing out the pharynx; this 
is not always easy, but a gag can be quickly inserted as the patient 
opens his mouth to vomit, or the clenched teeth can be separated 
by a wedge sufficiently to admit a gag. 

As soon as the patient becomes more peaceful the anaesthetic 
should be given in a stronger dose. 

The pupils may be dilated or contracted, but, more important, 
the eyes move about; normally, the conjunctival and comeal 
reflexes are present, but if there is any degree of asphyxia they may 
be temporarily absent, which may make the anaesthetist think that 
the patient is deeply into Stage 3— onotber reminder that the 
breathing is the thing to watch. 

Siago 3 — Surgical Anaesthesia 

As this stage is enicred. the characicr of the respiration, the 
expression of the face and the condition of the eyes all undergo 
a change. 

The respiration becomes regular and stertorous and has an 
unmistakable automatic character. 

KEEPING A CLEAR AIRWAY.—As soon as the jaw relaxes 
the anaesthetist opens the patient’s mouth and with a thumb behind 
each angle of the jaw he pushes it well forward ; the mouth is now 
closed with the lower teeth in front of the upper, and they are kept 
in this position by the fingers of the right hand, which are under 
the chin, while the thumb and first finger hold the mask. The drop 
bottle is manipulated by the left hand. Some anaesthetists keep the 
tongue forward with a tongue forcei^; this is undesirable. 

If there is any difficulty in maintaining a clear airway, or in all 
cases when the anaesthetist prefers it, a Hewitt’s airway, or, better, 
a Waters’ all-metal ainvay is inserted ; a set of Waters’ airways is 
a good investment as they save endless trouble. An intra-tracheal 
tube is the best, but is a method for the specialist. 

FACIAL EXPRESSION. — ^Tbis is seldom mentioned, but is a 
most valuable sign and a shrewd observer can tell at a glance 
whether a patient is asleep or anaesthetized. As the jaw relaxes, so 
do the other muscles of the face, which assumes a completely 
expressionless look, quite unlike the more human expression of sleep. 

PUPILS.— As the patient enters the stage of full surgical anaes- 
thesia the pupils of the eyes, from being turned up or restless, become 
fixed, and stare straight ahead. In safe surgical anaesthesia the 
pupib are contracted, but as anaesthesia deepens they dilate ; for 
complete relaxation of the abdominal muscles it is generally neces- 
sary to keep the patient at the stage where the pupils are just 
beginning to dilate. Anything like wide dilatation is a sign of extreme 
danger; the anaesthetic must be stopped at once. 

respiration.— T he automatic character has already been 
mentioned, but an interesting and very valuable phenomenon is 
that, as anaesthesia deepens, thoracic (intercostal) respiration 
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before diaphragmatic; thus w haw another wluaWe danger 
sign— cessation of thoracic respiration. 

COLOUR OF THE PATIENT.— This is not so easy to judge 
with Eastern races as s\ith Western, but ^anosis, the first sign of 
asphyxia, can ahwys be observed in the lips or conjuncture. With 
a good anaesthetic the colour should be a healthy natural pink. 
The colour is best nith ether. 

MUSCULAR RELAXATION.— This varies with different 
anaesthetics and with dUTereot patients, but is a necessity for the 
performance of an abdominal operation. A spinal anaesthetic gives 
the best relaxation of alL next in order come chloroform, divinjl 
ether, ether, cyclopropane, ethylene, Tnlene, nitrous oxide, ethyl 
chloride (variable) and the intravenous barbiturates. 

Even mth chloroform and etber good relaxation will never be 
oblamed without a good airway. 

“WASHING OUT THE ANAESTHETIC’’.— As the surgeon 
puts m the last stitch, the carbon dioxide should be turned on; 
this causes deep breathing, which should be allowed to continue 
for several minutes, while the dressings, etc., are arranged; by this 
means an appreciable quantity of the anaestbetlc is “washed out” 
of tbe patient's blood, which greatly lessens post>operatii e vomiting. 

COMPLICATIONS AND DISASTERS.— Hie complications of 
vomiting in the second stage and difficulty in keeping a clear airway 
have al^dy been discussed. 

ETHER CONWLSIONS 

These arevery rare with open methods, lack of oxygen being one 
of the causes; others prowbly are sepsis, fever, a hot theatre, 
atropine and a young patient. Treatment consists in stopping ether 
at once, raising the patient’s bead and giving oxygen, Coramine, 
and about 2-5 c.c of one of the intravenous anaesthetics. Several 
fatal cases have been reported. 

Disasters are respiratory and circulatory failure, the Utter, of 
course, being far the more senous. 

If a patient stops breathing at the beginning of an operation, he 
generally recovers, but if he stops at the end he generally dies. 
RESPIRATORY FAILURE 
This has two mam causes. 


BAD AIRWAY —The patient goes on struggling to get air into 
his chest and gets more and more cyanos^ untd finally 1^ 
mpiratory m^les give up the struggle; if his heart muscle is 
disease, or the nghl heart very congested, it may give ud the 
struggle too. ^ 


OVERDOSE.— This may happen in three ways, through in- 
advertence, iporance, or attempts to get a rigid or stnmEbntr 
patitnl qu.cUy undtr. Tic lint can be avoided bfcare, thc™fSnd 
by sludy and cjpencncc, and (be thied by prciicdiSlim «d a 
rcrncal In be pan.ckcd by a (ronblcson.c pabent or snrE^n 
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It has already been pointed out that the intercostal respiration 
diminishes and stops before the diaphragmatic, so any suspicion 
that this is occurring means removal of the mask. 

TREATMENT.— 

(a) Make certain that the airway is clear by swabbing behind the 
epiglottis, and by inserting an artificial airway or pressing the 
jaw forward and pulling out the longue. An ordinary sharp 
towel clip passed through the tongue about half an inch from 
the tip causes less damage than do most tongue forceps. 

(b) Lower the patient’s head. If the table can be tilted, the head 
end should be lowered about five degrees — not more — 
because the already embarrassed heart must not be overfilled. 

(c) Turn on the CO, and oxygen. 

(d) Do artificial respiration by Sylvester's method, which is 
carried out as follows: 

Standing behind the p.i(icnl’s head, take hold of his forearms 
just below the elbows. Lift his arms so that the elbows nearly 
meet behind his head. 

Count three. 

Lower his arms and press his elbows against the sides of his 
chest. 

Count three. 

Repeat the process until breathing is established. 

Counting three gives times for the chest to fill or empty and 
ensures that the manoeuvre is carried out about IS times a 
minute, which is the correct sp^. Muscular performers must 
take care not to break the patient’s ribs. 

(e) Meanwhile an asistant gives an injection of lobeline and 
Coramine. 

CIRCULATOJIY FAILURE 

If, before or during the above treatment, there is any doubt at all 
whether the heart is beating, stop everything and make sure. 

If it is not, do not waste any time doing artificial respiration, 
pulling out the patient's tongue or fiddling about with injections, 
but concentrate on restarting the heart. 

(a) Thrust a surgical or hypodermic needle into the heart through 
the 3rd or 4th left interspace, about half an inch lateral to 
the edge of the sternum. It is an advantage for the needle to 
be used as a means of injecting I c.c. of adrenaline into the 
heart, but do not waste lime in finding adrenaline and steriliz- 
ing a syringe because the patient may die permanently mean- 
while and because in most cases it is the prick of the needle, 
not the injection of adrenaline, that stimulates the heart to 
start beating. 

(b) If the heart does not start beating within fifteen seconds it 
must be massaged, and the sooner this is begun the more often 
will it save life. 

(c) Quickly swab the right hand with alcohol, Dettol or iodine, 
or put on a sterile glove. If there is not already an abdominal 



20 O’Meara’s Medical Guide 

ISTTROUS OXIDE GAS (N^).— Gas and with cce 

or more of the other anaesthetics added, is the method most xised 
by the spsoalist, and in his hands it approaches perfection, but it 
requires special knowledge and complicated apparatus, so, as 
already remarked, wtO not hs described here. 

The ordinary eas apparatus for use in short operations, such as 
dental extractions and opening of abscesses, consists of four parts: 

A. closely fitting face-piece. 

A three-way talw. 

A bac. 

CoujJed cjfin^TS with f«>l-©perated tap connected by a jabber 
tube to the bag. 

Three precautions are necessary before use; the anaesthetist 
must assure himself that both cylinders are charged with gas and 
that one is fuQ, he must fajouliarize himself thoroughly with 
three-way talse, and thirdly, be must not pso gas to a patient with 
high blocKJ-piessure, or a heavy purplish complexion. 

THE THREE-WAY KALIX— This penmts the paiieni: 

(a) To breathe aii (tabelled “An."). 

(b) To breathe ps and exhale it though the valte into the open 
air Gabclled “Valves"). 

(e) To breathe gas and exl^e it into the bag; rebreathiog (labelled 
"No Valves”). 

The onpnai Hewht vaite produces the same results but by a 
slightly different method, 

DEPTH OF ASAESTBESHi—VsHh gas the signs are oct the 
same as with other anaesthetics. 

The pup!} dilates eariy, and remains dilated throughout; the 
comeal reSex is not abolished — if it is, the patient is in danger. As 
with other anaesthe^, the eyes move about ia the early stages; 
when they become fixed surgical anaesthesia has bsra rsacbei 
Respiration becomes faster and more stertorous as anaesthesia 
deepens The curious phenomenon of jactitation is a sign of full 
anaesthesia, the patient gives unmistakable jerks and'seems to 
catch his breath suddenly with each inspiration. The mask must 
be removed at once and the operation begun. 

COLOUR . — The pabeut rapidly becomes cyanotic as the nitrous 
oxide displaces the oxygen in the blood; a fu^er point of interest 
IS that blood does not readily pan with its oxyum unless CO, is 
also presenL It is, therefore, oeccssaiy to allow a amriderable 
amount of rebrcaihing (“No VaLvts”), otherwise the patient 
loses all his CO, into the atmosphere (“Valsts”) and becomes 
asphyxiated from lack of in the thstifs, 

METHOD.— 

(1) Make sure that the face piece fits, that at least one cylinder is 
full and that the apparatus does not leak. 

(2) If false teeth are present, remove the m . 
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(3) If a denial or throat operation is to be done, put the mouth 
prop in position. 

f4) Turn the valve to “Air”. 

(5) Gently open the foot tap, fill the bag with gas and close the 
foot tap. (If this is done first, it avoids the alarming roar of 
gas entering the bag when the mask is first applied to the 
patient’s face.) 

(6) Apply the mask to the patient’s face and let him breathe air 
calmly for a few breaths. 

(7) Turn the tap to “Valnts”; the patient now inhales pure gas 
and breathes out into the open air. Open the foot tap a little, 
so as to replace the gas. 

(8) Open the foot tap enough to cause slight distension of the 
bag. 

(9) Turn to “No Valves” and allow the patient to rebreathe 
into the bag. 

(10) As soon as the patient jactltaics remove the mask. 

If at any time cyanosis becomes excessive give the patient “Air”. 
One or two breaths of “Air” during induction also help to prolong 
the anaesthesia, so ic is quite a good thing to make a routine of 
giving it. If a sudden switch is made from “Valves” to “Air” the 
foot tap must be closed at once or the bag will burst. If the gas 
shows signs of giving out the patient roust rebreathe into the bag 
(“No Valves”). Complications and disasters are due to anoxaemia 
or asphyxia, so a cylinder of oxygen and one of carbon dioxide are 
kept ready. 

INTRAVENOUS ANAESTHETICS 

Sodium Evipan (Cyclonal Sodium, hexobarbitone) and Sodium 
Pcntothal are the two drugs chiefly used; individual tastes differ, 
but the writer prefers hexobarbitone for two reasons: it appears to 
be more constant in its action, most adult patients taking one 
gramme comfortably and remaining “under” for 15 or 20 minutes; 
secondly, hexobarbitone is non-irritating, so if some of it escapes 
into the tissues there is no local inflammation as with Pentothal. 
Several cases of gangrene, necessitating amputation, have been 
recorded as the result of injection of intravenous anaesthetics into 
an artery instead of a vein ; the sign that this rare misfortune has 
occurred is a burning sensation distal to the puncture; the injection 
must of course be stopped at once. The usual full single dose of 
hexobarbitone is one gramme in 10 c,c, of distilled water; the dose 
of Pentothal is 0*5 gramme, but as solutions stronger than 5% 
(i.e., 0-5 gramme in less than 10 c.c.) may cause venous thrombosis 
it is usually given in 20 c.c., i.c., 2J% solution; more than one 
gramme of Pentothal must never be given at one sitting. 

Premedication with morphia and hyoscine may be carried out, 
but is not necessary, and at least 45 minutes must elapse between the 
premedication and the intravenous anaesthetic, the dose of which 
can often be reduced. 
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For details of pving an intia>*enous injection, see Intravenoos 

\felhod of Administration . — Ten cx. of 10% bsxobarbitone or 
20 c c of 2i% Pentothal are drawn up into the appropnate synnge, 
the air is expelled, the needle introduced into the win. and the 
toorniquet or hand pressure remos'ed. 

The WTiter's practice is to inject 2 c.c. of hexobarbitonc solution 
stiaicht away; this generally puts the patient to sleep in a few 
seconds. . , 

One of the first effects of intravenous barbiturates js to dep^ 
the respirafion, which becomes shallow or even stops for a few 
moments, so a halt is now made until the breathing is regular and 
of normal depth. Care is taken to sec that nchher the lower jaw nor 
the tongue drops back and obstniels respiration. An assistant 
should hold the patient’s hand and elbow gently but firmly, other- 
wise an involuntary moiemcnt may jerk the needle out of 
the vein. 

When the breathing is normal a further 1 c-c. of the solution is 
injected; a quarter of a minute later another I c-c., and so on, until 
the desired amount has been pven; after the injection of each 
separate 1 cc. the anaesthetist assures himself that all is well; 
he will find this method both easier and safer than the cooUnuous 
method. 

Dosage . — Small people naturally require small doses, but, as 
remarked above, the average adult will take a gramme of 
hexobarbitone or half a gramme of PentothaL 

As the speed at which these drugs disappear from the blood 
stream depends upon the metabolic rate of the body, it naturally 
foIloA^ that those with low metabolism such as the aged, (he infirm, 
the hypothyroidal and those who have rectived premedicafion not 
only require smaller doses than the more robust, but also remain 
“undet” for a longer time. In a healthy person the drug is mostly 
metabolized after about half an hoar, but most patients remain 
drowsy for much longer than this. 

Prolonged Anaesthesia . — ^Various methods, xequiring special 
apparatus, such as the continuous drip or the special SiTinge, 
are used by the sppnahst, but they arc rather beyond our present 
ambition, which is to describe simple and safe method of 
anaesthesia. 

Should a patient show signs of coming round too early, as 
evidenced by his be^cing to move ormake noises, a further dose 
may be given slowly (about 1 c.c. each half minute); the effect is 
carefully watched, and injection stopped when a satisfactory depth 
of anaesthesia is regained. If the needle is left in the vein, it should 
be plugged with the stilette, the butt fixed to the skin with a sm al l 
piece of Elastoplast and a wooden splint bandaged to the back of 
the arm. Before a further iDjcction is made, the stilette is of course 
rmo\^ and blood drawn into the syringe to make certain that 
the point is still in the vein. 

Complleations.-~M with other anaesthetics, the best safeguards 
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are a clear airway and a clear knowledge of how “deep” the 
patient is. 

Intravenous anaesthetics paralyse the respiration before the heart, 
so if the breathing stops for more than half a minute, an injection of 
Coramine (nikethamide) or lobcline is given and artificial respira- 
tion, preferably aided by oxygen, begun at once and continued untii 
the surplus anaesthetic has been metabolized, when spontaneous 
breathing will begin; this may take several minutes, occasionally 
about half an hour, and artificial respiration must be persevered 
with. 

Certain patients do not respond to th^c drugs, but an excessive 
dose must never be given; another anaesthetic is used. 

No patient should be allowed alcohol within 24 hours of having 
one of these anaesthetics, or temporary mania may be produced ; 
even without alcohol, this should be guarded against, as lives have 
been lost through it. 

Artificial airways are not as a rule tolerated because they are apt 
to cause cough, and spasm of the glottis. 

RELAXATION.— The introduction of curarine (e.g., 
Tubarine) has made possible the performance of abdominal 
operations under intravenous anaesthesia: the relaxation produced 
by this drug being quite remarkable. We have already observed 
that in the early stages of administration intravenous anaesthetics 
tend to paralyse the respiration; as curarine, in addition to paralysing 
the skeletal muscles, tends to paralyse tbe diaphragm, it must never 
be given until the respiration has become steady and full. Oxygen 
and carbon dioxide must be handy, also some ampoules of 
Erostigmin, which is the antidote. Full details for the administration 
of thedrugaccompany the ampoules. Myanesio has a similar effect. 

RECTAL ANAESTHESIA 

These are more in the nature of premedication drugs than actual 
anaesthetics. Avertin (brome(hol) requires much care in the giving, 
and has rather lost popularity ; also it is not altogether free from 
danger, so has been replaced largely by the intravenous anaesthetics. 
It is, however, recommended for use before a big operation on an 
educated person ; it has neither smell nor taste, leaves no after-efiects 
and induces several hours’ unconsciousness. 

Rectal paraldehyde is not used as much as it should be; it is 
cheap, plentiful, perfectly safe in proper doses and very effective 
when given to children, who then go quietly to sleep and are taken 
unconscious to the theatre. 

The drug is soluble in ten parts of water, so is given as a freshly 
made 10% solution in normal saline. 

The dose is one drachm of paraldehyde per stone of body weight, 
the maximal dose being an ounce. 

METHOD. — ^The patient has the usual pre-operative enema 
and the paraldehyde is given not less than half an hour before the 
operation. 
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The patient lies on his left side, with the buttocks raised, a well- 
lubricated catheter is passed four or five inches into the rectum and 
the solution of the drug given wiy slowly (5 or 10 minutes) through 
a funnel; the patient soon bc^ns to feel drowsy and passes into a 
deep sleep. Ordinary anaesthesia is, of course, also given for the 
operation, but only a small quantity generally is required. 

“The anaesthetist should not watch the operation at all. it is 
mostly in this way that the patient is neglected. The surgeon should 
from time to time enquire from the anaesthetist the condition of 
the patient, and should never quarrel" {Prabhu Dayal). 

Recta! ether is rarely used because of the irritation it causes, but 
a mixture of two parts of ether with one of olive oil may be given 
rectally with a funnel and tube, the dose of the mixture being one 
ounce per stone of body weight. At the end of the operation the 
rectum should be washed out with warm saline solution. 


LOCAL ANAESTHESIA 


There are three main groups of drugs: Novocain, Stovaine and 
Nupercaine Cocaine is used only as a surface anaesthetic. It is 
too toxic for injection. 

(1) Novocain is pjra'aminobeDzoyldiethylaminoethanol bydro- 
chlonde. Because of the puru-ammobenzoyl group, it locallv 
neutralizes the effect of sulpbonamides in the tissues into which ft 
IS injected. Novocain chemically is procaine hydrochloride; this 
substance is also known as Etbocalne, Kerocain, Neocaine, Blano- 
caine, Scurocame and Syncaine. 

Novocain is relatively non-toxic and used in strengths from 
0-25%. when as much as 250 c.c. can be injected, to 2%, for local 
operations, when the maximal dose is about SO c.c. For extensive 
mhltratiott 0-5% is satisfacioiy, the maximal dose being about 
400 cc. 

Pantocaine has the same constituUon with a butyl group between 
the para-ammo and benzoyl groups. It is also called Decicain, 
Pontocaine, Anclhaine, tetracaine, buteihanol, and amethocaine. 
The addition of the butyl group makes it more powerful, but more 
toxic, the advantage more or less cancelling out the drawback. 
For injection it is used in a strength of 1 :1,000 or even 1 :4,000, the 
maximal dose being 100 and 400 c.c. lespertively. 

Its great advantage is that in a strength of 1% it is an excellent 
surface anaesthetic, unlike Novocain. It is particularly useful in eye 
work because it has no bad effect on the comea like that of cocaine ; 
as it causes local hyperacmia it is generally used with adrenaline. 
(2) Stov-aine (amylocaine hydrochloride). 

This is used eWefiy for spinal anaesthesia. U is generally considered 
too irritating for local use. 


(3) Nupercaine {formerly called Percaine, but name changed 
because of its similarity to procaine). 

Hiis is a-buiyloxycinchomnic acid diethylethylenediamide 
hyorochlondc. Because of the absence of the pnra-aminobeozoyl 
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group it does not antagonize the sulphonamides. Like Pantocaine it 
is used in very dilute solution, ! :1,000 or 1 ;1,300 being adequate; 
the maximal dose is about the same. Its eftect lasts longer than that 
of the other local anaesthetics and it is the drug of choice for spinal 
anaesthesia. 

Alkalis precipitate Nupercainc, so care roust be taken that the 
distilled water is pure and that syringes, etc., are not boiled m alkaline 
water. Should a precipitate, as shown by cloudiness, appear, a few 
drops of acid, hydrochloric. diL will rapidly cause solution. 

A few cases of convulsions, one fatal, have been reported after 
massive infiltration with this drug; the conclusion is drawn that the 
maximal dose of 1 :1,000 solution should be IS c.c. per stone of 
body weight, or about 1 c.c. per pound. Treatment is as for ether 
convulsions. 

METHODS 
Local Infiltration 

The operation area itself is infiltrated ivith solution. The method 
has the drawback that it obliterates landmarks; it Is also said to 
devitalize the tissues, but some recent workers say it has the opposite 
effect— possibly it does neither. As the skin Is the most sensitive 
part, a weal should be raised at the site of incision. As already 
remarked, for extensive infiltration Novocain, or 1 ;2,000 
Pantocaine or Nupercainc is generally used. The syringe and an 
adequate supply of anaesthetic solution are kept ready during the 
operation for further injections, if necessary. The addition of a 
small quantity— the total amount injected should not exceed 
2 c.c. — of adrenaline solution intensifies and prolongs the effect of 
the anaesthetic and minimizes capillary haemorrhage. In the reduc* 
lion of fractures the injection of 2% Novocain into and around the 
clot between the fragments is of the very greatest value. 

For dental extractions, etc., 2% Novocain with adrenaline is 
injected with a special syringe into the gum on either side of the 
tooth. The teeth of the lower jaw can be anaesthetized by injection 
of the inferior dental nerve where it enters the foramen, located at 
the centre of the inner surface of the ascending ramus. The landmark 
is the lingula which guards the foramen and is easily felt a finger’s 
breadth behind the last lower molar tooth. Anaesthetizing the 
whole upper jaw is a more complicated procedure, for which special 
works should be consulted. Nerve block is safe in all conditions 
but the gum surrounding a tooth should not be injected in the 
presence of acute sepsus, e^g., abscess at the rool of a tooth, or 
osteomyelitis of the jaw may follow. 

Isolation 

The area of operation is mapped out, and then surrounded by 
weals of local anaesthetic, which is also injected into the deeper 
structures; the weals are generally about 4 inches apart. In opera- 
tions on the fingers or the penis, a ring of anaesthetic is injected 
round the base ; adrenaline should not be used for these cases owing 
to the remote risk of gangrene. 
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iierve oiock , . . ^ 

The nee^e does not actually picrtc the sheath of a major nerve, 
but 10-20 c.c. of local anaesthetic are injected round iL 

The position of the major nerves will be found in an anatomy 
book or one devoted to lo^ anaesthesia, but it may be mentioned 
that the brachial plexus is half-an-inch above the middle of the 
clavicle at a depth of about one inch, the needle being pointed 
backwards, downwards and inwards. It is essential to withdraw 
the plunger before making the injection, to make sure that the needle 
is not in the subclavion vein or artery. The ulnar nerve is easily 
injected at the elbow, and the external popliteal (common peroneal), 
where It winds round the neck of the fibula. 

SPINAL ANAESTHESIA 

The same drugs are used as for local anaesthesia (see above). 
Novocain (Planocaine, Neocaine) is generally issued as sterile 
crystals m an ampoule, the solution being made with cerebrospinal 
fluid ; and Nupercaine as a li^t (1 :1,500 solution in normal saline), 
or a heavy (1 ;20O solution in 6% of glucose) solution. 

For some reason the quite unnecessary and dangerously similar 
wor^ “bypobanc” and “hyperbaric” have been coined to represent 
li^t and heavy ; they will not be used here. 

Most administrators have a preference for one particular spinal 
anaesthetic, the writer’s being for light Nupercaine in all abdominal 
cases, and heavy Nu^ccaute in rectal, vaginal and lowec-Umb 
cases. Nupercaine is said to cause less fall of b!ood>pressure than 
other spinal drugs. 

Novocain does not seem to be so certain in its action, its effect is 
not so prolonged, and it is a nuisance having to dissolve the crystab 
in cerebrospmal fluid while the needle is in the patient’s back. 

The writer has seen several cases of bladder and rectal incontinence 
following Stovaine, so has given up using it. 

ADVANTAGES OF SPINAL ANAESTHESIA.— 

(1) Perfect relaxation. 

(2) Absent of post-anaesthetic vomiting. 

(3) The operator can give a spinal anaesthetic, thereby dispensing 
with a separate anaesthetist, or, better still, with a bad one. 
A spinal aimestbetic will often cure paralyric ileus and b the 
anaesthetic of choice when the faowxb are distended or 
obstructed. 

(4) It causes contraction of the intestiires, thus increasing the 
amount of room in the abdomen. 

(5) No painful sensory impulses reach the brain, so shock b 
diminished. 

DRAWBACKS.— 

(1) The patient remains consdons— but this is easily overcome 
by premedication. 

(2) Intestinal contractions theoretically increase spread of sepsis 
m cases of perforated viscus or lai^t even cause a threatened 
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perforation to become nn actual one — largely offset by 
increased ease of gentle manipulation at operation. 

(3) Drop in blood-pressure dangerous in collapsed or weakly 
patients or in those with hardened inelastic arteries. 

(4) Nervous sequelae affecting the bladder and rectum occasion- 
ally occur, most commonly wth strong solutions, and in 
old men. 

(5) Unsuitable for children. 

(6) Dangerous for anaesthesia above the diaphragm. 

(7) Meningitis has followed spina! anaesthesia; unknown with 
proper aseptic routine. 

(8) Post-anaesthetic headache fairly common. 

(9) Not always effective. 

LUMBAR PUNCTURE . — See Lumbar Puncture. 

LIGHT, HEAVY AND MEDIUM SPINAL ANAESTHETICS. 
— ^When it gets into the cerebrospinal fluid a spinal anaesthetic 
obeys first the laws of gravitation and then those of diffusion and 
chemical combination. 

In other words, the first thing a light solution does is to float to 
the top, a heavy one to sink to the bottom, and one of medium 
weight to stay where it is, after which diffusion and combination 
take place. 

It will, therefore, be seen that with a preparation of medium 
weight the height and site of injection will largely control the height 
of anaesthesia; but that In the case of the light and heavy prepara- 
tions gravity is of great importance. Equally obviously, an even 
more important controlling factor is the amount of drug injected. 

As the drug diffuses out into the cerebrospinal fluid its concentra- 
tion becomes less, being lowest at the “advancing margin”; the 
result of this is that unless the drug has been administered with 
murderous intent or criminal negligence it probably cannot reach 
the medulla in sufficient concentration to cause death. If, however, 
it is allowed to spread into the high thoracic region it paralyses the 
intercostal muscles and may cause respiratory embarrassment; 
this, combined with the fall in blood-pressure, may be sufficient to 
cause anoxaemia of the vital medullary centres, the treatment of 
which will be discussed latex. 

On DO account must any spinal anaesthetic reach as high as the 
fourth cervical segment, because it will then cause paralysis, not 
only of all the intercostals, but of the phrenic nerves too, and death 
follows in a. few motQeu.ts. 

Diffusion takes about 5-10 minutes, and meanwhile the drug is 
combining with the nerves it paralyses and thereby becoming 
fixed ; this process takes half an hour with a light anaesthetic and 
15 minutes with a heavy or medium one. The patient can then be put 
in any position. 

The importance of this discussion will be realized in a few 
moments. If you hold a rabbit up by its ears with one hand and 
pull its hind legs down with the other, it soon faints and will 
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ultimately die from cerebral aaaemia. If a patient’s blood-pressure is 
suddenly depressed by a spinal anaesthetic and his head is raised 
well above bis feet, the same thing is likely to happen ; therefore it 
is necessary to keep the head low. “But you have just been telUng 
me that on no account must the spinal anaesthetic reach the cervical 
spine, not to mention the medulla**, sa 3 fs the reader. The answer 
lies in the curve of the dorsal vertebrae and the fact that the heart 
lies in front of the spine. If, therefore, the patient is tUted to a 
moderate Trendelenburg portion with the head propped up so 
as to flex the neck thoroughly, the cervical spine can be well above 
the lowest part of the dorsal spine while the head is level with the 
heart. In the case of a light spinal anaesthetic, of course, the question 
does not arise; the patient is put into the Trendelenburg position 
with the head wcU below the dorsal spine. 

METHOD 
(fl) In all cases 

(1) See that the solution b at body temperature, otherwbe its 
specific gravity will be wrong. 

(2) Take the patient’s blood-pressure. If it is below 90 or above 
190, choose another anaesthetic or postpone the operation. 
(The average fall in blood-pressure with a spinal anaesthetic 
is 15-30 mm. Hg.) 

(3) Before giving the spinal aoaestbetjc give an intramuscular 
injection of i grain ephednne hydiochloT. or an ampoule of 
Meihedrine or Phedracm is oraer to maintain the blood- 
pressure. 

(4) See that there is some cotton-wool and collodion or Tinct. 
Benzoin. Co. for putting on the lumbar skin puncture. 

(5) Thoroughly sterdize the patient’s lumbar skin, mark the 
level of the highest point of the iliac crest with a dab of iodine 
or roercurochromc, and sterilize your own bands, or, better, 
put on a pair of sterile gloves. 

(fc) Light Nupercaine 

Amount to ec Iwectto 
For penneum- only .. 6 c.c. 

Below umbibcus .. ., 10-12 c.c. 

j Above umbilicus .. .. 12-15 c.c. 

1 These are for patients of average height; tall patients require 

1 or 2 c.c. mote, and short people (including most women) 1 or 

2 c c. less. (In a large series of abdominal operations in India the 

wnter ^ve an average of 13 cx.) 


For an Abdominal Case 

(1) Inject ephednne or other vasopressor [see above). 

(2) Tilt the table to 5 degrees, bead end low. 

(3) The patient lies on his side with the afl'ected side uppermost* 
make the lumbar puncture between L3 and L4 

(4) Slowly inject the required amount of anaesthetic, slightly 
withdrawing the plunger once or twice to confirm that the 
needle remains in the canal , 



O’Mcara’s Medical Guide 


29 


(5) Keeping the patient’s head low, turn him on his face. The 
convexity of the dorsal spine should be the highest part 
{see Fig. 2). 



Fig. 2.-~PosiUon of patient for light spinal anaesthesia 


(6) Leave him thus for six minutes. 

(7) 'Rim him on his back, still keeping the head low. 

(8) By the time the towels, etc., arc arranged the patient is 
generally ready for operation, but it is often necessary to 
wait for 10 minutes before anaesthesia is complete. 

(9) The head must be kept low for 30 minutes after the injection, 
by which lime the anaesthetic is “fixed” and the patient can 
be put in any position without danger. 

For. k Perinral Case 

Proceed as above, but inject only 6 c.c. of Nupercaine, and 
instead of tilting the tabic to 5 degrees put it in almost the full 
Trendelenburg position and keep it so for 10 minutes. Begin the 
operation about 15 minutes after the injection, with the head only 
slightly lowered, and the patient in the lithotomy position. 

(c) Heavy Nupercaine or Anethaine 

This solution (1 :200) is 7J times more concentrated than light 
Nupercaine, so the volume injected is proportionately less. It takes 
about 5 minutes to act and 10-15 minutes to “fix”, after which the 
patient can be put in any position. Dosage is as follows : 

For perineum only . . I c.c. {patient sitting up). 

Below umbilicus . . . . 1*8 c.c. Objected slowly). 

Above umbilicus . . .. 2-Oc.c. (see below for 

special method of 
injection). 

For a UNiLATUtAL Operation 

For a unilateral operation, such as that for hernia or on one of 
the legs, the patient first lies with the affected side downwards; the 
head and shoulders are slightly raised and the table is in 5 degrees 
Trendelenburg position; the dorsi-Iumbar region of the affected 
side is thus the lowest; after 5 minutes the patient is put on his 
back. 
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ASDOMINAL OreSATlOKS 

The patient lies on his back, the table being slightly Ultcd (3 to 
5 degrees) wth the shoulders at the los^-er end but the head raised. 
For operations below the utnbiRcus, the tlugbs arc flexed on the 
abdomen so as to form a dora-lumb^ pool in which the ana«theUc • 
remains. Movement and sensation in the legs are not necessarily 
abolished. 

For operations above the umbiUcta the position of the patient is 
similar, but the table is tilted more steeply so that the mid;dorsal 
region is the lowest point, ^e head, of course, being raised as 
before. The method of injection is al^ slightly diScrent;_i c.c. of 
cerebrospinal fluid is drawn into the syringe before any injection is 
made; half the contents of the sj^inge is now injected; another 
^ c c of cerebrospinal fluid is then withdrawn and the whole of the 
resulting mixture slowly injected. In no circumstances must the 
bead or neck be the lowest part until 15 minutes after the injection, 
otherwise there is ^nger of phrenic nen-e paralysis. 

(d) Mediwn Vi eight spinal anaesthetics 

Of the Novocain series, those generally used are Ncocalne (French) 
and Planocaine (English), the dose varjing from 80 to 150 mg. 
according to the hei^t of anaesthesia require. They are supplied as 
crystals in sterile glass amponles, different colours being used for 
different doses 

Dosacs axd Sni or Puncturi 
Foe perineum and Ioh er limbs 

Neocause 80 mg. or Planocaine 100 mg, injected between the 
4th and 5th lumbar vertebrae, 

Below umbilicus 

Neocame 100 mg. or Pbnocaine 150 mg. injected between the 
2nd and 3rd or 3fd and 4lh lumbar vertebrae. 

Above umbilicus 

Ncocaine 120 mg. or Pbaocaine 150 mg. between 1st and 2nd 
lumbar or 12th dorsal and 1st lumbar vertebrae. With a high 
puncture the stilette should be withdrawn before the canal is entered 
and the point cautiously advanced until cerebrospinal fluid comes 
out ; this ptevcnls dama^g the cord or nerv es. 


MCTHOO 

(1) Inject epbediinc or other vasopressor. 

(2) Sterilize the outside of the ampoule with 10% Dettol in 
^JDt, or it may be previously boiled. 

(3) Open the ampoule. 

(4) Do the lumbar punctuie. 

(5) After a few’ drops of fluid have escaped, attach the 5 c.c. 

synnge to the needle and withdraw 3 c.c.; the fluid must be 
the n^e or a membrane may block the point of 

(6) peuch the ^'nge and rrinsert the stilette so as to stop the 

flow of certbtospmaj flmd. ^ 
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(7) Attach a fairly wde needle to the syringe and squirt the 
withdrawn fluid into the ampoule; mix it well with the 
crystals until they dissolve, which (hey do very soon. 

(8) Slowly inject about a third of the fluid, withdraw 1 c.c. of 
cerebrospinal fluid and inject the mixture, repeating this after 
the injection of each 1 c.c. 

(9) Put the patient on his back, lower the shoulder-end of the 
table 5-10 degrees and raise the patient's head. A similar 
technique is used for Fsotonic Bufiered Nupcrcaine which is 
in 1:200 solution; a 10 c.c. syringe is required because the 
solution has to be diluted trith 4 times its volume of cerebro- 
spinal fluid, making the strength 1 : 1,000. The dose is 1*4 to 
2-0 c.c. of the undiluted solution, which is drawn into the 
syringe before the puncture is made. For operations below 
the umbilicus the table is tilted to 10-15 degrees and for 
above the umbilicus to 20-25 degrees. 

COMPLICATIONS. — Owing to the larger area affected and the 
greater proximity of vital nerve centres, complications are commoner 
in high anaesthesia than in low. The best preventive is the Trendelen- 
burg position, which is essential for light spinal anaesthetics and 
is perfectly safe 1 5 minutes after the injection of a heavy one. 

Faintness.^-’Thc chief reason for this is that the fall in blood- 
pressure diminishes the venous return to the heart. It is therefore 
treated by lowering the head-end of the table still further, and by 
an injection of ephedrine or similar drug; if the operation permits, 
sips of cold water may be given and smelling salts are also useful. 

Ko/nit/ng.— This is fairly frequent especially if the peritoneum is 
dragged upon. It is distressing to the patient and annoying to the 
surgeon, particularly if there is violent retching, but otherwise 
causes no harm ; the patient often goes to sleep afterwards. Treat- 
ment is to stop the operation until the attack is over, generally a 
matter of a few minutes. 

Respiratory failure . — If the patient shows any signs of cyanosis, 
treatment should be immediate and threefold : see that the airway 
is clear, give oxygen, give carbon dioxide. Artificial respiration may 
be required. As already remarked, the condition is due to anoxaemia 
of the vital centres, not to direct poisoning of them by the drug. 

Sequelae . — The commonest immediate sequel is headache: this 
is probably due to leakage of cerebrospinal fluid and is guarded 
against by the use of a fine lumbar puncture needle and by inserting 
it with the bevel facing the patient’s side so that the point slides 
between the longitudinal fibres of the dura mater instead of cutting 
across them ; a further precaution is to keep the head of the patient’s 
bed low for 24 hours after operation. 

Difficulty in micturition, which is commoner in men, is not 
necessarily due to the spinal anaesthetic; it is often met with after 
operations under an inhalation anaesthetic. Now, the nerve which 
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empties the bladder, by rebiing ihs spbiocter and simulating Ifce 
detrusor, comes from the 2iid andSid sacral segments, 'Tbectmoeous 
n-r^Ts of the buttocks and round the anus come from tbs 3rd, -rth 
and Sth sacral sennems. If, tbersfore, the difficulty in nuctuntira 
IS due to the drug, there trill be some cutaneous anaesthesia in 

these areas. , , 

The deare to defaecate arises when faeces rater the aao-rectaj 
which is normally empty'. Both the sensation of the ca n a l and 
the contractile power of the colon are controlled from the sacral 
nerves, so if these are paralysed the patient is by no means grateful 
to his anaesthetist ; he ndther knows when he should dcfsecale nor 
would he be able to do so if he did know. 

Happily, these misfortunes arc both rare and tcmpoiaiy, ulnmate 
recosery b^g almost iavariable, 

Thcy are best avoided by injeutiEg a concentrated spinal 
anaesthetic scry, \txy slowly and using a dilute one when possible; 
as already remarked m the writer’s experience, such compheations 
are coffimonti after Stovaine than after any other spinal anaesthetic. 

Treatment 15 to empty the bladder by catheter and the colon by 
enema; vitamin Bj (thiamine bydrodiloride) in doses of 6-12 mg. 
daUy, may also be pten; when fit to do so, the patient may be 
encouraged to micturate in a hot bath. Considerable iffiprosraeat 
takes place after a few days, although months may elapse before 
complete recot ery. Qeatilmess and (be sulphonamides are the best 
protection against O'stitis. 

Pain in the back often occun during the first few hours or days 
after a lumbar puncture. This b best atoided by oting a fine needle 
as already advi^ and by sot hitting the far side of thespnal canal 
With the point of the needle; tins has occasionally damaged an 
intervertebral disc with resulting bemiation of the nucleus pulpcsus. 
AN.APHYIAXIS (See also Allergy and Specific Therapy.) 

As a result of experiments upon animals, particularly guinea-pigs, 
the danger of this aw kward phenomenon has probably bora exagger- 
ated, and it IS DOW consSde^ that the risk of anaphylaxis does not 
justify the withholdmg of subcutaneous or intramuscular injections 
of serum, although intra>enoas injections must be gisra with more 
caution. 


SUSCEFTIBLES. — Tie following should be treated wiib 
suspicion, asthmatics, patients who are liable to urticaria, and 
patients who bas-e had injections of serum more than ten days 
prcMously. If, however, the presious inoculation caused no reaction 
It IS unlikely that this one wjn. so it is safe to go ahead; but if 
toere was a reaction, this one is likely to be worse. Anaphylaxis is 
due to the introduction of a fordca protein, cot of an immunmine 
substance; for instance, if a patient has previously been treated 
with anti-diphlheritjc serota prepared from a horse he is liable to 
have a rwi^ori when given anu-tetamc serum prepared from an 
animal or the same species. Modem refined and concentrated serg 



0‘Meara’s Medical Guide 


33 


are much less likely to produce a reaction than the cruder productions 
of an out*of'datc factory, and should always be used whenever 
possible. Symptoms consist of the sudden collapse of the patient, 
which must not be confused with the faintness that afflicts some 
people when having a hypodermic injection. The patient becomes 
cold and cyanosed and the pulse may be imperceptible; with an 
intravenous injection the symptoms come on immediately, but with 
an intramuscular injection two or three hours may elapse. 

TREATMENT. — This is the prompt injection of one or two c.c. of 
adrenaline solution, 1:1, COO; this may be followed by the intra- 
venous injection of 10 c.c. calcium gluconate. Warmth, brandy and 
Coramine are also given. 

SERUM RASHES AND SERUM SICKNESS.— These come on 
about ten days after an inoculation and can be very troublesome. 

The best treatment is the intramuscular injection of adrenaline in 
oil ; as the eiTect lasts for about S hours it should be injected 3 times 
a day. Intravenous calcium has a transient beneficial cfTect but is 
worth trying. Calcium may also be given intramuscularly. A saline 
purge, preceded or not by calomel, is usually given. 

To allay irritation, calaminejotion is about the best, and 10 grains 
of chloretone or 3 grains of Luminal (Gardena!) will often arrest 
the vomiting, and hyoscine (gr. may be given. 

PREVENTION.— If a large amount of serum is to be given and 
a patient seems likely to be an anaphylactic subject he should not 
be given serum Intravenously until he has been tested and if need 
be immunized. To test a patient, inject a few minims of the serum 
intradermally; if a weal occurs within half an hour, add 1 c.c. of 
adrenaline to the scrum it ts proposed to inject, and at intervals 
of 5 minutes give increasing doses intramuscularly, starting with 
} c.c. and working up to 5 c.c. If all is wll at the end of half an 
hour, give the rest of the serum slowly. 

PYROGENS. — This seems to be a fitting place for discussing 
these annoying bodies, which are responsible for rigors and fevers 
after a watery intravenous injection. They appear to be bacterial 
products which form in water distilled into non-sterile containers, 
and while boiling destroys the bacteria it docs not destroy the 
pyrogens. 

Pyrogen-free water can be prepared by distilling water to which 
a little permanganate of potash and sulphuric acid — enough to 
produce a pale pink colour — have been added, the distillate being 
collected in a closed sterile vessel which has been washed out with 
potassium bichromate solution, followed by pyrogen-free distilled 
water. 

Pyrogens can also be removed by animal charcoal. 

Sterile pyrogen-free water can be bought in ampoules and flasks. 

ANEURYSM 

The terrible pain of aneurysm is more rapidly and lastingly 
relieved by potassium iodide than by any other drug. 
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The dose should be 20 gr. gradually increased to 30 t.d.s. 
Fortunately, patients suffering from this condition generally snow 
a remarkable tolerance to large doses. 

Amyl nitrite is also of service, and venesection in extreme cases 
generally gives marked relief. _ • j t 

The treatment of aneurysm in the limbs has been earned out by 
pressure cither directly over the sac or the supplying vessel. There 
are many objections to pressure treatment; it is very painful, pro- 
longed. uncertain, liable to relapse, and not free from danger. 

Excision of the sac has been exteosiwly practised, but Matas’ 
operation, by which the aneurysm is obliterated by a series of tier 
sutures, is undoubtedly the best operation. 

angina of LUDWIG 

This dangerous disease requires prompt and sometimes drastic 
treatment. The first thing to do is to give an injection of 50,000 
units of penicillin, which is followed 3-houily by 20,000 units. 
If surgical treatment is required it is carried out as follow’s. 

Unless the medical attendant is an experienced surgeon he should 
open the abscess by Hilton’s method, making a small transverse 
incision an inch behind the symphysis meoti and then thrusting In 
a pair of sinus forceps until be strikes pus, which is then drained 
in the usual manoer. 

Haimiton Bailey makes a transverse incision, longet on the 
affected side, I inch behind the symphysis menti, and then cuts 
through the platysma and anterior belly of the digastric. The 
submaxillary gland now comes into view, partly and partly 
superficial to the digastric muscle, and with the facial artery lying 
in a groove on its upper border. The artery is isobted by blunt 
dissection and tied, the mylohyoid muscle is divided, the abscess, 
if present, opened, and the wound packed with sulphonamide- 
VaseUne gauze. 

Sulphathbzole may also be given by the mouth. 

ANGINA PECTORIS— HearL 
ANGIOMA 

Of the several forms, spider naevus is usually cured in two 
sittmgs by electrolysis. Port-wine stains are not frequently improved 
by treatment; X-rays and radium have been tried. Cavernous naevi 
should be treated with the radium pbque or COj. The large naevi 
common on the scalp of infants are successfully treated by COj snow. 

ANOREXIA NTIRVOSA {See abo Hysteria.) 

As pointed out by Ross, this condition, although fortunately not 
common, is of importance because it is the one fonn of hysteria 
that duectly tmeatens life. The patient is generally a woman, often 
young, and either not married or unhappy mamed. 

Ihe chief danger in treatment is that the disease may not be 
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suspected but may be thought to be some other wasting complaint 
such as tuberculosis or malignant dbcase. Treatment is preferably 
carried out in an institution and is by psychotherapy; considerable 
success has been reported from the barbiturate treatment described 
under Hysteria. 

ANTHRAX 

MALIGNANT PUSTULE. — Three or four days after infection 
a boil-like papule arises, which soon becomes haemorrhagic and 
surrounded by small papules. A bacteriological examination shows 
the typical, large, rod-like anthrax bacilli. 

TREATMENT. — Penicillin, 200,000 units intramuscularly each 
24 hours in equal 3-hourly doses, renders both the smear and the 
culture negative in 48 hours, but the treatment should be given 
for 4 to 5 days to ensure a cure. This is the treatment of choice. 

The older treatment with Sclavo’s serum and N.A.B. is also 
effective, but less so than penicillin. An average dose is 200 c.c. of 
serum intravenously, with 0-3 to 0-45 gramme N.A.B. or similar 
preparation, dissolved in water, added. The serum is given daily, 
the N.A.B. every other day, and the treatment generally lasts for 
5 days. Anaphylactic symptoms are combated by adrenaline, 
brandy and warmth. 

ANUS {See also Haemorrhoids; Rectum.) 

WARTS OR PAPILLOMATA.— Contrary to general belief 
these are not as a rule gonorrhoeal. They are smaller, rougher and 
more numerous than condylomaia. When in doubt, look for other 
syphilitic lesions, have a blood test done and scrape for spirochaetes 
if there is a dark-ground microscope. Incidentally, condylomata 
are highly infective, so do not touch them. 

The simplest treatment of uncomplicated warts is to cauterize 
them with the silver nitrate slick. If this fails, they may be cut off 
with a pair of scissors under local anaesthesia, the incisions radiating 
from the anus. The wounds are cauterized as soon as made and the 
area dressed with Cibazol or similar powder. 

ANAL FISSURE. — Recent small fissures can often be cured by 
cauterizing twice a week with silver nitrate or sometimes by the 
application of an anaesthetic ointment, such as Nupercainal, 
combined with dally stretching of the sphincter, for which the largest 
size Hegar’s dilator does very well. 

More severe cases should be treated by injection into the sphincter 
of 5-10 c.c. Proctocaine. This relieves spasm. The fissure is then 
cauterized with silver nitrate twice a wreck, or with pure Ichthyol 
every other day. Thorough stretching of the sphincter with the 
thumbs, under spinal or general anaesthesia, often has a very 
good effect. 

A chronic Fissure must not only be excised, it must be drained ; 
a triangular flap of skin, with its point at the fissure and its base 
an inch away, and half-an-inch wide, is excised together with the 
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assure; the sphiucter is then thoroughly 

dtessed u.ith 5% tnlphomtnide-Vaselroe gauro Dujy ^ 

required to prevent premature dosing of the skin VrOuna. 



FISTULA. 

BRIEF NOTE ON ANATOMY.— The internal sphincter ani is 
a thickened continuation of the muscular coat of the gut. The 
external sphincter consists of three parts — deep, superficial and 
subcutaneous. 

Multiple fistulae generally— but not always— communicate. 
Posterior fistulae open internally in the middle line, anterior at 
the nearest point. Not only must the whole track be laid open, but 
the incision must be carried haif-an*inch beyond the skin end of 
the fistula and a one^inch cut made at right angles; the skin flaps 
are then cut away and the triangular wound packed. 

Most fistulae are of the low type, that is. they open internally 
between the subcutaneous and superficial portions of the external 
sphincter, so they can be completely opened up with impunity, 
because only the subcutaneous sphincter is divided. The high 
fistula opens internally above the superficial or the deep external 
sphincter. These muscles must not be divided at the first operation 
or incontinence may follow. A loose ligature is put round for 
identification purposes and the sphincter is divided, if necessary, a 
fortnight later, when scar tissue has formed which will pretent wide 
separation of the divided ends. About 15% of fistulae arc tuberculous. 
This 13 suspected if the granulations are pale and unhealthy looking. 
The gracuiations can be macerated with normal saline and stain^ 
Uke a sputum slide, or they may be injected into a guinea-pig. 

IMPERFORATE ANUS. — If there is a dimple which bulges 
when the child cries, incise it and let out the meconium. If the 
dimple does not bulge, insert a wide hypodermic needle to a depth 
of not more than t^lf-an-inch; if meconium can be drawn out with 
a syringe, incision is safe, but if not, a left inguinal colostomy must 
be done. Surprisingly enough, these children often thrive. 
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PRURITIS ANI. — In children the cause is nearly always thread- 
worms, which occasionally occur in the adult. (S’ee Worms — Thread- 
worms, for treatment.) 

In order to elTect a cure of pniritis the cause must be found, so 
a careful examination should be made. 

Common causes arc: 

(а) Piles, past or present. 

(б) Faulty anal toilet, e.g., with a newspaper, a stone or even 
nothing. 

(c) Moisture of the skin, generally because mucus is leaking 
from the anus. 

' {d) Ringworm (cpidermophyton, trichophyton). 

(e) No ascertainable cause except middle age and a sedentary 
life. Many theories, ranging from venous stasis to lack of 
vitamin A. 

TREATMENT. — If the cause is found, treat it. 

General. — Attend to constipation, chronic dysentery, or mucous 
colitis if present. Prescribe reasonable exercise and vitamin A. If, 
as often happens, the patient is of a nervous type, 10 groins of 
bromide t.d.s. and a grain of'Luminal or Gardcnal at night may help. 

Local Treaiment.—ln the absence of an obvious cause, in order 
of severity of the lesion: 

(а) The patient uses something soft for wiping himself, or uses a 
“lota” and carefully dries the skin afterwards. 

(б) The skin is kept dry and pow-dered with zinc and boric powder. 

(c) Even if there are no obvious piles, an injection of carbolic 

acid in almond oil (for method, see Haemorrhoids) often 
helps by relieving congestion. 

({/) A local anaesthetic ointment, e.g., Nupercainal or Chloretone 
and adrenaline is often most effeciive. 

(e) If the above measures fail, superficial X-ray therapy is often 
a dramatic success and is always worth trying. The treatment 
must be given by an expert and sometimes fairly heavy dosage 
is needed. 

(f) Subcutaneous injection of 10 c.c. of Proctocaine under and 
beyond the affected area. 

(g) If all else fails, the sensory branches of the perineal and 
inferior haemorrhoidal nerves are cut. The sensory nerves are 
identified at operation by the fact that electric stimulation 
does not cause muscles to twitch. If the main nerve trunks 
are divided there will be paralysis of the sphincter — not a 
good thing. 

(A) An alternative but less effective method is to dissect up the 
itching skin subcutaneously and widely, and to swab its 
under surface with alcohol on a small swab held in a forceps 
inserted through the small inasion. Local anaesthesia is 
adequate. 
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SOME APHORISMS 

GENERAL.— W’hffD you don’t know what is the matter with a 
patient, look wise and tell him to send a specimen of urine in the 
Tnoming (htacGregot). , . , 

The two causes of mominf sickness are pregnancy and alcohol 
(Rutherford Morisonl. 

Oean Inms, a good digestion and a clean mouth are seidom 
found with bad hreath. 

Every reh^on teaches that the poor should have the same care 
as the nch. 

The commonest things most commonly occur (Johnston). 

Do not get angry toth your staff, jouf patients, or even your 
patient’s relatives. 

A doctor’s personahty is as important as his ability. 

Do not let laboratory examinations be an excuse for clinical 
lazmess. 


MEDICAL.— Make haste to order the latest remedy, before it 
loses vts power to cure (Trousseau, IMS). 

Many cases of “heat stroke” are cerebral malaria. 

In obscure cases intravenous quinine does no harm and may 
sav e life. 

Much Qlness and many lives could be saved by a timely exartuna- 
tion of the sputum. 

Post'tussive crepitations are a common sign of early tubercle. 

There is no such disease as spernuiorrboea (Rutherford Moiison). 

Insomnia never seems so severe to the nurse as it does to the 
paucQL 


SURGICAL.— Better a lapaiotomy than a pozi-mortem (Beattie). 

The good God knows more about the human body than even 
the youngest surgeon. 

Never do a prostatectomy on a patient with a brown, dry tonguei 
he will die of uraemia (G, N. Sen). 

An old man with recent piles has an enlarged prostate, or rectal 
cancer. 

It IS unwise to undertake a dangerous operation until your 
reputation is established- 

An operator should have both ejes on the patient, not one on 
the spectators and the other on the clock. 

When you suspect a fracture, treat it (Fortune). 

Abdominal tenderness is not a sign of intestinal obstruction. 

WO.MEN.— Half women’s diseases are due to having babies, the 
other half to not having them. 

Never tell a woman she innst never have a baby. 

About a quarter of die women in this world have a retroverted 
utenis. 

Nmety^ven per cent of children could be born without a doctor. 

The commonest lump in a woman’s abdomen is a baby, in a 
man’s, tubercle. 
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Always listen to an ovarian tumour; if it is silent, pass a catheter. 

“Threatened abortion” with abdominal tenderness and unilateral 
pain is ectopic gestation. 

When examining a young woman, always have another person 
in the room. 

A good obstetrician can deal with any emergency; a better 
obstetrician has no emergencies to deal %vith. 

When a woman has a lump in one breast, always examine the 
other. 

CHILDREN. — Children are constructed to^live. 

In a baby, constipation means starvation. 

A baby \wll often have a convulsion when an adult would have 
a rigor. 

In a child with indigestion, think of appendicitis first, acidosis 
second, and indigestion third. 

NERVES. — ^To find out if a patient is neurotic ask about “the 
nerves”. Patients with “bad nerves” are just as proud of them as 
those with “good nerves” (Adic). 

Tabes and G.P.I. are rare in India. 

If the optic discs, the knee-jerks and the plantar refiexes are 
normal, the patient is not suQering from a major disease of the 
central nervous system (Adie). 

MISCELLANEOUS.— A puzzling skin condition may be 
associated with uasuspccted amoebiasis (Prebboo Dyal). 

In old people, inability to see near objects means presbyopia, 
distant objects, cataract (Henry Smith). 

When blindness is due to cataract the patient looks at the ground ; 
when it is due to glaucoma he stares straight ahead (Holland). 

When called to an accident or criminal case, always make careful 
notes at the time, and keep them carefully. 

APOPLEXY — See Nervous System (Hemiplegia). 

APPENDICITIS 

Acute 

Immediate operation is indicated: 

IN CHILDREN— always. 

IN ADULTS— 

(a) When the case is seen within 48 hours of onset of symptoms. 

(fc) When there is marked tenderness over McBumey’s point. 

(c) When there is rigidity, 

(cf) When the pulse rate is rising. 

(e) When the patient looks fiushed or toxic. 

Ochsner-Shetren treatment {see below) is permissible: 

(а) When the case is seen more than 48 hours after onset and 
symptoms are not getting worse. 

(б) there is a lump. This indicates that the omentum has 
taken charge and that the inflammation is being localized. 
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There is often pus in the middle of the Iump> but this can 
absorb. . 

(c) When the patient has snrvhed prcNnous but severer attacK. 

(d) NVben there is real doubt about the diagnosis, but remember, 
“Better a laparotomy than a post-nwrtem ", 

(e) When there are no facilities for an operation. 
OCHSNER-SHERREN (DELAYED) TREATMENT.— 

(a) The patient is prepared for operation. ... 

(A) The patient is put in the Fowler position, that is, sitting up 
m bed. 

(c) Give nothing by the mouth except cold water. 

Id) Give 2 tablets 4-hourly of the sulphonamidc vihich produces 
least nausea, e.g , sulphadiazine. In addition, give at least 
2 full doses intravenously of a soluble sulphonamidc, the , 
second dose 2 hours after the first. 

(PemciUm has no action on Bacillus coU, but should be 
(given to combat pyogenic cocci.) 

(e) Have the pulse and temperature taken 2-hourty. 

(/) Do cot give morphia or a purgative. 

(j) After 72 hours, if things are settling down, ^ucose can be 
given by the mouth; 24 hours later, milk or soup will be 
allowed. 

(fi) After 96 bouts a glycerin or olive oil enema or a suppository 
may be administered if required. 

(i) Remove the appendix 6 or 8 weeks later. 

INDICATIONS FOR OPERATION DURING OCHSNER- 
SHERREN TREATMENT.— 

(a) A rising pulse. 

(A) Pam after the first 8 hours. 

(c) Vomitmg. 

id) Any sudden pain or change for the w orse. 

OiRovic (RicwRiNT) Appendicitis 
T he appendLX may cause a chronic dyspepsia, and can be suspected 
as being the cnmmal if there is tenderness over McBumey’s point. 
Definite diagnosis is made by a hparotomy or from a skiagram, 
the latter being pleasanter for the patient Galstaun gives the follow- 
ing X-ray characteristics of the diseased appendi,x; 

(a) Fmtion. 

(A) "Indian Oub”, bulbous tip, especially if tender. 

(c) Filiform appendix. 

(d) Marked irregulanty of lumen, if persistent and not due to 
penstalsis. 

(e) Non-filling before 7 hours, with proper technique. 

{/) Delay m emptying after caecum is empty. 

DIFFERENTIAL DIAGNOSIS — 

ACUTE APPENDICITIS —If the temperature is 103° F. or 
over, the cau« is probably not appendicitis. 



O'Meara's Medical Guide 


41 


IN CHILDREN . — Acidosis (ketosis), pyelitis, intussusception, 
roundworms in the caecum, food poisoning and haematogenous 
(usually pneumococcal) peritonitis have to be remembered. Some 
of the following may also occur In children. 

IN ADULTS . — Diaphragmatic pneumonia, pyelitis, renal or 
ureteric calculus, choiccj'stitis, ectopic gestation, intestinal obstruc- 
tion, strangulated hernia, pcrforai«J peptic ulcer, ruptured spleen 
or liver, acute pancreatitis, mesenteric thrombosis, regional ileitis, 
malaria, epididymitis, indigestion, intestinal influenza, tabes dorsalis 
and malingering are most of the diseases that can simulate acute 
appendicitis. 

CHRONIC APPENDICITIS.— In India, before this diagnosis 
is made, and certainly before the patient is submiticd to operation, 
chronic amoebic <tyscniery must be excluded by means of stool 
examination and skiagrams. Galstaun reports eases in which 
“f found the liver distinctly enlarged, there was marked diminution 
in the movement of the nght side of the diaphragm with partial 
obliteration of the right costo-phrcnic sulcus. The opaque meal 
showed some spasticity of the colon. Although the patient’s stools 
were negative, I suggested amocbiasis as the cause of this trouble. 
All signs and symptoms cleared up under emetine, and there is no 
doubt the skiagram saved the patient from an unnecessary 
laparotomy". 

APPENDIX ABSCESS.— If this Is definitely pointing it should 
be opened and drained, the appendix. If not destroyed by suppura- 
tion, being removed about two months later. A normally placed 
appendix points anteriorly, a retrocaccal appendix often points m 
the loin and a pelvic appendix into the rectum. 

ARTERIOSCLEROSIS AND HIGH BLOOD-PRESSURE 

As this term raises confusion in the minds of many, the different 
varieties will be quickly described. 

ATHEROMA. — This is a degeneration and thickening of the 
intima; it is due to heredity, age and stress and has nothing to do 
with syphilis. It may or may not be associated with high blood- 
pressure; it affects the aorta and other great vessels, also certain 
small arteries of singular importance, namely, those of the brain 
and heart. (See Hemiplegia; Heart Disease.) In short, it is a 
disease of those arteries, large and small, on which our hfe depends. 

DIFFUSE HYPERPLASTIC SCLEROSIS.— This is a wide- 
spread thickening of the intima of the arterioles, including those 
of the kidney; it Is accompanied by a thickening of the middle 
(muscular) coat of the medium-sized arteries such as the radial, 
which hypertrophy so as to cope with the raised blood-pressure. 
The heart also enlarges, sometimes very greatly. It occurs in essential 
hypertension, lead poisoning, gout and kidney disease. Syphilis is 
not a factor, and the disease often begins at about the age of 35 years. 
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MONCKEBERG’S MEDIAL SCLEROSIS (SEWLE Aft* 
TERIOSCLEROSIS, “PIPE-STEM ARTERI^").— This is a 
senile degeneration of the middle coat of the medium-siKd arten«. 
The degeneration is at first fatty, but this is soon followed by 
calcification. It is not usually associated with raised blood-prcs^re 
but atheroma may coexist. Syphilis is not a factor. It is often visible 
in skiagrams and may cause senile gangrene. 

SYPHILITIC ARTERITIS.— Syphilis attacks the elastic (middle) 
coat of the aorta, often causing aacurj'sm, and the flaps of the 
aortic valve, causing aortic regurgitation; it also attacks the small 
arteries of the brain, ultimately causing narrowing, thrombosis or 
rupture, it may attack large areas or small, causing any kind of 
symptom from madness to monople^. 

THROMBO-ANGims OBLITERANS.— This is not un- 
common m India and China and, in the absence of diabetes, syphilk, 
Raynaud’s disease, frostbite or other injury, must be thought of in 
cases of gangrene or even severe cramps of the fooL 
The great point of interest is that the disease is over by the time 
It causes symptoms, which are due to fibrous contraction of the 
previously inflamed vessels. In Us active phase it is a subacute 
inflammation of both arteries and veins, especiaUy in the legs, a 
second point of interest being that if clotting occurs in an inflamed 
vessel It often becomes canalized afterwards. 

It used to be thought that the disease wus mainly confined to 
cigaretle-smokiDi PolUh or Russian Jews, but this is not so, although 
It perhaps has its greatest frequency among them. It b almost 
entirely confined to men, usually young. Diagnosis is made by a 
coDsideration of the history, symptoms and signs, exclusion of 
other faaors, and the absence of pulsation in the posterior tibial 
and dorsaUs pedis artenes. 

Treatment is amputation of gangrenous limbs, or lumbar sympa- 
thectomy m the pre-gangrenous phase. 

HIGH BLOOD-PRESSURE. — ^The average blood-pressure in a 
young man is 120-125 systolic, 80-85 diastolic. High blood-picssurc 
IS said to exist when the readings are persistently above ISO systolic 
— 90 diastolic before the age of 50 years, or above 160-100 after 
that age If the blood-pressure is persistently over 220-120 at any 
age the condition is senous. Very old men seldom have a very high 
blood-pressure or they would not be very old men. In a healthy 
person the blood-pressure varies considerably, and too much 
reliance must not be placed on a single observation, especially 
with a nervous patient, but the diastolic pressure is much steadier 
than the systolic 

When not due to renal diaase {see Nephritis), ecUmpsia, 
diabetes, pituitary or adrenal tumour, high blood-pressure is called 
essenual hypertension or byperpiesia. (.Jee aboxe. Diffuse hyper- 
plastic sclerosis.) There arc two lun^, benign and malignant; 
lonunately the former is much the commoner. 

kWLIONANT HYPERTENSlON.-TMs EcncraUy atteeb 
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middle-aged men, who lose weight and twome ihin and pale; ihc 
disease is diagnosed by its rapid onset, the very high blood-pressure, 
often above 250 systolic (the writer has seen one of 360 in a Bliora 
Mahommedan of impc^ble virtue but great riches) and, most 
important diagnostic sign, the presence of optic neuritis with 
papiUoedema and engorgement of the vessels. The urine must be 
tested macroscopically nnd microscopically because renal disease 
produces a similar rise in blood-pressure and a similar picture in 
the fundus ocuH; in fact, it may be impossible to distinguish one 
from the other, not that it matters much, both soon become of 
more interest to the pathologist than to the physician. 

BENIGN HYPERTENSION.— The earliest symptoms are a 
feeling of fullness in the head, attacks of vertigo, thoracic discomfort 
and sometimes impairment of memory, especially for names and 
recent events. 

The aetiology is not certain, and many theories have been pro- 
pounded, mostly renal. There seems to be some association with 
pyelitis, and there is certainty a hereditary factor. It most commonly 
affects thickset, middle-aged, hardworking, prosperous men ; it also 
affects women at the menopause. Syphilis, alcohol, tobacco and 
septic foci have been accused, but not condemned, as causes, but if 
any of these factors are present they should receive attention. Lack 
of exercise, excessive eating, especially of rich protein food, and 
self-indulgence generally are undoubted factors, as also, on the 
other hand, are worry and anxiety. 

TREATMENT,— This Is summed up in the old physician’s 
advice, “Trust in God and keep your bowels open”. 

The patient’s activities should be mildly curtailed, but he should 
not as a rule be prescribed complete rest, because nothing kills an 
active man more quickly than boredom. Regular hours, regular 
exercise and light food are essential. Septic foci demand careful 
attention, and should be removed whenever possible. The writer 
has often seen lasting benefit follow extraction of infected teeth. 

In spite of many advertised claims to the contrary, there is no 
specific for the disease; a mild barbiturate (e.g. Luminal gr. li) 
at night, to ensure good sleep, and a mild saline laxative in the 
morning are efiicieBt. A tablet of Thcogardenal 3 tiroes a day, later 
reduced to tmee a day, is useful for combating symptoms, and 
may be taken for long periods. For a temporary rise m pressure, 

1 Tabella Glycerylis Trinitiatis B.P. 3 times a day is very helpful, 
as is a daily injection of acetylcholine (a 1 c.c. ampoule usually 
contains about 2 grains). For severe symptoms, venesection, i to 1 
pint of blood being allowed to escajre, is necessary. 

The higher hill stations, cspedally those with steep climbs from 
house -to house, are not recommended, but those between 4,000 
and 6,000 feet above the sea are quite safe. Spas owe much of their 
success to the rigid discipline and simple life they enforce. Women 
at the menopause benefit greatly from hormone therapy. (See 
Gynaecology (The CUmactenc).) 
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DJEJ la general, the rich foods should be forbidden, such as 

game, h«\7 nitat, pastries, curries, hot spto. much ghi, ^ w;ma. 
m amoum of salt taken, except in hot weather, should be drastically 
curtaQcd. Smoking in moderation will do no harm (i.e., up to 
12 agarettes a day). _ 

The following prescription is useful: 

R Pol. 

Sod.BiowL »■ -• — -- ET. 10 

OffniaeQL ... ^-2 

Liquor Cljcwjt- -■ '■ ■■ *1 

Aq Menih. Pip. *4 i” 

Half aa ounce U.d. ex. sq px. 

ON TAKING THE BLOOD-PRESSURE.— It must be 
remembered that patients undergoing a medical examination are 
apt to be nervous, which fact raises their blood-pressure: if, there- 
fore, other examinations have to be made, these should be made 
first, m order to give the patient lime to settle down. Another 
method is to taLe~the blood-pressure at the beginning and again 
at the end of an exammation;ihehlteris usually the lower reading. 

Apart from nervousness and disease, the blood-pressure nses 
at the menopause and also after food, alcohol, txeriion or smoking; 
It falls after rest or purgauon. 

If the blood-pressure is found to be raised : 

(a) Examine the state of the arteries is the fundus oculi and is 
the arms. 

(h) Examine the heart. 

(O Examine the unne. 


(if) Repeat the exammation the following day if no other 
abnormality is found. 

To take the blood-pressure : 

(o) Let the patient rest comfortably on a couch or bed, with the 
head sli^tly raised; altemauvely be may sit in a comfortable 
chair, but it is better il he lies down. The arm should be 
straight. 

(fi) Apply the cuff of the instrument gently but firmly to the 
bare upper arm and connect up the tubing. (If the cuff is 
appbed too loosely, the reading wHl be inaccurate.) 

(c) Palpate the brachial artery at the inner side of the biceps 
tendon at the bend of the elbow. 

(i/) Apply the bell of the stethoscope to it (If loud pulsation 
can be heard before the sphygmomanometer b pumped up 
at all, think of aortic rcrurgiution.) 

(e) Quickly pump up the sphygmomanometer to about 180 or 
200 mm. Hg and listen. 

(/) If. as generally ba^ns, the pulse cannot 1« beard, open 
the valve very slightly so that the mercury descends very 
slowly or the needle goes back very slowly. Of the pressure is 
allowed to fall too quickly the readings will be too hieb ) 

(g) As soon as the pubs is fint beard note the rrading, which is 
the systolic pressure. 
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(h) Allow air to escape slowly until the note changes and then 
disappMrs; the point just before the note disappears is the 
diastolic pressure. 

(0 Repeat the estimation twee and take the mean of the 3 
readings, rejecting any that is greatly difierent from the 
others. 

Average blood-pressures of healthy adults are as follows: 


Age 

Sysiolic Pressure 

Diastolic Pressure 

20 

120 

80 

25 

122 

81 

30 

123 

82 

35 

124 

83 

40 

126 

84 

45 

128 

85 

50 

130 

86 

55 

132 

87 

60 

135 

89 


but considerable variations are compatible with health. 

Below the age of 21 years a systolic pressure above 140 is 
pathological, and at any age a systolic pressure consistently over 
160 or a diastolic over 110 constitutes high blood-pressure. The 
diastolic is less variable and of greater prognostic importance than 
the systolic pressure. 

A systolic pressure below 110 in an adult constitutes low blood- 
pressure. 

The difference between the systolic and the diastolic pressure is 
the pulse-pressure, normally this is about 40 mm. Hg. 

ARTHRITIS 

Acute Non-Sufpurattve Arthritis 

By far the commonest cause is an injury such as sprain— rcc 
Joint Injuries— othenvise arthritis affects several joints, usually 
moving from one to another and including the knees. It is found in 
certain fevers, rheumatic fever being the chief. It used to be a frequent 
sequel of gonorrhoea, but since the advent of sulphonamides and 
penicillin, is rarely seen. 

Bacillary dysentery may be followed, generally after about 
3 weeks, by a troublesome arthritis which confines the patient to 
bed for some weeks and reacts but slowly to sulphonamides. Dengue 
is often accompanied by pain in the joints, but there is no effusion. 
Tuberculous arthritis is discussed efeewhere. 

In Malta fever there may be arthritis with considerable effusion 
and much pain, fresh joints tending to become affected as others 
subside. Malta fever should therefore be remembered in such cases. 
Any kind of blood infection, such as typhoid fever or septicaemia, 
may be accompanied by acute arthritis. 

LOCAL TREATMENT. — This consists of rest, heat and the 
application of some such preparation as Scott’s dressing. Painful 
tension may be relieved by aseptic aspiration. 
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Acute SuprunAmi ARTrarris- 

Again a common cause is trauma such as a pun^red wound, 
another cause being neighbouring osteomydilis. The condition 
also occurs in pyaemia, septkacmia, septic throat mfecuons, 
pneumonia, meningitis and smallpox. 

treatment. — A s the staphylococcus, the pneumococcus or 
the streptococcus b the usual cause, sulphathiazole and penidllm 
are the remedies of choice. Penicillin is not only given intra- 
muscularly— the jomt IS aspirated daily and a solution of penicillin, 
1,000 umts per c.c., is injected into it; rapid cure often results. 

The joint shoidd be completely immobilized on a plaster of Pans 
slab {see under Fractures) and open drainage used only as a 
last resort. Drainage tubes in a joint mean lifelong stiffness. 

Acute arthnbs of infants is a manifestation of pyaemia, and is 
treated as such. It b sometimes mistaken for panrlysb and the 
outlook IS gra^e. Treatment b by pcniciUin injections. 

OSTEOAHTHRinS (HvPEaTECrl’inC ARTinunS. 0.1U115 Detormass) 

Pnmanly this b a degeneration, or rather, an inability to mate 
good ordinary v> ear and tear of the articular cartilage of the joints. 
We should therefore expect the large ttdght-beariog joints to be 
affected, particularly those which ha>e been injured at some time; 
further, v.e should expect the disease to afihet old men, nbose 
pouers of repair are naturally less than those of the young. All 
these thmgs are so, the only contradictory feature being, as so often 
happens, Roman, who b liable to the disease at the time of the 
menopause; otherwise it aS'ects men only. 

As the cartibge wears away, the underlying bone does its best 
to repair the damage. It therefore becomes hard and polbhri 
(ebumated) on the articular surface; this is most praiseworthy and 
aU would be well, or at least not too bad, if only the bone's “thera- 
peutic zeal” stopped here. Unfortunately it does not; all round the 
joint, hyperostosis occun, with the formation of spurs of bone 
which severely limit the mobility of the joint. Further, the newly 
formed bone is tender, the muscles acting on the joint atrophy 
and the patient becomes a cripple. The aruculating bones do not 
umie, so the joint remains painful on movement or weight bearing, 
especially when attempts at full movement cause pressure on the 
new bone surrounding the joint The joints chiefly affected are the 
hips, the knees and the intervertebral, especially in the lumbar 
region (spondylitis deformans). Occasionally, the terminal phalanges 
of the fingers and thumbs suffer, the exostoses being called 
Heberden’s nodes. 

DIAGNOSIS —This is made by considering the age and sex of 
the patient, the location of the affected joints and the characleibtic 
stiffness and limitation of movement which b always worse in the 
moraing, reminding one of the poor old tonga pony limping out 
of the stable to w hich he trots back at night Skiagrams are essential • 
they show the characteristic peri-articular exostoses, the diminution 
in jomt space and the ebumation of the joint surfaces of the bones. 
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TREATMENT.— This is unbtisfactory. Septic foci are eliminated 
and the bowels kept free by means of saline jaxatives. Aspirin is 
useful in diminishing pain and thereby allowing movement, and 
the patient should not be encouraged to stay in bed too long, or 
like the tonga pony above-mentioned, he will be all the stiiTcr syhen 
he gets up. Local heat, e.g., diathermy, is soothing. When pam js 
severe, arthrodesis should be considered, because a fixed joint is 
painless. A vitallium cap fixed over the head of the femur increases 
mobility and decreases pain but it is not yet known how long the 
improvement lasts. Gold therapy is useless. ^ , , r i 

in menopausal osteoarthritis, hormone therapy is often nelplul, 
and in all cases when the patient’s weight is excessive, attempts 
should be made to reduce it. 


Rheumatoid Arthrito (Inkctive ARTHRms) 

In pathology, incidence and treatment, this disease differs from 

the last, so the two should never be confused. 

It begins as a peri-articular inflammation and spreads Irom the 
ligaments to the synovial membrane, which becomes covered with, 
or even replaced by, red granulation tissue ; this then mimdes and 
destroys the articular cartilages and even the surfaces or the bone j 
in due course the granulations arc replaced by fibrous tissue, which 
sticks the ends of the bones together and finally, natural cure by 

bony ankylosis occurs. . 

Just as the disease works from without inwards in the Joints, so 
it does in the body, starting in the fingers and toes, later affecting 
the wrists and anUes and sometimes the clwws, knws, hips and 
even the jaw. It is always symmetrical, generally begins in the middle 
joint of the middle and ring fingers of both hands, and affects young 
or early middle-aged women 4 or 5 times as frequently as men. 

The joints are hot, tender and painful and show the typical 
fusiform swelling; the neighbouring muscles waste quickly and 
considerably, and the skin acquires a typiral atrophic shiny appear- 
ance. The patient feels ill and has fever, and the blood sedimentation 

rate is always increased during the active phases. _ 

The patient often loses weight before the onset of joint symptoms. 
TREATMENT.— Very occasionally, brilliant results have 
followed the elimination of a septic focus, so the teeth, sinuses, 
tonsils, bowels, urine and cerm or prostate are exammed, but no 
organ, even a tooth, still less all the teeth, should be removed unless 
definitely incriminated. Autogenous vaccines have proved useful, 
so may be tried. _ » ^ 

Gold treatment is the most, saUsfactory but it may be several 
weeks before improvement srts io.,Sol^na| B Olcosum or Myocrisin 
arc the best preparations and ai^njrei^ intramuscularly at weekly 
intervals be^nmng with O-Ol gm. (10 mg.) and worlcine up to 
0 05 gm. The course of 5 mjecjions may be repate) afber I couple 
of months. Blood examinations are ncressaiy during this treatme®*’ 
to guard against leucopenia or agranDlocytosfs, 
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Aspinn IS ussfal, but pfccnazone (antipyrin) must ns>-sr bs eis-ca 
because it greaUy increases the liability to Jeucopema under gold 

treatment. , . 

Local measures can be summed up as heat and rest. 


ASCITES 

The chief causes are: 

(1) Diseases of the peritoneum, generally tuberculosis. 

(2) Chronic failure of right heart (backward pressure). 

(3) Bnght’s disease. , , 

(4) Disease of the liver; in India this is nearly always the result 
of chrome malana, the spleen always being enhrg^; some 
cases in children may be splenic anaemia (Band’s disease). 

(5) Malignant disease, generally stomach or osat)'. 

Asates is diagnosed by the presence of shiflmg dulness in the 
flanks, as distinct from a cyst, which is dull in the middle line. 
TREATMENT.— See under hcadines for treating the cause. 

Two c c intravenously of a mercurial diuretic (mersalyl, Ne^ital, 
Sal>Tgao) once etery 3 days, 2 hours afler 30 grains of atamonium 
eUonde in water, will often reduce ascites better than anjlhing else. 

TAPPING —This is done under local anaesthesia by means of 
a trocar and cannula. A rubber tube is attached to the cannula and 
the trocar •‘stabbed’' through it; when the trocar is remoted the 
fluid escapes through the tube into a buckeL The patient first passes 
unae, and the puncture is usually made below the umbfllcus with 
the patient sitting up. If he is lying down the leA lower quadrant is 
generally chosen. 

ASPHYXIA 

Respiration is often arrested by conditions which present the 
access of au to the lungs, such as drowning, foreign bodies, 
ibrotllmg, thuggee, irrespirable gases, general anaesAesia, and 
electrocution. 

TREATMENT.— 

1. The cause of the asphyxiation is first removed; in the case of 
a foreign body, by sweeping the index finger round the pharynx; 
in drowning, by inverting the patient so as to remove the water 
from the air-passages. 

2. Artificial respiration hyi 

(a) SYLVESTER'HOWARD METHOD. — The patient being 
on his back, with shoulders and chest raised, the operator 
Reeling or standing at the patient’s head, seiies the patient's 
bent arms firmly at the elbows, and carries out the move- 
menu of expansion and compression deliberately and 
^cnly, at the rate of 16 to 18 per minute. An assistant at 
the «me iinie aids compression and expansion, with his 
hands over the lower nbs. 
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(b) SCHAFER METHOD is csprcialJy usefuJ, when the 
operator is alone. The patient is laid m the prone position, 
on his abdomen, the face being turned slightly to one side, 
and a blanket placed under the chest. The operator, kneeling 
across the patient, causes compression and expansion of 
the patient’s chest, by nJiematcly throwing his weight on 
to the patient’s back, by his hands being spread out on 
each side of the spine, and then relaxing. 

The SyIvcster*Ho\vard method is preferable, as the expansion of 
the chest is greater. 

Artificial respiration should be kept up for at least two hours. 

3. Slapping the patient's body or face with a towel rung out of 
ice-cold water. 

4. Forcible dilatation of the sphincter ani. 

5. Tongue traction. The tip of the tongue is seized with the 
handkejxhicf-covercd fingers, and the organ is rhythmical!)/ and 
fairly forcibly drawn out. at the rate of. 16 times to the minute. 
This is a valuable adjunct to artificial respiration. 

6. Intra\cnous use of warm saline solution 105® F., with 20 in. of 
1 :l,000 adrenaline chloride solution, added drop by drop to the 
saline solution, by sticking the needle of the hypodermic syringe 
into the rubber tubing conveying the saline. 

Or the direct injection of adrenaline, with a little saline, into the 
jugular vein in extreme cases. 

7. In cases of syncope, inject 5 fH of adrenaline into the heart, or 
open the abdomen and massage the heart through the diaphragm. 

ASTHENOPIA 

Headaches or pain in or around the eyes should lead to a careful 
examination for (1) any error of refraction, (2) insufficiency of the 
external muscles or (3) organic disease of the media or fundus. 

ASTHMA 

The exact nature of asthma is unknown ; there are two theories — 
urticaria of the bronchial mucous membrane, and spasm of the 
bronchial muscle. The exciting factor may be neurosis, irritation of 
the respiratory tract or nasopharynx, idiosyncrasy to certain articles 
of food or perverted metabolism, emanations such as from pollen, 
skin, hair, feathers and chemicals. Heredity is common. 

The treatment is divided into: 

(o) DURING AN ATTACK.— Adrenaline hydrochlor., 2-5 R 
of a 1 :1,000 solution, may act with remarkable effect if given at 
the beginning of the attack. 

Ephedrine by mouth in J gr. doses, is closely allied to adrenaline 
but slower in action. It is particularly useful in preventing nocturnal 
attacks. 

In some patients the attack can be cut short by clearing the 
alimentary canal with an emetic and an enema. Smokingstramonium 
cigarettes or burning nitre or the following paper may be of service : 
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(d) Relationship to other factors, such as food, consUpation, 
diarrhoea, menstruation, exercise, eather, season, altitude. 

(e) Nature of pain— neuralgic^ burning, throbbing, nauseating. 

(f) Exact situation, extent and direction of spread. Is it in the 
middle or on one side, high up or low down, in the muscles 
or in front of the backbone? Make the patient locate the 
pain with his hand or finger. 

Examination should be thorou^ and should include exact 
location of any tender area, percussion over all bony points, taking 
of blood-pressure and temperature, examination of the rectum in 
men and of the pelvis in women, effect of active and passive move- 
ment of the spine and limbs, examination of the chest, palpation of 
the bver, spleen and Wdneys and examination of the urine, 

A skiagram may throw considerable light upon the condition. 

A list of possible causes includes amongst others lumbago, 
fibrositis, spondylitis, injury to an intervertebral disc, sprain of 
muscles or ligaments, lateral curvature of the spine, sacro-illac 
strain or disease, gout, constipation, septic focus, injury, kidney 
disease or stone, tuberculous spine, growth or disease of the prostate, 
rectum or colon, pregnancy, pelvic disorders or displacements 
(see Gynaecology), herpes zoster, malaria, dengue, sandfly fever, 
influenza and smallpox. 

When all these have been considered, however, there often 
remains some doubt about the cause and therefore the treatment. 
In these cases local applications such as Little's Oriental Balm or 
Vick Vapour Rub, local heat by a mustard piaster or Thermogene 
wool, radiant heat or diathermy should he applied; aspirin should 
be given by the mouth, the bowels kept free, and an autogenous 
vacane made from any septic focus. If the pain is in the muscles 
and fairly well localized an iojection of 5-10 cc. of Proctocaine into 
the painful area may work wonders and is generally worth trying. 
Another method is to iojert 10-20 c.c. of Novocain once or 
twice a week into the painful area. In both these methods, the 
patient should be warned that prsun may be increased for a day or 
two after the injection. 

BALANITIS 

Id acute eases the prepnce should be slit up and sulphathiazole 
given orally or penicillm injected intramuscularly. Locally, saline or 
mag sulph. fomentations should be applied at first, followed in a 
few days by a Vaseline or sulphathiazole ointment dressing ^Vhen 
the case is clean the patient should be circumcised. If slitting the 
foreskin reveals a chancre, amisyphilitic treatment is given. 

Chronic balanitis b an indication for circumcision. 

BALDNESS 

Loss of hair occurs after fevers, notably the enteric group, in 
secondary syphilis, in hypothyroidism and in chronic arsenical 
poboning (sometimes seen in India when a patient tries to cure 
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chronic dysentery by taking a long nnd unauthorized course of 
Stovarsol, Girbarsonc or one of the other arsenicaJ remedies). 

The baldness now under discussion, howevpr, is not one of the 
above, though they must not be overlooked, but the ordinary 
baldness that alTccts the middle-aged. 

The number of widely advertised proprietary cures is an index of 
its incurability, but although nobody can restore hair to an ageing 
scalp, much can be done to prevent loss. 

Many causes co-operate to make the hair fall out, notably 
heredity, age, climate (a hot, damp one is the worst), general health, 
scurf, scborrhoca, constant wearing of a hat, glandular and possibly 
vitamin deficiency and finally, membership of the male sex. Some 
of these conditions cannot be changed, but others can. 

GENERAL HEALTH.— Li\-cr injections and tablets containing 
ferrous sulphate, grs. 3, good fresh food and plenty of fresh air 
cnj’oyed without a hat or pagri form a good start in treatment. 
Septic foci arc also attended to. 


SCURF. — The sovereign remedy for this is perchhride of 
mercury; to begin with a I il.OOO solution is rubbed into the scalp 
twice daily, the strength being reduced to 1 :5,000 after about a 
fortnight. 


SEBORRHOEA,— Vitamin C in large doses (100-200 mg, a day), 
if plenty of fresh fruit is not available, should be given. Vitamin A, 
because of its effect on the skin, should be added. 

Sulphur is generally recommended for severe scborrhoca, but 
because of its unsightly appearance it is difTicult to use it habitually 
on the scalp of a person engaged in his ordinary duties. A good 
cleansing and stimulating “Scaitcrgun” prescription is as follows: 


E Hydrarg. Pcrchlor. . 
Resorem. 

Tinct. Cantharidis 
Clyceniu 
Ol. Ricint 
OI Rosmarini 

Spirit Vim Reel (Industrial) 
Aq. ad 


Resorcin sometimes lightens dark or darkens light hair. Salicylic 
acid may then be used instead. 

GLANDULAR DEFICIENCY.— If there arc any signs o*" 
hypothyroidism (common in women at the menopause) thyroid 
gland should be given, and in men the androgens (see Impotence) 
may be useful in small doses. 


BARBITURATES— Insomnia. 


BASAL METABOUC RATE 

The basal metabolic rate is an index of the metabolic rate of a 
fasting person at complete rest, and is usually expressed in relation- 
ship to the average basal metobolic rate of a person of the same 
sex and age. Thus a result may be given in the form of a raised or 
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lowered B M.R. by sajing that the A'alus is + 50% or — 20 ^^, it 
beins understood that these are values compared with the a\era^ 
normal ^■alues. There is a nonnal range of approximately d:_15% 
ID healthy indiMduals. Any %^ae moch abose or below these limits 
must be considered as paihologjcaL A Keh \alue ( + 20 to -i- 100%) 
IS of value m confirming the presence and indicating the degree of 
hj'perthjTOidism (thjTotoxicoas), especially in those cases known 
as '‘masked hipenhyToidism” where the amount of cnlaigesnent of 
the th>TOid gland is slight; the rate is also raised in cases of acute 
leukaemia and in haemolytic conditions. A low value ( — 15 to 

— 50® „) is met m m)'xoedeina and cretinism, and a value of — 10 to 

— 20“e IS often met in deficiency of the anterior lobe of ^e pituitary 
^and with such low r^lues, thyroid should be administered until 
the s'alue reaches nonnal limiis. 


BEDSORES 

These occur where skin is subject to pressure erver a bony point 
or area, so they are found ottr the sacrum and posterior ilium, and 
the hips, heels and dbows. They are almost incsitabls in caws of 
spml paralj’sts, fat four reasons*. (1) leakage of faeces and tsrine 
owing to mconunence, (2} absence of the normal slight movements 
which coasuctly transfer pressure from one area to another, 

(3) cutaneous anaesthesia, and (4) loss of trophic influeacs of the 
nerves on the skin. 

PREVENTION.— 

(1) Keep the skin dean and dry by means of soap, sjniit and 
powder. 

(2> Pre>'est pressure on LTely pbces b>’ means of air bed, water 
bed, air nag. coftoa*wool aad changes of position. 

(3) Avoid creases in the bedclothes and crumbs in the led. 

(4) Appl) Elastoplast to any area showing the slichlest tendeiness 
or redness. 

(5) In cases of spinal piialyris apply Elastoplast to Ekdy areas 
lmIn^5la^dy. 

— Qenn the sore and snrrouadinr 
spmi. dry and powder with bone add containing 10% sclpha- 
thiarole. or with Cibajol powder. 

CoNcr the area and I all round it wiih a double layrr of 
Elasioplssi, which must be neither stretched cor creased, if one 
piece will not coirr it use several in contact with one another 

Lcaiv alone for a week or 10 dax-s. 

Under this treatment many sorra heal in a fortnight. 

BERl-BERl 


A defiaency disease due to lack of vitamin B,. It is a pohueuriiis 
tens a,= aOTr'Krioia. 
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TREATMENT.— 

General . — Put the patient to bed and watch the heart. 

^fedicinal . — Give vitamin in lar^ quantities, i.e., 20-50 mg. 
of thiamine hydrochloride (Berin, aneurine, Betaxan, etc.) a day 
for the first week, then cut it down slowly until the patient is taking 
6 mg. a day and finally 3 mg., which is the physiological requirement 
of the body. In severe cases give 20-50 mg. intravenously twice 
a day. 

B/e/.— As this disease occurs in rice caters give atta instead of 
half the rice ration. (Many years ago in Burma the writer completely 
stopped a widespread outbreak by doing this.) Vegetables, eggs, 
milk, meat and liver also contain vitamin Bi. Marmite, Bemax and 
Thiomax contain a high proportion of vitamin B,, enough, when 
taken in ordinary quantities, for maintenance but not for cure. 

BIER’S PASSIN’E HYPERAEMIA 

Bier’s idea was to treat infected tissues, especially joints, by 
deliberately producing hypcraemia, which is the principal 
phenomenon of inflammation. The success of this method of 
treatment is believed to depend upon the coincident working of 
bacteriolysis and phagocytosis. By increasing the pressure in the 
capillaries, the focus of infection is flooded with lymph having 
antitryptic and opsonic powers, arresting the further destructive 
action of ferments and inhibiting bacterial growth. When the 
pressure is removed, the lymph moves out of the affected part and 
exerts an influence upon the bactericidal power of the blood 
generally, by the stimulation of antitoxins, opsooms, alexins, etc. 

Methods of application : 

(1) By an elastic bandage applied to an extremity. 

(2) By vacuum chambers, into which part of the limb is intro- 
duced. 

(3) By the use of KJapp’s suction balls similar m action to the 
ordinary dry-cupping. 

The cup method is the most generally useful. Cups are made to 
fit any part of the body, and arc of various shapes and curves. The 
cup consists of a glass bowl with a heavy curved rim, with bulb 
attachment for exhausting the air. Care must be taken that the 
diameter of the cups exceeds the area of infiltration, and that the 
amount of pressure is carefully regulated, because, if the vacuum 
is too little, nothing is attained, and if too great, pain and white 
oedema are produced. The rim of the cup is greased with Vaseline, 
and while the bulb is compressed with the right hand, the cup is 
applied and the pressure slowly released. The skin and underlying 
tissues are sucked into the cup, hyperaemta appears as a red or bluish 
colouration, while pus, scrum and blood ooze from the wound. 
After five minutes the cup is removed, the discharge wiped away, 
and the part allowed to rest for three minutes, whereupon the cup is 
again applied. This intermittent treatment is continued for about 
45 minutes daily, the period being gradually diminished as the 
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discharge becomes thinner, and the granulations more healthy , a 

simple dressing 15 applied after eadi application. ... a 

The elastic bandage is made of soft rubber, 2\ inches wde.aiw 
suffiaently long to be wrapped ^ to eight times around 
as far above the affected area as possible. The bandage should W 
sufficiently Ught to hinder the senous return, but not to dimitmn 
the artenal pulse or cause pain or coldness of the part. In a lew’ 
minutes the hmb becomes swollen, and of a deep red or purple 
colour up to the bandage, which remains on from 1 to 24 hourt, 
according to the condition under treatment, but the position of the 
bandage should be changed after it has remained 10 houis in 
one place. 

Bier’s method has been used for the treatment of a great numwr 
of conditions. Its principal use is in the treatment of sinuses, fistulac, 
septic wounds, abscesses, carbuncles, buboes, apd chronic in- 
flammation of the joints. 

BILHARZU— See Worms. 


BIRin CONTROL 

PHYSIOLOGY,— The setmuaV fluid is aiLaflut ihe ccTVwal 
canal, in which spermatozoa can sursive for about 24 hours, but 
the Nugina is slightly acid, so spermatozoa soon perish in it. It will, 
therefore, be seen toai if thespermatozoa can be artiflrially prevented 
from enterug the alkaline cervical canal and can then be eT}>osed 
to an artificially increased acid medium in the vagina they will be 
destroyed before they can impregnate the ovum. This 1$ the principle 
of some popular contraceptives. 

APPLIANCES.— 

For the nenly married, the rubber sheath (French letter), vvom 
by the man and well lubricated, should be advised for about the 
first two months, at the end of which the vagina will be more tolerant 
of a forrign body. If, however, the woman has been using Tampax, 
or some such sanitary protection, she may be able to insert one of 
the preventaiivcs about to be described. 

hiechanical devices must on no account be urged on a timid 
young woman, as they will only engender a distaste for marital 
relations, which may cause lifelong unhappiness for both partners. 

The Dutch cap is a rubber diaphragm surrounded by a thicker 
rubber nng which occludes the upper vagina; it is sold in several 
sues and should fit fairly accurately as, if it is too small, it may get 
displaced, whereas if it is too large it hes very obliquely. For a 
nulliparous woman an average diameter is 6(W5 tnm., and for a 
parous w'omanabcut 70-75 mm. Before insertion it is well lubneattd 
on both sides with a spermaticidal jelly, of which there are several 
on the market, the active pnnciple bring an antiseptic such as 
Chinosol, phenylmercuric acetate, chlorine or lactic acid (10%) 
m a tragacanth'glyccrine base. The cap should be pushed as far 
up the vagma as possible (the squatting position Is advantaeeous) 
and removed next day. 
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The cervical cap is hardly used now because it is apt to get dis- 
placed and is difficult to fit. A simple emergency method which 
many poor women have used for ^ars is a piece of cotton-wool 
about the size of a hen’s egg, soaked In equal parts of oil and 
vinegar; it must be completely removed next day. Coitus interruptus 
is a common cause of neurasthenia; no more need be said. 

THE ’’SAFE PERIOD”.— 

This method of contraception, which is a great favourite with 
Roman Catholics and others whose religious or personal feelings 
forbid the use of mechanical barriers, is based on the following 
theory: 

(а) In a regularly menstruating woman, ovulation (i.e., escape 
of the ovum from the Graafian follicle) occurs 14 days before 
each monthly period. This time, however, may be altered by 
emotional or other upsets. 

(б) After ovulation the ovum does not survive for more than 
12 hours. 

(c) Spermatozoa survive for less than 48 hours in the female 
genital tract. 

In order to allow a slight margin either way, therefore, intercourse 
is avoided between the 16th and I3th days inclusive before the next 
monthly period is due. Educated women generally make a note of 
their periods in a diary or calendar; before the ’’safe period” method 
is adopted, the patient should know how regular she has been 
during the preceding 8 or 10 months, and add the number of days 
of any_ irregularities to the abstention period (e.g., if the menstrual 
cycle is apt to vary by four days the abstention period will be 
8 instead of 4 days, 2 days being added at each end). Obviously 
the method is useless if menstruation is very irregular, but for the 
regularly menstruating woman, who will not be desperate if she 
conceives, it offers a simple and harmless method of birth control; 
the latest figures suggest that it is successful in about 95% of cases. 

GRAFENBURG’S RING. — Although condemned by most 
gynaecologists, this has its uses in suitable cases, and has the 
immense advantage that once it is inserted it may be left in a healthy 
uterus for years and no other precautions arc necessary. It consists 
of a coiled coil of fine rustless steel wire made into a ring 2 cm. in 
diameter; this is inserted into the cavity of the uterus by means of 
a special introducer and can be removed by means of a special 
extractor. If the ring causes any symptoms whatever, it should be 
removed. It is not absolutely conception-proof but very nearly so, 
and it should be used only in a pcifectly clean, healthy uterus. 

RESECTION OF THE FALLOPIAN TUBES.— It has been 
observed that at the time of ovulation the Fallopian tube curls over 
the ovary, to which the fimbriated end becomes applied, thus 
facilitating entry of the ovum. If, therefore, the fimbriated ends of 
the tubes are buried between the layers of the broad ligaments, 
conception is successfully prevented, but the woman is not irrevoc- 
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ably sterilized, a fact of gnat i^holo^cal \-^ue in mny P«Pj^ 
The method is therefore recommended instead of resecUon ol the 
vshole or part of the Fallopian tubes. 


BIRTH PALSY 

This is due to traction on the bradiial pleius in difficult labour, 
cither bead or breech presentation. The injury is usually to tte 
fifth or fifth and sixth nerves, so that the arm is held to the side, 
rotated in, and the elbow extended, with some pronapon of the 
forearm Treatment consists in fixing the arm in a splint in such 
a posiuon that the paralj-sed musdes arc relaxed; the splint is 
worn day and night 
BLACKWATER mTR 

Normal blood serum contains an anti-haemolylic factor which 
protects healthy cells from dissolution, but permits the lysis of 
wom-out old cells which has to go on to keep the blood healthy. 
In blackwater fever this factor, the composition of which is not yet 
known (but some day we hope it will be) is seriously ladting, so 
thehaemolyuc factor normally present in the tissues has unrestrained 
libert)’ and sast cumbers of cells are destro}ed. 

Destruction of the anti-haemolytic factor is brought about by a 
combination of*. 

(1) Attacks of malaria (generally M.T., sometimes mixed M,T. 
and B.T.) oi’cr ses’cral mooths Possibly, owing to repeated 
doses of haemolysed red cells, the patient becomes immunized 
to them- 

(2) A large dose of quinine. 

(3) Exertion. 

(4) Possible shorugc of sitamiD K, 

It IS commonest in those regions where screre malaria is endenue, 
such as West Africa, Greece and parts of Assam and Burma, and 
may occur in patients who base lived in, but have left, such areas. 
It IS commonest in Europeans. 

TREATMENT. — ^This may be summed up as; 

(1) Complete rest in bed. 

(2) Good nursing- 

(3) Alkaline fluids (e g,. barley or glucose water with a drachm 
of sodium bicarbonate and half an ounce of potassium or 
sodium crtratc to the pint). 

(4) Alkaline glucose saline (salt one drachm, sodium bicarbonate 
two drachms, glucose one ounce, to each pint of water) 
should be given intravenously; up to 2 to 4 pints in 24 houn 

(5) Neve^ give quinine. 

(6) Examine the blood, and (fpararires ere />rere/ir give mepacrine 
one tablet t.d.s.. or, preferably, a tablet (100 raa.) ofPaludrine, 
Ldj. 

(7) If there is anuna, apply hot fomenutions to the loins ; Naper 
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recommends hot colonic washes folIo\N ed by filling the bladder 
with 2% citrate saline, which the patient passes by the ordinary 
act of micturition; this may start secretion of urine. 

(8) Blood transfusion may be tried if there is much anaemia, 
and is indicated when the haemoglobin is below 40% or the 
red cells below 2,000,000. It must not be given when there is 
anuria. 

(9) Do not move the patient, even if he is lying in a hut. 

Of all the above measures, alkalization is the most important 
because it prevents the precipitation of acid haematin in the renal 
tubules with consequent anuria. 

AFTER-TREATMENT. — Keep the patient in bed for at least a 
fortnight after the disappearance of hacmoglobinuria and watch 
the heart, because sudden heart failure is not uncommon during 
convalescence. 

BLADDER, RUPTURED 

The rupture may be intraperiloncal (80%) or cxtraperitoneal 
(generally associated with a fractured pelvis). 

A catheter passed through the urethra withdraws only a few 
drops of blood'Stained urine and if a measured quantity of sterile 
saline Is introduced only some of it will be returned. 

IfX-rays are available and the above test is inconclusive, Hamilton 
Bailey recommends the introduction of some 2% sodium iodide 
solution, which is radio*opaque, followed by taking an X-ray 
picture. His treatment is as follows: 

When shock, if present, has been dealt with, the peritoneum is 
opened and if full of unne this is $\vabbed or sucked out, and the 
peritoneum freely powdered with sulphaflavine powder. The 
peritoneum is then stripped off the bladder, the latter opened 
extraperitoneally, a finger introduced, the interior of the bladder 
explored, the rupture sewn up from the outside, the peritoneum 
closed, and a large drainage tube introduced into the bladder through 
the cxtraperitoneal incision. 

If the rupture is cxtraperitoneal, the bladder is exposed supra- 
pubically and drained, either through the rupture or through an 
anterior incision. 

BLADDER, STONE IN— S’e? Calculi. 

BLISTERS 

Cantharidin is used, either in the form of a plaster (Emplastrum 
Calefaciens B.P.C.) or in solution in collodion (Collodium Vesicans 
B.P.C.). 

The application should not exceed one inch in diameter, applied 
to the carefully cleansed skin. It remains on from 4 to 8 hours, 
according to the effect desired, and is removed by carefully detaching 
and elevating the sides. The blister is then punctured, the serum 
drained off, and the surface protected by a dressing of sterile gauze. 
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If, at the end of S hours, racation has not occurred, a tot fcm^ 
tatioa wQl produce the exudation. The skin should never be clipped 
away. 

BLOOD-PRESSURE— See Arteriosdcrosis. 

BLOOD SEDIMENTATION RATE— See Laboratory Methods. 
BLOOD TRANSFUSION (See also Shock.) 

There are two methods, the direct and the citialcd; the latter b 
almost uniTcrsal because stored blood from a blood took can be 
used and because clottiag is eliminated. The only direct method 
now used emplo>’S a special apparatus surii as the Fenndl (Hasiam 
& Co. 83 Pulaski Street, Brooklj-n, N.Y., U.SA.), by which the 
amount of blood passing is accoraiely measured; needless to say, 
pure fresh blood is better than dtiat^ blood. 

A blood donor must Iw free from ^sease, especially syplulis and 
malana and he must belong to a group wWch is compatible with 
that of the recipient. 

There are four blood groups, usually called 1, 2, 3 and 4; the 
newer groupmg into AB. A, B and O is more satisOing to the 
laboratory technician because it exfuesses his theories of tto reason 
for the different groups, but theories change and it is harder for 
the clmioan to remembn, so 1, 2, 3 and 4 will be used here. 

Theunportant tlung to toowisxAe effect the serum of the recipient 
wff/ hare on the cells of the donor, b^use It is obvious that there 
will be trouble if the millions of red cells injected into the 
patient are agglutinated or haemolj^ed by him- It tos bera found 
that group 4 cells are not agglutinated by any scram, so group 4 
1 $ known as the universal donor. Similarly group 1 serum does not 
ag^utinate the ceUs of any group, so group I is known as the 
universal recipient. Among Europeans about 45% belong to group 4, 
and 45% to group 2; but amongst Indians the proportions are 
about 30% group 4, 18% group 2, and 40% group 3; in all races 
group 1 IS the rarest. 

To find out which group a person belongs to, it is necessary to 
have a lube of group 2 and a tube of group 3 serum, obtainable 
from most Isboratones. 

(1) Take two pieces of stamp paper; on one write 2, on the 
other 3, and stick them on a while plate or tile, or write 
2 and 3 with a glass peodL 

(2) Under 2 put a drop of group 2 serum and under 3 a drop of 
group 3 serum. 

(3) Wih a match slick mix a small drop of the patient’s blood 
(enough to «ilour the mixture panV) with serum 2 and with 
another match stick ma a similar drop with serum 3. 

(4) Rock the plate gently and see what happens. 

(5) If agglutination occurs it is qmte obvious, especially under a 
magnifying lens; the red cells settle into dumps abont the 
size of grams of sand. 
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(6) If no agglutination occurs within five minutes the groups are 
compatible. 

Four results are possible, as follows (Yes means that agglutination 
takes place, No means it does not) : 


Serum 2 

Serum 3 

Group of bhod being tested 

Yes 

Yes 

1 

No 

Yes 

2 

Yes 

No 

3 

No 

No 

4 


Even if the groups arc known it is absolutely essential to test the 
donor’s blood against the serum of the recipient; this is done by 
withdrawing a few c.c. of the recipient’s blood, allowing it to clot 
and then testing a drop of the serum against the donor's blood as 
described above. If agglutination occurs the blood must on no 
account be given. In cases of urgency this direct test is sufficient, 
without the grouping test. 

In jails where there arc long-term prisoners it is convenient to 
have their bloods grouped, those in group 4 being listed as donors 
and given a reward or a slight remission for each donation. Some 
patients insist on the observance of caste restrictions, in which case 
a near relative is a useful donor. 

METHOD.— 

(1) Sterilize the needle it is proposed to use together with the 
attached rubber tubing ; the tubing should be about 12 inches 
long. French’s blood transfusion needle is the best, but 
Canti’s and Keyne’s are both good (Allen & Hanbury Nos. 
1828, 1825 and 1830 respectively). If these are unobtainable 
use any wide-bore short needle, which should be at least as 
thick as a match stick. 

(2) Into a sterile flask or colourless bottle of mote than one pint 
capacity (a whisky or gin bottle holds 24 or 26 ounces) put a 

. warm sterile solution of 2 grammes (gr. 30) of citrate of soda 
in 100 c.c. (3i oz.) of distilled water (pyrogen-free if obtain- 
able). 

(3) Put a similar quantity into a sterile tray or basin and then 
put the sterilized needle and tube in it. 

(4) Lay the donor (whose blood has been previously tested 
against the recipient’s serum) on a couch, inject a few drops 
of 2% Novocain into the sterilized skin over the proposed site 
of puncture, put a sphygmomanometer cuff round his arm, 
blow it up to 40-60 mm. Hg, and give him a rolled bandage 
to hold. 

(5) When the selected vein is fully distended, take the transfusion 
needle, put the other end of the attached tubing through the 
neck of the flask or bottle containing the citrate solution and 
give the latter to the assistant to hold. 

(6) Insert the needle into the vwn and tell the donor to open his 
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hand, and to grip the banda« allcrnalely. This produces a 
pump action which prc%Tnts dotting. 

(7) The assistant now losrers the bottle about S inches so as to 
allow the force of gravity in the tube to help the flow of blood ; 
he gently mores the bottle round and round so as to mix the 
blood and alrate solulion, and he keejK an 63-6 on 
sph)gmom 2 nomcier, pumfring h tip to 60 if it below 

(8) The surgeon watches the needle and keeps it in lie vein, 
castmg a glance from time to time at the flowing blood. 

(9) ^ien a pint has been drawn ofl", deflate the ^hygmomano* 
meter, apply a sterile swab to the puncture, rcmor'c the 
needle and raise the donor’s arm. Bandage the swnb to the 
arm ; the swab may be taken ofl" after a few hours. 

(10) Put the bottle of blood in a basm of warm (110’ F-) water to 
keep it warm. 

INJECTING THE BLOOD INTO THE PATIENT.— This is 
best done through a fuimel and tnbe, in the same way as an intra- 
venous saline is gi\-en. 

REACTIONS.— These are uncommoa if the precautions noted 
are earned cat adequately, but it may be taken as a general rule 
that the transfusion should be stop^ if any untoward symplo3:ts 
arise The commonest cause of rigors appears to be the presence of 
old blood in the apparatus so ererythiDg should be well w^ed in 
cold water directly after use; this is cheaper than using a new tube 
foi every transfusiou. Ephediine and adrenaline isi^ctioos often 
pve relief if the patient feels ill or uneonfortable. A point worth 
retoemberiiig is that the same donor should not be used for 
same patient after an interval of sCT^ral weeks or there may be 
symptoms of anaphjiaxis. 

WITHDRAWING BLOOD FOR STORAGE (BLOOD BANK). 
—The method is the same as described abore except that the blood 
is sucked into a vacuum bottle contmning the necessary amount of 
citrate solution, a needle being thrust ihroueh the rubber cap. 

GIVING BLOOD FRO^^ A BLOOD BANK.— Although the 
group of the stored blood is known, a drop of it must be’lested 
against the patient's serum before being given. Except in emergenev 
It IS warmed to 103’ F.; it is gently mixed by turning the bottle 
upside down once or twice. It should be poured from the original 
container either through the special filler provided or through about 
6 b)-ers of sterile gauze. These are the main points; specia! 
instrucuons are issued with the stored blood. 


BOILS 

LOCAL TREATMENT, — ^Wbea seen very early they may 
someuiM aborted by washing the affected and neishbourine 
skm with spint, ether or petrol and appljing the following cream. ” 

^ , 2t».W0 maa 

SoJphathiazoIc .. .. 

ZocOude ” ■* 

CoiJ-liver On'ad .. .. J* ” ?; 
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If a boil is coming to a head, apply glyccrin-mag. sulph. paste on 
a gauze dressing once a day. 

After rupture or incision of a boil, smear the surrounding skin 
freely with the above paste to prevent local infection. The boil 
itself may be dressed with glycerin*mag. suphl. paste, Antiphlogistine 
or fomentations. 

An unruptured, painful boil should be incised. 

GENERAL TREATMENT.— 

(1) Change of air to dry bracing climate whenever possible. 

(2) Cut down fats in diet. 

(3) Give Stannoxyl 4 tablets b.d. or sulphathiazolc 2 tablets 
4 times a day. 

(4) Examine the urine for sugar. 

(5) In very bad cases give penicillin, but its effect is temporary. 

(6) In chronic cases have an autogenous vaccine made. 

(7) Relieve pain by aspirin gr. 5 every 3 hours. 

BONE INFLAMMATION 

ACUTE OSTEOMYEUTIS.—This is diagnosed by the classical 
signs of inSammation, which are redness, swelling, heat, pain, 
tenderness and loss of function. The common sites are the ends of 
long bones, particularly near the knee; the patient is usually (3 to I) 
a boy, and he is usually acutely ill with high fever. The classical 
history is one of a septic focus, such as a sore throat, a boil or an 
infected wound, and a minor injury to a bone followed in a few 
days hy the symptoms described above. Cases, however, vary; any 
bone, including the skull and the jaw (especially after tooth extrac- 
tion) may be affected, and there may be no obvious septic focus. 
However, in the presence of severe inflammation with much pain 
and illness, suspect osteomyelitis, not rheumatism. Distinguish from 
acute arthritis by the fact that the Joint can be moved carefully 
without pain. 

About 70% of the number of cases are due to the Staphylococcus 
aureus, the remainder to the Staphylococcus albus and the strepto- 
coccus, probably about 12% each, and the pneumococcus about 6%. 
Mixed infections occasionally occur. 

TREATMENT. — ^This is by chemotherapy in cases seen within the 
first four days and by chemotherapy and operation in those seen 
later. Penicillin is given in full doses until the temperature has been 
normal and symptoms absent for 48-72 hours. 

If the case is first seen four days after the onset of symptoms, 
necrosis of bone has almost certainly taken place and it is best to 
open the bone, by means of a drill or chisel, at the affected area. 
The wound should be packed with peniciflin-sulpbathiazoIe-Vaselme 
gauze, the limb immobilized in plaster of Pans, injections of peni- 
cillin, or sulphathiazolc by the mouth, given and the patient treated 
in the healthiest possible surroundings. 

Instead of packing the wound, anoUier method is to evacuate pus 
and replace it by penicillin solution 5,000 units per c.c. once a day. 
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Sequestra talc 6 to 8 wests to fono, and no attempt should te 
made to remos’e them until they are loose. 

Witlun the first 10 days aa X-ray picture is s-alueless and tune 
should not be wasted in taking or waiting for it- 
In the absence of p^cillm, treatment is by operation, sulpnon- 
amides. plaster ol Paris, Vasdonc gaure assd Iitth 
CHRONIC OSTEONryEUns.— Unfortunately, in India this is 
more commonly seen than the acute variety. Points in treatment are 
the same as abose, eicept that an X-ray piaure mnst be taken to 
show the condition of the bone and the presence or absence of 
sequestra; again it is emphasized that these are not remo-\-ed until 
they are loose, although conrideraWe chiselling msy bs necessary 
to get at them. Under careful chemoiterapy these cases get well 
much more quickly than they used to do, but it is essential to build 
up the genei^ hesdth. 


BOTULISM 

As this rare disease is due to swallowing the poison and not the 
organisms, generally in pork sausages, treatment is sjTuplomalic 
with alcoboC ether and stryuhnbe. The anii-sexuta, if asnilable, is 
given intravenously, 20-50 cx. daily. 

BRAIN ABSCESS 


This u most commonly caused by direct euenoon Dun a 
chronically suppurating middle ear, epedaBy with cholesteatoma, 
when the absms is in the temporal lo^, or from a late^ rinus 
thrombosis or suppurating mastoid, when it is In the cerebellum; 
it may also follow trauma. Sometimes sepsis from a frontal sinus 
spreads through the bone and causes an absws in the frontal lobe, 
or tuberculous or sjphililic osteitis may become secondarily infected- 

Cerebral access sometimes lennisates life in bronchiectasis or 
other suppurative lung conditicni, from migratioii of a septic embolus 
through the pulmonary vein to the left heart and thence to the brain. 
In cases of pyaenna brain abscess may also de%elop. 

An early symptom is lack of mental concentration, sometimes 
accompanied by drowsiness, and cerebral abscess should always be 
suspected if these symptoms are present in a patient with chronic 
suppurati^ e ear disease. 

Later, come headache, vomiliogaod sometimes papQloedtma from 
increased pressure, whfle rigon and feser mean that the inSammaiioD 
is active, calling for immediate cbcmotheiapy. 


TREATMENT.— Vigorous diemotherapy is begun at one#, with 
both pemculm and sulphonamides. 

If a local condition such as othis media gives a clue to the situa- 
Uon, the causative lesion should be opened up and the dura and 
abscess opened through the hole thus made. If there is Hlaieral ear 
disease, there may be spastid^ of the limbs, and a positive Babinski 
on the opposite side to a temporal Jobe abscess, or incoordination 
on the same side as a cerebellar abscess. The dura should be widely 
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exposed, and if there is do obvious indication of the whereabouts 
of the abscess, incise the dura and probe the brain gently with an 
exploring needle fitted with a blunt obturator. If a lumbar puncture 
needle is used, slip a rubber drainage tube over the proximal end 
before beginning the operation and thread it over the needle when 
the abscess is found. Do not mistake brain matter for pus. It is 
usually safe to push the needle in 2 inches but it should not be 
pushed upwards for fear of entering a lateral ventricle. 

BRAIN TUMOUR— 5'ee Nervous System. 

BREAST, DISEASES OF 

ENGORGEMENT. — Pathological engorgement due to hormone 
activity sometimes occurs soon after birth, at puberty, or during 
pregnancy. It can be relieved by oestrogen injections 10-50,000 units, 
repeated as necessary, supplemented by local measures such as a 
belladonna plaster. Oral oestrogens are also efiectivc. 

ACUTE INFLAMMATION. — ^This occurs chiefly in a primipara 
during lactation, is generally due to infection from a cracked nipple, 
and is aggravated by milk retention. 

PREVENTION.~-V>\ix\n% the last three months of pregnancy the 
patient should massage her nipples with lanolme every night 
(drawing them out, if retracted) and lub them with alcohol every 
morning. As time goes on, the massage should be done more and 
more firmly and when the skin is tough enough the nipples are 
washed with a soapy flannel; later, they may even be scrubbed 
with a nailbrush. It is now considered unwise to leave a baby on 
the nipple for more than two minutes until the supply of milk is 
established. 

After evenr feed the nipples must be cleansed and dried, and 
during the nrst two weeks it is a good thing to dust on a little 
Cibazol or similar powder, which is washed off with boric lotion 
before the next feed. 

If cracks occur, the well-tried Tinct. Benzoin. Co. is an excellent 
application. 

Tender or painful nipples should be anointed with a little local 
anaesthetic ointment, such as Anethaine or Nupercainal, half an 
hour before feeding, redundant ointment being carefully wiped off. 
A nipple shield, with the tip of the rubber teat cut off, so that the 
child does not have to overcome double resistance, is a great help. 
Chemotherapy is also given. 

ABSCESS OF THE BREAST. — Classically this occurs in one of 
three situations, subcutaneous, retromammary and intramammary. 
The first is the result of a minor skin infection and is cured by a 
small incision, and the second is often due to some extramammary 
cause such as an infected blood clot, an infiamed rib or an empyema ; 
it should be opened at the lower and outer margin of the breast, 
and the cause ascertained and treated. 

Intramammary abscess is the sequel of acute inflammation, takes 
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a few dai’s to de'^elop and is extremely painfuL Treatment is can^ 
out as described under “Abscess”, bnt certain special pomU reqmre 
attention. Chemotherapy is esseotiaL 

Early incision is a ttiisule; the abscess must be aUowed to 
localize— this can be helpoJ by local beat oi Anriphlopstine. 

When incision is necess^, it should be radial, oihcrttise raiU: 
duets are cut across, causing spread and leakage. 

The abscess is often. loculatsd, so a finger may be introduced 
and any loculi fell are gently broken down. 

Drainage must be free and the incision should be in the lower 
quadrant whenes'er possible. _ _ , 

The question of stopping breast feeding is sometimes a diScult 
one. If both breasts are affected, it is better to stop at once. If one 
breast is affected, the Tnilk may be drawn off with a breast-pump, 
or by the infant when the infection is completely localized or cumd. 

To stop the tniHf supply, gii'C 50,000 units of oestrogen ci'ciy 
other day for three or four doses. Saline purges, abstinence from 
finids and the application of a belladonna plaster may also be 
eraploj-cd. 


CHRONIC INTERSTITIAL MASTITIS.— This is not un- 
common towards the menopause, but sometimes occurs in young 
women. It is cot a true infiammation, although cbaracteiiro 
fibrosis and often by 01*31 fonnatioo, but is probably due to an 
excess of oranan secretioa Ihose cases in which pain U worse just 
before a penod, or about half-way between two periods, do tTrs’ 
w*ell on injection of male hormone; 25 mg. of testosterone pro- 
pionate, e-f., Perandren, twice weekly during the second. half of 
each aenslrual c)’cle is an average successful dose. Excessive dosage 
must be av oided and symptoms of masculinity carefully watched for. 

Local treatment is by belladonna plasters. IT the swelling is large 
or cystic, put m a needle; withdrawal offioid negatives malignancy. 
If other treatment is unsuccessful, ampuiatioa of the breast or 
removal of the affected area should be considered. The condition is 
generally bilateral and occasionally one or both sides may l:«»me 
malignant. 

TUBERCULOUS MASiiiiS. — This is rare and sinuses arc 
usuaDy present with Dpical g^ulationa. It may closely resemble 
malignant disease. Treatment is removal of the breast and 
but not of the underlying tissue unless affected. 

ACTINOMYCOSIS.— This occasionally affects the breast, the 
typical sulphur granules, seen under the microscope to be dumps 
of actinomjres, being present is the pas. Treatment is by penidllm 
and sulphonamides. 

INNOCENT TUMOURS.— 

^roma may be soft or hard, the former being the commoner 
and usually the larger. A fibroma is freely movable in the substance 
of the breast and has a definite rounded outline. 

D«cr Papilloma is the other oommoa innocent tumour, a serous 
or blood-stained discharge from the nipple being the typical sign. 
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Treatment of all the above is local removal and examination of 
the specimen to exclude malignancy. 

MALIGNANT TUMOURS. — For a full discussion the reader 
is referred to works on surgery and pathology, but a few important 
points deserve notice. 

Scirrhous Carcinoma is the common tumour and is characteri 2 ed 
by its hardness, immobility within the substance of the breast, its 
singleness, and its palpability with the flat of the hand. The nipple 
on the affected side is often higher than the other and the axillary 
•glands are generally enlarged. The upper and outer quadrant is 
most commonly affected. 

Encephalold Carcinoma is a rapidly growing, highly malignant 
form which ulcerates early. 

Paget's Disease of the Nipple is a chronic eczema with underlying 
carcinoma. 

Duct Carcinoma sometimes follows the duct papilloma already 
described. 

Treatment . — All the above are treated by radical operation 
followed by X-ray irradiation or radium after about six weeks. 

Sarcoma forms about 2% of malignant breast tumours; the 
larger and softer it is, the more malignant. It fungates early and is 
usually fatal. The spindle-celled variety, being slightly more highly 
organized than the round-ceUed is harder and less malignant but 
often recurs locally after apparently complete removal. Melanotic 
sarcoma is also known. 

BREATH, OFFENSIVE 

A clean life and a clean mouth are the great enemies of bad 
breath. 

As the smell generally comes from the gingival margins or from 
decayed or merely dirty teeth, these are carefully examined, the 
gums are pressed to show up any pus present, and the patient sent 
to a good dentist. Treatment includes extraction of loose or septic 
teeth and instructing the patient to clean his teeth thoroughly at 
least twice a day. Dentures should be removed at night and kept in 
a solution of one of the denture cleaners. 

The tonsils, the nasopharynx and the tongue are also examined. 
Constipation, indigestion, sedentary habits, fasting, sleeping in 
a stuffy room or under the bedclothes, alcohol, tobacco, spiced 
curries, sinusitis and pan chemog (wiuch causes pyorrhoea and 
sometimes cancer of Che cheek) are oommoii causes; race causes 
are ozaena, bronchiectasis, and abscess or gangrene of the lung. 

BRIGHT’S DISEASE— S'ee Nephritis. 

BRONCHIECTASIS 
This is not common in India. 

The essential pathology is an ulcerative, destructive inflammation 
of the bronchi, wWch become dilated, fibrotic and full of pus; the 
neighbouring lung is generally fibrotic too. Bronchiectasis is 
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commonest m the lower lobes of the langs, chiefly in the posterior 
part, and the left side is affected oflsoer than the right. 

hfost commonly it follows a broncho-pneumonia which dews not 
resolve properiy, and which may be preceded by influenza, nieasl« 
or whoopiag-coueh. Occasionally, a forrign body, such as a tooth 
or a grain of rice is inhaled, and b>’ blocking a bronchus causes 
letenuon of secredon, with consequent ulceration, fibrosu and 
dilatation of the bronchioles leading into h; a tumour pressing on 
a bronchus can have the same effect. Treatment in these cas» is 
removal of the cause. 

Pre^enfion of bronchiectasis, apart from not allowing i»ople to 
inhale foreign bodies, consists in taking great care o«r the con- 
valescence of patients with infections of the lung or brondiL 
The symptoms and signs are simple and characteristic, namely, 
a tickly, tmkly cough, with profuse purulent morning sputum, 
may or may not have a horrible and palhognotnotuc smell. 
Oubbing of the fingers is generally present and should alwaj’s be 
looked for as its presence confirms the diagnosis. 

Dullness with musical rales at the base is present but disappears 
IT the padent is inverted and coughs up the pus. Evening tnnpmture 
is usual, as also is breathlessness, but wasting is rare and tubercle 
badHi are absent from the sputum. 

Lipiodol injection followed by radiography is essential, because 
by showing the precise extent of the disease it forms the only 
accurate guide to treatmeot. It is carried out as follows; 

(1) The patient hangs over the edge of the bed and empties bis 
lungs of sputum. 

(2) Take the ^Uent to the X-ray room and lay hi<r> on a couch. 

(3) With the patient's head cilendcd, injea some 2% Novocain 
into the sto and tissusoverijing the crico-thyroid membrane. 

(4) Throng the anaesthetized area, and with the patient lying 
quite flat, inject about ^ cx^ of 5% cocaizm into the tra c h-v. 

(5) FID a sjiinge with 20 c.c. Uinodol warmed to a degree or 
two above blood heat, and fit a fairly wide-bote cwlls. 

(6) With the patient half sitting up, leaning terwards the suspected 
side, and with his head p^y extended, insert the needle of 
the sj-iinge through the crico-thyroid membrane into the 
trachea, ronfirming that the needle is naDy in withdrawing 
a little air through it. 

(7) Injea the Dpiodol and band the patient over to the radio- 
logisL 

In nervous padenls a preliminary sedative should be given; 
children require a general instead of a local 
The occasional administrator win find this method simpler and 
more certain than passing a catheter between the vocal cords. 
TREATMENT.— This is postural, medicinal and surgicaL 
Peimral.— Bronchiectaris can be visualized as a collection of 
abscesses at tlte end of the brondiLvI tree, so it win be earily seen 
that they could be drain«l by standing the patient on his head. 
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As this is not practicable, the patient should lean right over the 
side of his bed, or be put on a bed or table with the head end about 
a foot or eighteen inches lower than the other end ; this is done for 
half an hour, at least twice a day. A bronchiectasis bed can easily be 
made' by joining together at an angle of 135 degrees two boards 
each 3 ft. by 3 ft. The patient’s bedding is put over this and he 
sleeps face downwards, the join in the boards being below his 
abdomen. Some patients cannot tolerate the position and cough so 
much that they cannot sleep, but children are often quite happy 
and derive great benefit, early cases even being curable. 

Aferfic/na/.— ^ulphonamides and penicillin are always worth 
trying, combined vnth the postural treatment dcscrib^ above; 
success can be expected in early cases without much fibrosis, but 
only temporary improvement in others. 

For disguising the hornbic smell, Yeo’s prescription, acid, 
carbolic, liq., creosote, spirit, chloroformi, two parts of each, 
spirit, actheris, tinct. iodt, one part of each, is about the best. A 
few drops are put on a Yco’s inhaler, which is worn for increasing 
periods, fntereally, capsules of creosote lt>-20 minims t.d,s. help, 
because some of the drug is excreted through the lungs, but it often 
upsets the digestion. A creosote vapour bath is also used. 

SuKGicAL Methods 

Bronchoscopic drainage and irrigation with penicillin 1,000 units 
per c.c. may be successful in very localized cases. 

Collapse therapy . — Take a stethoscope; you can squeeze the soft 
rubber tubing between your fingers, but not the hard metal earpieces. 
In the same way collapse therapy, whether by artificial pneumo- 
thorax, phrenic interruption or even thoracoplasty, can compress 
soft, recently inflamed small bronchi, but not the hard, fibrotic, 
gas-pipc-like tubes so typical of the later stages. 

Pneumonectomy and lobectomy . — In unilateral cases and In the 
hands of the expert this is the method of choice, many complete 
cures having been recorded. 

BRONCHITIS, ACUTE 

If the attack is severe the patient should be in bed in a room 
with a temperature of 60° to 65° F. ; he should be propped up in the 
bed, and wear light but warm clothing. The air may be moistened 
with a steam kettle to which has been added Tr. Benzoin. Co. 3j 
to the pint or oil of eucalyptus 5 m to the pint. The diet should be 
fluid and plenty of hot drinks rfiould be taken. 

Drug treatment consists in ^ving one of the sulphonamides or 
penicillin to cure the disease, aided by aspirin gr. 5-10 three times 
a day to increase comfort and dimmish fever; Pulv. Ipecac. Co. 
gr. 15 at night also helps. A simple expectorant mixture such as: 

B Ammon. Carb gr. 3 

Tinct. Ipecac. .. 11115 

Tinct. SciUae . . .. HI 15 

Tinct. Camph. Co. .. TH^ 30 

Aq. ad 5” 
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may be given three times a day in the caily stages when the sputuoa 
is sticky. Iodide of potassium is a good expectorant, but in India 
it causes iodism with such alanning frequency that the writer has 
^ven it up. 

An irritating cough may develop towards the end of the attack, 
when the foilovdng presciipUon wB be found valuable: 

B Syrup. Codein. Phos. t 

Syrup. Pniai Virg (Serotina) .. .. I of each HI 30 

Tmct. Camph. Co. .. .. .. .. ■ 

Glycerin ) 

A dessertspoonful to be swallowed slowly not more than four 
tunes in 24 hours when the cough is troublesome. Heroin, gr. -jV* 
may be added in obstinate cases. The old household rera^y of 
honey, lemon, rum and hot water, taken last thing at night, is also 
exceUett. 

In children 

A warm, moist atmosphere, often induced by a bronchitis kettle, 
with a drachm of Tinct. Benioin, Co. to each pint of water,_ is 
essential, and clothing should be light, preferably of wool, wWeb 
does not become sodden. Sulphonanudes are given in appropriate 
doses, the chest is rubbed twice daily with camphoratu ou, the 
bowels are kept open with Hydrarg. cum Cret. powders and a 
diaphoreUc expectorant mixture such as the following is given: 

B Pot Ot .. jr. 10 

Tinci. Ipecac. fl\, 8 

Lie- Ammon. AceUt I>t 30 

Spins. A«hem Nrt EV 15 

A<] Camph. ad 3ij 

Dose: 2 drachms fout'boutly. 

To clear the chest in children there is nothing like an emetic, 
such as a dessertspoonful or two of Tinct. Ipecac., or half a grain 
of tartar emetic m water. 


BRONCHITIS, CHRONIC 

When bronchitis has become chronic it is almost invariably 
associated with emphysema, and licalment must be directed towards 
preventing the acute recurrent attacks. Steps must be taken to 
ascertain and remove the cause, such as dusty surroundings, ab- 
normal conditions of the upper air passages such as polypi, Aviated 
septum, pus in the antra, etc. 

In India, tuberculosis is far commoner than chronic bronchitis 
so It must be excluded by repealed examination of the sputum 
and by X-ray exaroinaUon. If the sputum is very profuse or has a 
bad odour, suspect broncluectasis, especially if there is any clubbing 
of the fingers. When there is a dry, hacking cough, worse at night, 
examine the blood for cosinophilia, (See Eosinophilia, TropicaU) 

TI^ATMENT.— Climate is an important factor for adults. It 
should be warm and dry without sudden changes: children how- 
wr, are better m a cold, dry. bracing pUce. Acuve imrauntzaiion 
by means of an autogenous vaccine taken from the nasopharynx 
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is beneficial in some cases, but very small doses should be given 
and reactions avoided. 

The sulphonamidcs and penicillin arc useful in clearing up a 
large part of the infection, but they cannot replace lost ciliated 
epithelium or turn fibrous into active tissue; they should, however, 
always be given a fair trial. 

In the “wet” type of the disease, with profuse sputum, the follow- 
ing prescription is useful, especially if there is an asthmatic tendency : 


h Ephediinc HydtoeWor 
Tinct. Stramonii 
Tinct. Oelladonnae 

Tinct. Hyoscyami 
Tinct. Camph. Co 
Aq. ad 


ni 15 

HI 5 (this may be in. 
creased gradually) 
HI 30 
H^ 30 
5ss 


If, on the other hand, the sputum is dry and sticky, give a stimu- 
lating expectorant such as that recommended above for early acute 
bronchitis. External applications such as camphorated oil or Little’s 
Oriental Balm are also helpful and create a pleasant odour. 


BRONCHO-PIVEUMONIA 

While this form of pneumonia may occur as a primary condition 
due to the pneumococcus, and then generally in children under 
two years, it also occurs as a complication of infectious conditions 
such as measles, influenza and whooping-cough, as an extension of 
acute bronchitis and as a terminal state in many diseases. A very 
serious type is septic broncho-pneumonia due to inhalation of 
septic liquid or of foreign bodies. 

TREATMENT. — Sulphonamides arc essential, assisted by peni- 
cillin in severe or refractory cases. 

Auxiliary forms of treatment are fresh air, neither too hot nor 
too cold, and moistened if necessa^ by a bronchitis kettle, light 
warm clothing, easily digested nourishment such as glucose water, 
Horlick’s Milk or Benger’s Food. The heart is supported by 
Coramine or nikethamide and nasal oxygen may be given in serious 
cases. Restlessness can be overcome by barbiturates, with or without 
aspirin or phenacetin, and in the early stages the bowels should 
be opened by a dose of castor oil. 

A careful convalescence must be insisted on, otherwise there is 
great danger of pleurisy, empyema, bronchiectasis or even 
tuberculosis. 

The treatment of broncho-pneumonia in infants is on similar 
lines and requires the greatest care and watchfulness especially 
when, as often happens, the disease attacks a child already debilitated 
by some other disease such as measles, whooping-cough, bronchitis 
or malaria. Whenever possible, a competent nurse should be 
provided, or the child accommodated in a private ward, and the 
doctor should see the patient at least three times a day until danger 
is past. 
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BUBO (See also Venereal Diseases.) 

(a) Look for a cause such as a sore on the leg or on the genitals. 

(b) Look for enlargement of other glands. 

(c) If fluctuation is present* aspirate the pus and inject one or 
two c.c. of penicillin, 5,000 tmits per c.c. 

(d) If the skin is about to break down, make a small incision and 
treat as an abscess. 

BUBONIC PLAGUE— PJagoe (Bubonic). 

BUNION 

In the first place an endeavour should be made to cure the 
condition by suitable shoes- Operatiie treatment by excising Ae 
bursa and the inner quarter or so of the metatarsal head will gi\e 
relief. 

BURNS AND SCALDS 

Bums are usually divided into three degrees; 

(1) Skin hyperacmic. 

(2) Skm partly destroyed. 

(3) Sian totally destroyed and perhaps underlying structures too. 
From this simple classification certain deductions can be made: 
In (1) there will be no scarring. 

In (2) there may be scarriag but (here will be no contracture. 

In (3) there wUl be scarring with contracture. 

In (1) there is no loss of plasma and little pain. 

In (2) much plasma may lost, and pain Is 5e>ere from the tender 
exposed nen-e endings. 

In (3) much plasma may be lost, and pain is often less seiere than 
in the second degree. 

In (1) there will be no sepsis. 

In (2) superficial sepsis may be widespread. 

In (3) sepsis may be very severe. 

Thus we already base a general guide to treatiuent, wluch is to 
relieve pam, to treat shock* to prevent loss of plasma and replace 
that wluch is lost, to present sepsis and to present contractures. 

Pam IS rebel ed by morphia, wluch may have to be given in large 
doses, e.g., } grain followed by J grain two-houriy. If a patient is 
m pain half an hour after an injection of morphia, he has not bad 
enough, no matter bow much be has had. Local treatment (see 
below) also helps to relieve pain. 

Shock . — General measures such as warmth, absolute rest, hot 
drinks and morphia are helpfuL Blood transfusion is not indicate 
in the early treatment of bums because it is plasma that is lost, 
so the remaining blood is already ovcr<oncentrated. After a week 
or two, however, anaemia is very common in extensire bums, so 
blood transfusion is needed. 

COAGUIj\NTS. — ^T bose substances possess certain ads-antaces. 
namely, ease of appUcation, relief of pain, prevention of 
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loss and prevention of toxic absorption. They must not be used on 
the face, the hands or the feet because they tend to contract and 
may cause distortion of features and constriction of a limb; for 
this reason a limb should never be completely surrounded with a 
coagulant. Triple Dye (gentian violet 1%, flavine and brilliant 
green of each 0*1%) is about the best. After the burnt area has been 
well cleaned with spirit and ether the dye is sprayed on, or painted 
on with a gauze s\vab, each application being dried as quickly as 
possible with the help of a fan ; two or three layers generally suffice. 
Burroughs Wellcomc’s Triofax is an excellent modification because 
being a jelly it can be gently spread on and one layer is sufficient. 
No attempt to clean a large burn should be made until shock has 
been dealt rvith. If a genera! anaesthetic is needed, gas and oxygen 
is the best, but in India it is not usually obtainable, so we have to 
content ourselves with ethyl chloride or ether. Intravenous bar- 
biturates are not usually advised because the toxins from the burn 
may have damaged the hver. 

Ten per cent solution of silver nitrate in distilled ivater is another 
good coagulant but tannic acid 10% has rather gone out of fashion. 
The coagulum is left on until it becomes loose and no dressing 
except a light, gauze bandage or a stenle towel is necessary. It is 
essential to keep the coagulum absolutely dry. 

PROFLAVINE.— R. W. Raven {British Medical Journal, lAjHAi) 
recommends the following method : 

“Wound treatment is carried out under strictly aseptic conditions 
in the operating theatre, usually without general anaesthesia; 
morphine should be administered subcutaneously half an hour 
before the operation, and in severe cases this can be given intra- 
venously with good effect. The toilet of the wound is careful and 
conservative. Contaminants are mopped away with a solution of 
normal saline, and pieces of dead tissue arc lifted off. Normal skin 
surrounding the wound is carefully cleansed with spirit. Blisters 
are evacuated carefully by pricking with a sterile needle. Dry 
proflavine powder is lightly smeared over the wound, the whole 
lesion being thinly coated. The wound area is covered with one 
layer of wide-meshed gauze impregnated with Vaseline and, over 
this, two layers of wide-meshed gauze with a liberal supply of 
cotton-wool. The dressing is bandaged firmly to form a pressure- 
dressing with either plaster-of-Paris or calico bandages, and this 
initial dressing is not removed for a nunimal period of five days. 
After the first re-dressjug the time interval between dressings is 
increased from 10-14 days. Proflavine powder is dusted on the 
wound at each re-dressing. The wounds in bums of third degree 
should be skin grafted as soon as they are in a satisfactory state. 

“USE OF PLASTER OF PARIS. — ^Wehave with advantage used 
plaster coverings for the dressing in certain parts of the body. 
Attention is called to the value of the ‘plaster-glove’ for the treat- 
ment of bums of the hand. The toilet is carried out as described, 
each finger being covered separately with Vaselined gauze and dry 
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gauze. The following technique is employed for the application of 
the ‘plaster-glcrve’. 

“The patient is instructed to place the hand in the position of rest, 
the fingers being partially fiexed at the interphalangeal and meta- 
carpo-pbalangeal joints, with the tips of the index fcgcr and thumb 
in opposition- The wrist-joint is held in partial dorsiflcxion. A rolled 
pad of cotton-wool is placed in the palm of the hand as a support 
for the fingers, and the hand and forearm are covered with a liberal 
supply of that materiah The hand, wrist and forearm are then 
encased completely in the ‘plaster-^ove’, winch extends as high as 
a point two inches below the dbow-joinL The limb is elevated for 
several daj^ in order to minimize tissue oedema. Active exerri^ 
are instituted for the fingers after 48 hours, together with activ’c 
exercises at the elbow and sboulder-joints. 

“In the ca» of bums of thefoota s'us^r technique is employed. 
The glove is left in position for a period of two to three weeks. 
Other regions of the body have b«n treated by the proflavine- 
plaster technique, including the leg. thigh, forearm, arm, shoulder, 
chest wall and abdominal wall. In the case of large joints such as 
the knee and elbow, bandages are applied, with plaster above and 
below, m order that active exerdses may he carried out There are 
several advantages in the plaster technique. The dressing is comfort- 
able and is held flrmly in position. If evacuation of the patient is 
necessary, travelling in plaster is comfortable. In tropical and 
subtropical countries, where flies are numerous, the plaster forms a 
barrier apinst maggot infestation”. 

Raven’s method has the great advantage that the even pressure 
helps to retain the plasma which b vital to the patient's exbtence. 
Cibazol powder or Cibazol ointment are also effective dressings for 
bums, but the routine adnuiustntion of sulpbonamides by the 
mouth b not advised. 

Lass of plasma b made good by intravenous injection of plasma. 
1,000 c.c. being the usual immediate dose in severs cases. If plasma 
is unobtainable we may attempt to restore balance by giving hyper- 
tonic glucose saline (2 dracbi^ of salt and an ounce of glucose to 
a pint of water), but thb b not nearly so good. Further, a high- 
protein diet, that is, plenty of eggs, milk and meat, should be ^veo 
as soon and as liberally as possible. Reports on the intravenous or 
oral administration of amino acids are collecting but if a protnn 
hydrolysate, such as Anuooids (Arlington Chemical Co., h-.Y., 
U.S.A.) b obtainable, it b given in full doses. 

The methods described are the best for combating toxaemia 
because, by keeping the buret area dry, they prevent absorption of 
toxms. In burns of the third degree, skin grafting must be done as 
soon as there are healthy granulations, otherwise Acre wUl be 
serious or even terrible contractures. 

BURNS BY AaOS AND CAUSTICS 
There b very little shock from these injuries. 
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TREATMENT. — This consists in neutralizing the acid if possible, 
and treating the areas by one of the methods used for ordinary 
bums. Carbolic acid has a special danger as it may be fbllowed by 
carboluria and nephritis. The carbolic acid should be washed off 
with spirit and the area then treated in the same way as for ordinary 
bums. 

BURNS, ELECTRIC 

The injury to the tissues is concentrated to the immediate sur- 
roundings of the entrance and exit of the current, but if the limbs 
are flexed burns are frequent at the flexures, the current being 
“shotted" ftOTci one surface to another. The skin usually comes off 
as a complete layer leaving the deeper tissues in a state of coagulation 
necrosis, and the toxaemic phenomena seen with ordinary bums 
are absent. Treatment is on general principles. 

BURSAE, AFFECnONS OF 

Bursae may be acutely inflamed from injury or sepsis, or 
chronically inflamed from trauma, tubercle or syphilis. If recent, 
the condition may be treated by rest, removal of the cause of 
irritation, or the application of iodine or a blister, but if of any 
standing complete removal of the sac is the best treatment, but this 
may not always be an easy matter especially in some of the deeper 
bursae. 

CAESAREAN SECTION— Obstetrics. 

CALCULI 

Calculi ahvays have an o^nlc nucleus such as mucus or fibrin ; 
they occur in ducts such as those of the biliary, digestive and urina:p^ 
systems and also in the veins as pbicboliths. They tend to occur in 
certain individuals, climates and diets and are usually associated 
with some stasis or concentration of the fluid passing along the 
ducts, or with a catarrhal inflammation of them. They cause pain 
in three ways ; (1) by obstructing the fluid behind them and therefore 
causing distension of the secreting organ, (2) by causing inflammation 
of that organ, and (3) by moving in the duct containing them ; in 
the last case the unstriped muscle is irritated and goes into a state 
of acute spasm in order to rid itself of the intruder, so the pain is 
both colicky and agonizing. 

BILIARY CALCULI— j'ee Cholecystitis. 

PANCREATIC CALCULI.— These are composed of calcium 
mbonate ot phosphate, are generally associated with, or may be 
the cause df, pancreatitis, and may cause severe colicl^ pain in the 
middle of the upper abdomen. Occasionally they attain large size 
and may press on the bile-duct causing jaundice. Treatment is by 
their removal when they are found at laparotomy. If large enough, 
they are visible on X-ray examination. 

SALIVARY CALCULI. — These are composed of calcium 
Mrbonate or phosphate ; they are generally srnall and are commonest 
in Wharton’s duct from the submaxillary gland. The calculus can 
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often be felt under tbe tongue and is seen on X-ray ex ami Mtion. 
Calculi in Stenson’s duct from the parotid arc less commoiu 
Symptoms ate cl^racteristic; a slightly painful sw'elling of the gland 
before and at meal times. If the calculus can be felt it ran ouen be 
massaged out, or tbe mucous membrane may be cocainized and the 
duct stretched mth a conical-shaped probe, or incised over the 
calculus. If the calculus is large or often recurrent, remora! of the 
connected gland is the treatment. Large calculi are not uncommon 
in the submaxillary gland. 

URINARY CALCULI.— These form m the kidney where they 
may remain, or they may be found anywhere between the renal 
epithelium and the urinary meatus. They arc commoner in men 
than in women, which is odd, because men drink more than women. 
Lack of sitamin A is said to be a cause. 

The followmg varieties occur: 

In Acid Vrine 

Uric acid: Common, smooth, soft, often multiple, may 

not show on X-ray examination. 

Urate: Similar to above. Slightly more visible on 

X-ray examination, common in childrett 
Oxalate: Hard, sharp, show on X-ray picture, produce 

haematuria and pain. 

Cysune and 

Xanthine: Rare, show oa X-ray examination. 

Sulphonamide: In intensive sulphonamlde therapy when in- 
sufficient water is given sulphonamide crystals 
are deposited in the tubules. 

In Alkaline Urine 

Pbosp^tic stone, nearly always associated with sepsis or 
suppuration, tbe phosphates being superimposed on an oxalic 
or urate nucleus. 

A large stone may grow quietly for years, a small one draws 
attention to itself fay getting jammed in the pdvis of the kidney 
or traveihng into tbe ureter and causing renal colic. 

RENAL AND URETERIC CALCULI.— 

Diagnosis, — Pain in the back, associated with bouts of renal colic 
in which tbe pain passes down into the groin, is hi^y suggestive. 

Haematuria occurs m about 70% of cases. A simple way of 
distmguisMng right-sided renal colic from appendicitis is to give a 
big dose (gr. of atropine; this generally abolishes the pain of 
renal colic m 20 minutes but not that of appendicitis. . 

X-ray examination.— FiT%t a straight picture is taken which will 
show stones, if present. Next a pyelogram is taken. 5, 10 and 20 
minutes after an intravenous injection of Pyelectan or a sinulat 
preparation. This shows the position of the stone, the state of the 
kidney and ureter, whether there is hydronephrosis, and whether 
the kidney is secreting urine. 

Treatment of Renal or Ureteric stone . — Atropine therapy, accom- 
panied by large (six to eight pints a day) quantities of fluid will 
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often get rid of a small mobile stone, but not if it has become fixed 
by cicatricial tissue. The fact that a patient has “renal" (generally 
ureteric) colic is often encouraging because it means that the stone 
is moving. Some of the newer synthetic anlispasmodics, such as 
Syntropan, Trasentin or Propinan, have the advantage of being 
less toxic than atropine, so can be pven in relatively larger thcra* 
peutic doses. 

ACUTE RENAL COUC. — Give atropine gr. with morphia 
gr. -W (if in doubt, omit the morphia). Put the patient to bed, 
givehim a hot*water bottle, examine all urine for a stone, blood and 
pus, and have X*ray pictures taken — as described above — as soon 
as convenient. 

STONE IN THE KIDNEY. — If the kidney is functioning, the 
stone should be removed through the pelvis of the kidney where 
possible, otherwise through the so-called bloodless (more correctly — 
“least bloody") line just behind the convex edge of the kidney; for 
small, unbranched stones, many surgeons prefer to make one or 
more small transverse incisions through the convexity of the kidney 
and to remove the stone or stones with forceps. A kidney which is 
not functioning should be removed. In such cases the intravenous 
pyelography mentioned above is absolutely essential; it not only 
shows the bad kidney, but the good one as well. The remark of the 
patient who said after a nephrectomy. “I feel much better than I 
did when my other kidney was removed", should no longer be 
possible. 

STONES IN THE C/RETEi?.— Methods of diagnosis and 
medicinal treatment are as for renal calculus (sec above). If the stone 
is small and smooth it will probably pass, but if it is rough and 
more than a centimetre in diameter it will not. About four weeks 
may be allowed for medical treatment, but if signs of anuria (see 
below) develop, operation is urgent. An X-ray piaure should always 
be taken immediately before operation as the stone may have 
moved since the last one was taken. The usual sites of impaction 
are the ends of the ureter and the brim of the pelvis, where it crosses 
the iliac artery. An expert with the cystoscopc can often remove 
by that means a calculus impacted the lower end of the ureter. 

STONE IN THE BLADDER.— Tht symptoms are haematuria, 
frequency, pain after moving about, pain at the tip of the penis 
after micturition, and sometimes stoppage of urine. If a patient in 
Northern India says he (or his son) has a stone in the bladder he 
is generally right. 

A bladder stone is generally of mixed composition and may 
attain a large size, the biggest the writer has seen being bigger than 
a cricket ball and weighing nine ounces. 

Diagnosis is made by the bladder sound, with which an expert 
can form a good idea of the size of the stone. The cystoscope is 
more accurate but it is more difficult to pass, especially in a child. 
X-rays are very useful as they show the size of the stone. 
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Treatment is by litholapaxy if the stone has a diamclCT of, less 
than one and a half inches in an adult and less than an inch in a 
child, whose urethra must take a No. 6 catheter: otherwi« supra- 
pubic lithotomy is done. The only occasion on which the old o^ra- 
tion of lateral lithotomy is justified is in a small boy with a large 
stone and a septic bladder: in this case the bladder drams better 
and recos’ery is more certain than with the suprapubic opeiabon. 

URETHRAL CALCULUS.— Thii may be mnosed by spe^ 
forceps, failing which it must be cut down om the urethra bring 
sutured over a catheter. The fcJaddcr most be drained suprapnbicaHy, 
otherwise the unne leaking past the catheter altta>3 infects the wound 
and causes it to break down. Ch«noll«tapy helps healing. 

CALCULUS ANURIA.—^V^ occurs when a calculus suddenly 
blocks the outflow of urine from the only functioning kidney; 
wheier the outflow from the normal kidney can become reflesly 
suppressed by sudden blockage of the other is doubtful, but it has 
long been supposed to be possible, so perhaps it is. Unlike patients 
with nephritic anuria who die of uraemia witliia 4S hours, these 
patients may sunive as long as tO or !4 days without passing a 
drop of nnne. 

Treatment u to dislodge or rtmoit the stone by surpcal means; 
if this is impossible, the peliis of the kidney should be opened and 
drained through the loin. The intrasenous administration of a pint 
of 4% sodium sulphate solution wiU start the sxmios of urine 
which has become suppressed. 

CANCER, INOPERABLE ’ 


Apart from treatment with radium and X-raj-s, much can be 
done by proper care not only to lessen the pain and distress, but 
esen to prolong life. 

GENERAL TREATMENT. — The diet should be an ordinary 
mixed diet with high siiamin cootenL Alcohol should not be with- 
held and will help to relieve pain and procure rfeqi. Tobacco, except 
m the case of growths of the Ups, mouth and throat, should be 
allowed, but tea and cofl’ee should be Umited if there is much p?" 

Consupation increases the restlessness and pain so the bowels 
should \x kept regular. As long as the patient can mose about 
he should be kept as much as possible in the open air with direct 
sunshine, when confined to b^ be should be carefully nursed 
in a cheerful room. In most cases, as the disease advances, there is 
some anaemia and digesthT disturbance for which one of the 
following tonics should be prescribed, but stochnine should not 
be gi\en as it increases the sensibility to pain. 


E Fern et Amm. Ot. 
Sod. Bicarb. 

Im}. AisenicaEs . . 
Sp. Qdoroform. . 
Inf. CalicBbae ad 
L(Ls.pc. 


Et-7 wB Laq. Atstojci HjiroeWor, 1514 

sr- 10 Acid. Hj-droch]or. DiL .. Cl 12 

5 4 Tr. Qncbenae Co. . , Bj 25 

5 5 Aquarnad .. .. 

3J Ldxp.c. 



O'Meara’s Medical Guide 


79 


RELIEF OF PAIN. — Pain varies considerably in different cases — 
in some the whole course is run with little or none, in others there 
is almost continuous agony. Every endeavour must be made to 
relieve this. If there is an ulcerated surface with exposed nerve 
endings, keep as clean as possible with antiseptic lotions. Cocaine 
is of little use, the effect passing off too soon. Orthoform in fine 
powder, phenol, guaiacol and subaectate of lead kept constantly 
applied as paints or lotions arc more effective. 

INTERNALLY. — Aspirin in 10 gr. doses will be effective at 
first, later phcnacctin is most useful, and is the least toxic of the 
analgesic drugs, ‘but amidopyrine and acetanilide may be tried. 
Sooner or later opium will be required and is best given by the 
mouth, the action being greater and mote prolonged, while morphia 
is reserved for emergencies. Liquor. Opii Sedalivus causes less 
digestive disturbance than Tr. Opii; ns the case advances very large 
doses may be required. Alcohol is a valuable anodyne. 

A symptom which causes much distress when swallowng is 
painful or difficult, is excessive secretion of saliva, This can be 
checked by Tr. Belladonna but it must be pushed m doses of 20 
to 30 HI. 

HAEMORRHAGE. — Adrenaline is useless, ns the vessels are 
thin walled without muscular coats. Try absolute rest with hot 
douches containing a styptic. If the bleeding point can be seen 
powdered dry Ferri Sulph. should be gently applied. Radium is a 
good preventive especially in cancer of the uterus and rectum. 

RE^.— The p.itieat should have mental and physical rest, 
avoiding fatigue, and keeping the diseased part at rest as far as 
possible. 

PALLIATIVE TREATMENT.— In cancer of the bladder, much 
relief follows the operation of presacral neurectomy; patients with 
cancer of the colon or rectum can be much helped by colostomy 
and those with cancer of the stomach kept alive a few extra weeks 
by jejunostomy; those with cancer of the prostate are greatly 
improved by injections of ocstrogens. In some cases of cancer of 
the breast, local removal may make the patient more comfortable. 

CARBON DIOXIDE SNOW 

This very useful substance is easily made if one possesses a 
Sparklet apparatus or a cylinder of carbon dioxide, or can borrow 
one of the latter from a friendly soda-water manufacturer. Full 
instructions are issued with the Sparklet apparatus (which is far 
handier than any other device) so need not be detailed here. 

To make COj snow without the Sparklet, proceed as follows; 

(o) Take a washleather bag about 4 inches by 5 inches or roll a 
piece of washleather or thick cloth two or three times roimd 
a finger or a desk ruler, so as to make a cylinder, folding one 
end over to make a sort of bag. 

(b) Invert the CO* cylinder so that the nozzle is the lowest point 
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(this is most importaflt because the CO* in the cjHbcJct is 
liquid). 

(c) Wrap the bag round the ntarie. 

(d) the tap sharply, so that a good rush of CO. tales place 
into and through the bag, and shut the tap. 

(e) Remove and open the bag. Its «des should be weH coated 
with CO* snow. 

(/) Scraps some CO, snow off with a faufe and mould in^ a 
short pencil having about tlw diameter of tbs lesion it is 
desiral to treat. (The operator must wear ^oves or manipulate 
the CO, with lint,) 

(g) Apply the CO, peoci! firmly to the leiaoa, which should cot 
be more than half an inch in diameter. 

The foDowing lesions are smiahle; nae%-i (the red being eastr to 
remove than the pigmented), warts and certain corns. About 
40-60 seconds’ application is usually sufficient but a thin lesion 
may need only about half this time, whereas a thick wart or com 
may ne«l two or three minutes. A mrthial caruncle (a frequently 
ot^ooied cause of d>?mi 2 or dysparcunla in women) may be 
succe^uUy remorod by about 30 seconds* spplicatioa; it mast fcst 
be cocainized. Good results have also been n^rted from applyisf 
CO, snow for lO^OO seconds to irritating patsbes of eczema, 
when the part thaws it soon becomes bj'peraecue and a vericle 
surmounted by the lesion forms wilhln a few boccs. After a few 
days a scab is formed, which separate laving no visible scar. 

It is better to too little than loo much beause the application 
can always be repeated, if necessary, for a longer period. 
CARBXJNCIX 

GENERAL TREATMENT. — ^Test the urirtf for sssar and gve 
insulin if it is present. 

Give suJphathiazole or one of the other ant^stsphycoccal sulpbon* 
amides. In severe cases, and in all esses b etw ee n the bridee of the 
nose and the chin^ prt peniaBiii. 

LOCAL TREATMENT (for fadal carbuncle, see below), — 

(1) Under intravenous, etJ^I chloride or gas anaeslberia make a 
crucial iodsion throng &c carbuncle undermine the carbuncle up 
to just bej’ond the edge, wipe away oozing pus and apply a dressine 
of 50% mag. sulph.-^ycwia paste. 

(2) Another method is to withdraw 20-50 cx. cf the patient’s 
blood and to inject it round and into the caruncle. The blo^ 
should be citiated and theinjectioasmedeat about six points round 
the carbuncle ; the needle points lo the centra of the carbuncle and 
n inserted slowly about i inch outside the infianed area, blood being 
iigecttd all ths while until il bepns to escape Irom the cavernous 
carbuncle. 

FACIAL CARBUNCLE. — Take an ordinary full-sized playinc 
card, pul one side on the rip of your nose and look in the mirTor"; 
the area corared is the dangerous area. It is called dangerous 



O’Meara’s Medical Guide 


81 


because it is drained by the angular vein which runs down the side 
of the nose, but unfortunately communicates with the ophthalmic 
vein, which runs into the cavernous sinus. Further, the firm sub- 
cutaneous tissue of the face holds the veins open, so they are more 
liable to septic thrombosis than veins which can readily collapse. 
It is this combination of factors which is liable to carry facia! sepsis 
to the inside of the skull and thus kill the patient. 

Only two surgical procedures arc permissible for carbuncles or 
even boils in this area ; one is the injection of the patient’s blood, 
as already described, the other is ligation of the angular vein at the 
side of the nose just below the eye on the affected side. Scraping, 
cutting and squeezing of the inflamed area are most dangerous 
because they may open up fresh channels to infection. 

Penicillin must be given in full doses; at least one million units 
per 24 hours for several days give the best hope of recovery. 
Sulphonamides may also be given. 

CARDIAC DISEASE — See Heart Disease. 

CARIES, DENTAL — See Denial Surgery. 

CATARACT— Sec Eye. 

CATARRH, ACUTE NASAL 

The common cold is often held up as a reproach to our otherwise 
fairly successful profession, but the treatment is improving and the 
French physician’s remark, “The cold you don’t treat lasts for a 
fortnight, and the cold you do treat lasts for fourteen days,” is no 
longer strictly true. 

A cold consists of two parts, a preliminary invasion, probably 
by a filter-passing organism which causes acute catarrh of the 
nasal mucous membrane lasting three to four days and a secondary 
infection by well-known micro-organisms such as the staphylococcus, 
streptococcus, influenza bacillus. Micrococcus catarrhalis and 
pneumococcus, which are present in most healthy noses but are 
kept under until the body’s defences are weakened by the primary 
invader. 

The best local treatment of a cold or any other nasopharyngeal 
catarrh is the inhalation of a snuff composed as follows ; 

B Pemallm . ... .. 100,000 units 

Sulphathiazole powder . . . . gr. 30 

This is snuffed up the nose sei'cral times a day and after every meal. 

Colonel O’Meara advises that in the early stages a cold can be 
aborted by repeated and thorough irrigation of the nose with the 
following solution i 

B Sod. Chlond . . . . . . gr. 7 

Boracis gr. 

Aadi Boric . . gr. 1 

Sodii Benzoat. . . . . . gr. j 

Menthol . . . - gr. sV 

Thymol . .. gr. 

Betacaine Hydrocblor. gr. j 

01. Gaultheriae .. , .. .. 

Ft. tablet (Tab Nasopharyngeal Co.) 

To be dissolved in 1} or 2 oz. of warm water. 
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streptomycin, tyrothricin, etc. The arscoicals and antimoniah art 
considered under Venereal Diseases and Leishmaniasis respectively, 
so Tiiu not be further referred to here. Tyrothricin, prepared from 
cultures of the Bacillus brexis, has properties somewhat similar to 
those of penicillin, but it appears to be less effective and has not 
been developed to anything like the same extent, and the appearance 
of further chemotherapeutic agents is audited with interest. 

THE SULPHONAMIDES.— SulphoMmides in common use are 
sulphanilamide ; sulphapyridine; sulphathiazole; suJphadiazinc; 
SulphameraziDe ; sulpbaguanidine; Sulpbasuxidioe and Sulpha- 
methaziiie. 

There are certain differences in dosage, toxicity and suitability 
for various diseases. They are all made up in 7^grain, i e.. ^grammCi 
tablets, and many of them also in soluble form for intravenous 
injection in seriously lU or unconscious jatients- 

Dosase . — The initial dose should be high, 6-8 tablets, and the 
maintenance dose 2 tablets 4-houtly, except : 

Sulphasuiudme; Initial dose 16-20 tablets. 

Maintenance dose 6-8 tablets 4-bourIy. 

Sulphaguanidioe: Initial dose 8-14 tablets. 

Maintenance dose ^ tablets 4-bourly. 

Sulphadiaane : Mainteoance dose 3 tablets 6-bourIy. 

Sulphamerazine: Maintenance dose 2 tablets 8-bourIy. 

The writer’s practice is to give the full dose for ibe first three or 
more days, according to progress, and then to halve the dose. 
Sulphonaraides should not be given for less than five days c.tcept 
in trivial cases, otherwise the symptoms are apt to return. 

In order to avoid crystallizauon of the sulphonamide salts in the 
kidn^s, ample fluids must be pven during their administration, 
and in order to avoid agranulocytosis no sulphonamide should be 
given for more than 10 successive ^ys. 

The degree of toxicity and liabiUty to form renal crystals is 
as follows : 


Towcity 

SuIphanilamMe Relatively lush 

Sulphapyndioe Ditto 

Sulphathiazole Medium 

Sulphadiazioe Low 

SulphameraziDe Low 

SulphasuMdise Very low 

Sulphaeuanidioe Very low 


Renm. CavsTAis 


Unlikely 

Uoljkelv 


Unlikely 


The common toxic effects are nausea, epigastric pain, depression 
and cyanosis ; alkalis improve the first two, alcohol the stcond, and 
methylene blue gr. 1-2 three tiroes daily the last mentioned. 

Hepatitis, skm eruptions, porphynnuria, encephalitis, optic 
neuritis, anaemia and agranuloQrtosis arc all recorded. In anaemic 
patients sulphonamides should always be given with caution after 
the first few doses. 
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The suitability for various diseases is more or less as follows: 


Disease 
Abortus Fever 
Actinomycosis 
Chancroid 
Cholera 

B. eoli infections 
Conjunctivitis 
{for local application) 
cystitis (B. eoh) 

Dysentery, bacillary 
Dysentery, Sonne bacillus 
Gonococcal infections 
Lymphogranuloma inguinale 
Malta fever 
Meningitis (all forms) 

Plague 

Pneumonia and Fricdlander's 
pneumonia 

Staphylococcal infection 
Streptococcal infection 
Tularaemia 


First Choice Second Cjioice 
Sulphamerazine Sulphathiazole 
Sulphathiazole Sulphadiadne 
Sulphathiazole Sulphanilatnide 
Sulphaguanidme Sulphasuxidine 
Sulphamczathine Sulphanilamide 
Sulphathiazole Sulphadiazine 
Albucid 

Sulphathiazole Sulphanilamide 
Sulphaguanidine Sulphadiaune 
Sulphasuxidine Sulphaguanidine 
Sulphathiazole Sulphadiazine 
Sulphathiazole Sulphadiazine 
Sulphamerazine Sulphathiazole 
Sulphadiazine Sulphathiazole 
Sulphadiazine Sulphathiazole 

Sulphadiazine Sulphathiazole 
Sulphathiazole Sulphamerazine 
Sulphamerazine Sulphadiazine 
Sulphathiazole Sulphadiazine 


PENICILLIN.— 

Intramuscular.— This is the usual method of administration, and 
the usual dose is 100,000-200,000 units in 24 hours or about 
10,000-20,000 units per stone of body weight, injections being given 
initamuscuhrly eve^ three hours day and night. The drug is made 
up with normal saline or distilled water so that each injection is 
c.c. It is rapidly excreted by the kidneys, and research is being 
carried out on methods of retarding absorption, one being to give 
it in a mixture ofarachis (pea-nut) oil and beeswax, but the results 
so far lecorded do not appear to be much belter than those of a 
Single large injection in a small quantity of water. Dosage is extremely 
variable; for instance, in gonorrhoea a single dose of 200,000 units 
generally cures the disease, but in infective endocarditis it may be 
necessary to give a million units (one mega unit) or more daily for 
six weeks or longer. As the drug is non-toxic the tendency is to give 
larger doses, especially at the beginning. 

The continuous intravenous drip is occasionally used but in most 
cases has no therapeutic advantage over the intramuscular method. 

Topical Application . — In general, calcium penicillin is preferred 
to the sodium salt for this purpose; weak solutions, e.g., 500-1,000 
units per c.c., are used for wounds and rather stronger ones for 
septic cavities. For eye drops the optima! strength is 2,500-3,000 
units per c.c. and for subconjunctival injection 500-1,000 units 
per C.C., but crystalline penicillin can be used in much greater 
strength. Septic mouth conditions and Vincent’s Angina are success- 
fully treated by direct application. 

An ointment with considerable penetrating power is made by 
Messrs. Squibb & Co. with about 1,000 units per c.c. in a base of 
beeswax, arachis oil. Vaseline and anhydrous lanoline. As it is in 
a water-free base the penicillin retains its efficacy for a long time. 
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A mixture of penicillin with sulphnthiazolc powder in the pro- 
portion of 100, 0(X) units to 2—10 gmmmes (30-150 grains) is an 
excellent dressmg for wounds, cuts and bums, or the powder mixture 
may be incorporated in an ointment in a strength of 10 per cent. 

Penidllm by the Mouth. — ^When taken by the mouth on an empty 
stomach one-third of the penidUin appears to be absorbed ; in other 
words the oral dose is three times that of the intramuscular or 
intrav-enous. 

Serum concentration is maximal in about half an hour, half that 
at the end of the first hour, and falls to zero at the end of four hours. 
The oral route is particularly efiecU%-c in infants. 

Important points are: 

The penidllm must be giim on an empty stomach, so only lieht 
food IS allowed and then not within two hours. 

^ penicillin is adwrscly affected by arid, it should be buffered 
with an alLah such as sodium bicarbonate, sodium dtrate or tri- 
sodium CTtrate. It appears to be absorbed in the upper part of the 
sm^ mtestme, so keratin<oated capsules ate not recommended. 

Althon^ toree times as much of the drug is required, oral 
pemciUin is cheaper for the patient in other wav’s b^use it saves 
^mg exposes. It is also more comfortable for the patient, but 
SSod o^ormly successful than those of the injection 

** initaUon, reacUons and variability 
r * preparations of penidlbn was due to 

varying ^Uy in the amount of pure pemeillin 
PsaietUm u now obtainable as a c^urless, 
POjvder, each milligramme of which contains 
“““■ ^ **** orcalrium 


THE FOLLOWING ARE SENSITIVE TO PENICILLIN 
Botulism {Baallia botuliniu) 

Ornithosis (Virus) Aftsima InrraetUularis). 

^t.Bite Fern (5>irj;/<,« ninu). 

^ 
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although some succumb to protonged penicillin treatment, not Streptococcus 
faecahs). 

Syphilis {Treponema pa\hdum'\ 

Tetanus {Clostridium leiaitl. Serum also needed). 

Vincent’s Angina (Vincent’s spirillum and bacillus). 

Yaw'S. 

THE FOLLOWING ARE NOT SUSCEPTIBLE TO 
PENICILLIN 

Oidium albicans infection 


Pemphigus (unless streptococcal or 
syphilitic) 

Plague 

Poliomyelitis and poIiO'Cncephalitis 
Pyocyaneus bacillus infections 
Primary atypical pneumonia 
Proteus bacillus infections 
Rheumatic fever 
Rheumatoid arthritis 
Smallpox virus (but very useful in 
preventing septic complications) 
Sporotrichosis 

Streptococcus faecalls infection or 
septicaemia 
Torulosis 

Trfciioinonns vaginefij infection 
Tuberculosis 

Virus diseases in general, except 
those due to large viruses, such as 
ornithosis and psittacosis 


Acne Vulgaris 
Blastomycosis 
Brucella abortus 
Chancroid 
Chicken-pox 
Cholera 

Coccidiosis (California disease) 

Colon bacillus infections 
Dysentery group 
Encephalitis letfiargica 
Enteric group 

FnedlSnder’s bacillary pneumonia 
Granuloma inguinale 
Herpes zoster 
InHuenza 
Kala-azar 
Leukaemia 
Lupus erythematosus 
Malaria 
Malta fever 
Mumps 
Myositis 

Tyrothricin, derived from cultures of the Bacillus brevis, is a 
mixture of gramicidin and tyrocidme. It appears to be more useful 
as a local application than when given by injection owing to the 
fact that the latter causes haemolysis. It has been used with success 
against Gram-positive bacteria and various pyogenic cocci. It is far 
more stable than penicillin either in powder form or in solution. 

Streptomycin, produced from a variety of actinomyces, has 
properties somewhat similar to those of penicillin but its field of 
usefulness is not so wide. Weight for weight, penicillin is 200 times 
more active, but although streptomycin does not affect certain 
diseases cured by penicillin, it appears to be effective against some 
Gram-negative bacilli, such as B. coli, II. influenzae, B. proteus and 
possibly B. pertussis. Among the Gram-positive organisms it is 
effective against the Streptococcus faecalis. Against typhoid fever 
and tuberculosis the drug has so far proved disappointing. It is 
retained in the body for longer than ^nvcUhn, but diseases are apt 
to recur as soon as it is stopped. It is more toxic than penicillin ; 
toxic symptoms include “damage to the vestibular portion of the 
eighth nerve, causing deafness, tinnitus and related vestibular 
symptoms and resulting in an ataxia which is usually compensated 
for after several weeks” (Squibb Memoranda). 

CHICKEN-POX 

Treatment is on general lines, but it is impoTlant to prevent the 
lesions from becoming septic. With this object a daily bath of boric 
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acid (one ounce to the gaUon) or pale-pink peimanpoate lodon 
may be given. Itching may be rdie^-ed by calamine lotion or 
lized oil, and a tendency to scratch by putting the patient s hands 
in gloves or bandaging them. 

CHILBLAINS 

These occur in the colder parts of Northern India. General 
treatment is to avoid cold, to take calcium, vitamin D and sometimes 
Parathormone, and not to warn the fingers or toes quickly after 
they have been subjected to cold. Local treatment is by Ichthyol 
ointment or methylated spirit in order to allay the itching. 
CHLOROSIS — See Anaemia. 

CHOLECYSTITIS 

ACUTE. — The common cause is impaction of a gall-stone in the 
cystic duct. The gall-bladder is distended, tense and tender ; it would 
also be palpable on deep inspiration if the overlying muscles were 
not rigaa. The condition has to be distinguished from a perforated 
peptic ulcer and a high-lying acute appendix. If there is doubt, it 
IS oetter to open the abdomen. The occasional operator is adtised 
to drain the gall-bladder; tbe expert needs no advice. 

If the diagnosis is clear, there is do hurry to ojKrateand Oehsoer- 
Shenen treatment as detailed under "Appendicitis^ is carried out. 
The local application of heat is comforting and a sedative may be 
^ven, but not morphia as this might mask untonard symptoms; 
under the Ochsoet-Sherttn repme perforation of the gall-bbdder 
is practically unknown, but when it occurs the patient is generally 
over 50 years of age. The gall-bladder should be removed rtvo or 
three weeks later. If, la spite of treatment, symptoms remain acute 
after 4S hours, the gall-bladder should be drained; it can be 
removed later. 

CHRONIC. — ^Wben a person over 45 has a sudden attack of 
abdominal pain with vomiting, think of coronary thrombosis; if 
there are repeated attacks, think of gall-stones. 

Chrome cholecystitis is imariably associated with gall-stones, but 
not with jaundice unless a stone gets jammed in the common 
bile-duct. 

The funcuon of the gall-bladder and the presence or absence of 
stone is beautifully shown by X-rays X-rays). 

The best clim’cal signs are teodemess over the gall-bladder area 
and Naunyn’s sign, wluch is elicited as follows: the surgeon proses 
deeply over the gall-bladder area and tells the patient to take a deep 
breath; if there is cholecystitis the patient stops inspiring quite 
sharply as soon as the gall-bladder reaches the area being pressed 
on by the surgeon. 

CHOLERA 

The objects of treatment are to dotroy the vibrios to prevent 
loss of fluid by the boweb, to replace that which is lost, to relieve 
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cramps and spasms, to combat toxaemia and to re-establish the 
secretion of urine when it has become suppressed. Since the last 
edition of this book was written, the sulphonamides have come on 
the scene and although the treatment of cholera has not been 
revolutionized it has been greatly improved by the use of sulpha- 
guanidine in full doses; the Calcutta authorities report a decrease 
in the death rate from 5% to 1%. Most of us who work in districts 
would consider a 5% mortality exceptionally good, 30% to 40% 
being more usual in an epidemic where skilled nursing and attend- 
ance are quite impossible; so if sulphaguanldinc can cut the rural 
mortality in the same proportion, its benefit will be very great. 
■Rogers's hypertonic saline is still the basis of treatment, hut sulpha- 
guanidine has replaced potassium permanganate and the essential- 
oils mixture, and it has been found beneficial to give half to one pint 
of serum or plasma intravenously m addition to the saline. 


ROGERS’S INTRAVENOUS ALKALINE HYPERTONIC 
SALINE TREATMENT.— 

Two solutions are required, both, of course, sterile. 

Solution A 

Salt 120 grains (two teaspoonfuls) 

Calcium chloride . . 4 grains 

Distilled tvater I pint 


Solution B 

Salt 90 grains 

Sterile bicarbonate of soda 160 grams 
Distilled water . . 1 p«nt 

The solution is boiled and cooled before the bicarbonate is added. 
The water should be distilled and pyrogen-free if possible {see under 
Anaphylaxis), but the injection should never be withheld for lack 
of these refinements, and boiled tap water is far belter than nothing. 

In the early stages, ^ve two parts of A to one of B, but if the 
patient appears “acidotic” make the proportions equal or reverse 
them. 


QUANTITY. — Have six bottles of glycerin and water of specific 
gravity 1054, 1056, 1058, 1060, 1062 and 1064 (made up with the 
help of a urinometer). Pour a little of each into six small vessels ; 
put in a drop of the patient’s blood; if it sinks it is of lower specific 
gravity and if it floats it is of higher spwific gravity — the specific 
gravity of the blood is between that which sinks and that which 
floats. Rogers’s rule is to give on* pint of solutioa Cor every unit 
above lOW, i.e., one pint when the specific gravity of the blood is 
1061, two when it is 1062, and so on, but more than three pints 
should never be given at one time. 

Two other observations should be made, the blood-pressure and 
the rectal temperature. If the blood-pressure is below 80 systolic, 
at least li pints must be given, and it is desirable to raise the pressure 
to 100. 

If the rectal temperature is high, the saline must be cool; Rogers 
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In perforroing the operation it is important to remove a sufficiency 
of bom layers of the prepuce, bnt sufficient should be left so iMt 
the corona ^ndis is covered when the wound is healed. In adults 
the opciatioo can be done under local anaesthes^ It is importatu 
to remember ttot a pinhole meatus is frequently associated with 
phimosis and should be treated at the same time, 

CIRRHOSIS OF THE LIVER 

If the patient comes for treatment in the early stages when the 
symptoms are those of gastric catanh and hepatic congestion, the 
best treatment is rest in bed with peptonized milk 3 or 4 pints daily 
for so long as the patient can tolerate it; three mont^ if possible. 
Followed by a milk diet for another 3 to 6 months if the patient 
■will subrmt, the result is reinarkably good. Alcohol is, of course, 
absolutely prohibited in any form, and the patient should alw'ays 
avoid spiced or irritating food. Uofoitunatcly the majority of patients 
come under treatment when the serioos symptoms of haematemesis 
or asates have develops. Haematemesis may be ve^ profuse; it 
usually stops spontaneously, but may require adrenaline 1 in 1,000 
10-30 m In a drachm of iced water every 2 hours, or calcium chloride 
1 gt. in 3i] water, or Hacmoplastin 1 c.c. intravenously. Even after 
haematemesis I have known cases live for ten years and lead useful 
lives if there is a complete cessaUoo of alcohol. As regards ascites 
if this is sot due to simple, chronic or tuberculous peritonitis, the 
patient will not live longer than two to three months. Oedema of 
the feet is another grave event (Ha]e*Whjte). Alcoholic cirrhosis in 

E uents under forty b accompanied by tuberculosb either of the 
igs or peritoneum in two-thirds of the number of cases. The 
following prescriptions have proved useful in some cases: 

BAtmn CWond. .. gr. 12 orEOIeum Copaibae., .. 111,12 

tJ<t Ext,Taiaxad .. aj MuciliS. Awcaeiw. . .. 5> 

Tr Apocyanu . ..3 k Syrup. Tolu. .. .. 5j 

Symp. Aur&Qtu . os» Aqua. Cuutain ad . . 5j 

Inf. Scooae Co. ad . . 

Twice daily. Puiv. Jalapae Co. . . gr. 15 

, _ Pot Tart. Aad gr. 30 

Novajurol —This u sulJ on Iml. For one powder. 

The Talffla-Monson operation, by which an allcmpt is made to 
increase the collateral circulation betueea the portal and systemic 
venous systems, has been tried in some cases, but when the ascites 
is due to a general loxaenua, the lesuh of failure of liver function, 
the condition is terminal for which no treatment b availing. 
CISTERNAL PUNCTURE 

The patient’s bead is flexed and the needle inserted in the midline 
exactly on a level with the tips of the mastoid processes; the point 
IS aimed at the bridge of the nose and the astern is entered at a 
depth of two inches (5 c.ms.) from the skin; the slUette should be 
withdrawn from the needle as soon as the tough ocdpito-atlantoid 
ligament is pierced Md the needle gently pushed in until fluid comes 
out ; if It is pushed in too fat the ouduUa may be punctured, with a 
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fatal consequence. The exact depth at which the cistern lies is two 
centimetres behind the tips of the mastoid processes. 

CLIMACTTERIC — See Gynaecology. 

CLIMATIC TREATMENT— See Hill Stations and Health Resorts. 
COCAINE HABIT— See Mental Diseases (Drug Addiction). 
COCCYGODYNIA 

This sometimes follows labour or injury such as a fall from a 
horse; the coccyx is tender on pressure, so the patient often carries 
an air ring to sit upon. 

TREATMENT. — If sedatives, treatment of constipation, rest and 
removal of a septic focus fail, the injection of saline into the sacral 
canal as described under “Sciatica” may succeed. X-ray pictures of 
the coccyx should be taken, and if any abnormality is found, the 
bone should be removed ; m many cases removal of the coccyx may 
cure the disease, but not always. The writer once involuntarily cured 
a case of coccygodynia by remoring the patient’s appendix. 

COELIAC DISEASE {See also Sprue.) 

This is a chronic intestinal disturbance In children over a year old ; 
the motions are large, pale and offensive. There is wasting and arrest 
of growth. These children do not tolerate fat or carbohydrates. 
Diet is of the first importance and should consist largely of raw, 
fresh meat juice. A child of two years can take 6 ozs. daily. Vitamins 
are also very important. Folic acid 10-20 mg. daily may be given. 

Vitamin D should be given as irradiated crgostcrol, by injection 
if necessary, as there may be deficient absorption from the gut. The 
other vitamins must also be given liberally. Diet is important, and 
no fats should be allowed, skimmed milk being used instead of 
ordinary milk. Sugar, green vegetables, fruit and fluids form the 
bulk of the diet, but bread, fish and lean meat may be taken as well. 

COLD IN THE HEAD— S’ee Catarrh, Acute Nasal. 

COLIC 

BILIARY COLIC.— 

(1) Morphia tartrate gr. i with atropine sulphate gr. xhs ^nd 

a hot bath. 

(2) Stop all food and give water only by mouth. 

(3) After six hours give a bismuth, hydrocyanic acid and 

morphia mixture. 

(4) If there is much tympanites give a turpentine enema and 

apply turpentine stupes to the epigastrium. 

(5) After the acute attack is over give : 

B Sod. Salicylat. gr. 8 

Ext. Belladormae gr. i 

Dissolved in bot water Ld.s. 
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No drug can cure or remote ^U-stones, the constant irritation 
from which often results in carrinoma; operation should alwaj’S be 
advised- The Mayo Brothers have publuhtd numerous statistics 
showing that gil]-ston« once remov^ do not recur. 


COLIC IN CHILDREN 

TREATMENT OF THE ATTACK-— Hot fomentations to the 
abdomen or, in severe cases, the mustard bath, and dill water as a 
carminative. To prevent recurrence in bottle-fed babies, see that the 
bottles are clean and that the child is getting a suitable miUc Ttuxtuit. 
See Artificial Feeding of Childrcn. 

IF THE CHILD IS BREAST-FED.— It is probably getting too 
large a feed and at megular intervals. Nothing is so important as 
the absolutely regular feeding of infants. In both bottle-fed and 
breast-fed children, treat constipation, if present, and give the 
following mixture between feeds: 

B Sodu Bicarb- ■ . .. .. .. .. gr-S 

Tr. Rh«i. Co ttl 

Sp Aram. AranuL .. ri 2 

Aquam Anethi 5i 

FJaivffM Cobe 

B Ol. Terebisthlnae .. .. .. ,. El 4 

U4 Ext. Uquonee Cl 10 

Spx Eiber TX 20 

Codeuue gr. J 

Mut. Amj SdaUe ad SU 

l-dJ. for a child of? or 8 >ears. 


INTESTINAL COLIC — Apply hot bottles or hot turpentine 
stupes to the abdomen. In all severe cases it is safer to empt)’ the 
bowel by an enema; this should be farce — I or 2 pints of soap 
and water to which is added ois. of castor oil or if there is much 
flatulent distension i oz. of oil of tuipentine. 

A usefvd apenent draught for cohe n: 


S Oleum Rinni 
Tr.Rbei 
Tr. Opu 

Aquam Mcnib Pip. ad 


•2« 
ou 
^ 10 


The pain may be so intense that a hj-poderrmc injection of 
morphia with atropine may be nccessaiy. 

Belladonna is valuable in intestinal spasm cspedally of the colon 
and may be combined with a carminative mixture such as the 
following after the bowels have been open: 


E Tr. Belladonn 
Tr. Cardamon. Co .. 
Sp. Aminoniae AromaL 
Sp. CWorofonm 
Sod Bicarb. .. 
Aquamad 


An ounce every two hours. 
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Lead Cotic 

n Mag. Sulph Siij It iSilv, Opii .. gr. 12 

Acid. Sulph. Dll. . . Ext. Belladonn gr. 2 

Aquae . .. .. Jiv OleiTiglii .. 12 

One teaspoonful t.d.s. Make 12 pills. One pill every 2 

Precede by 10 gr. Pot. Iodide. hours until relieved. 

The subcutaneous injection of a pint of saline, under the skin of 
the abdomen, has been of great ^nefit in some cases. Sec also 
Plumbism. 

RENAL COLIC— i-ee Calculi. 

COLITIS 

This may be ulcerative or muco-membranous, and the first 
named may be acute or chronic. 

As dysentery is immensely more common in India than non- 
dysenteric colitis, it must be rigidly excluded before the latter is 
diagnosed; sprue and salmonella infections must also be excluded, 
(fl) The stools are examined carefully and if need be repeatedly, 
(fc) A sigmoidoscopy is performed. 

< (c) Anti-dysenteric treatment is given; it will often be found that 
a combination of emetine and sulphaguanidine, followed by 
a course of Carbarsone or Siovarsol, produces marked 
improvement. In the ulcerative type, penicillin, given as 
described under Amocbiasis, should always be tried if other 
measures fail. {See also Dysentery.) 

Acute ulcerative colitis is wealed on the same lines as dysentery, 
but if it turns into the chronic variety and the measures already 
advocated fail, other means must be tried, the most successful being 
daily bowel washes with 1 ; 1,000 silver nitrate, following an alkaline 
wash-out. If the condition is still resistant, appendicostomy may be 
done and the bowel washed out from above. Removal of the colon 
is not advised, but a high colostomy has sometimes been performed 
in order to give rest and cleanliness to the bowel below. Occasionally, 
syphilis affects the colon. 

MUCO-MEMBRANOUS COLITIS.— 

This is a disease of constipated, debilitated, middle-aged women 
and has been, variously considered as a neurosis, an infection, an 
allergic condition, an avitaminosis or the result of the laxative 
habit, and treated correspondiogly. 

It is characteri 2 ed by the passage of muco-membranous casts, 
•which often more or less coat the constipated stools. The colon is 
generally thickened and often tender. 

Treatment of the neurosis comprises psychotherapy, bromides 
and Oestroform. Constipation is helped by liquid paraffin and bowel 
washes. Diet should be soft and non-residue forming, eggs, meat, 
,mi!k and sugar being allowed and coarse food with much residue 
forbidden. 

Hyoscyamus and belladonna are useful for the colicky spasms, 
e.g. (Lockhart-Mummery) : 
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B Tinct Hj oscj-Bini . . 
Tincl. BeMadoame 

Sod Bicarb 

Tinrt. Zingbens 
SpinC CUorofornm 
Aq MratlL Tip ad 

Ld-S. 


ri 30 
m 6 

Cl 

El 15 
El 

Sj 


COLLAPSE AND FAINTING 

Keep the patient’s head low; if be — or, more generaliy, she — is 
sitting, pnt the head between his knees. If the jatient is on the 
ground, leave biTn there and raise the legs. Loosen tight clothing 
and g^^e fresh air. 

Effective remedies are sal volatile, neat spirits and smelling salts. 


COLON, CARONOALA OF 

If detected and operated on at an early stage the results are 
excellent as cancer of the pelvic colon is often of a very favourable 
character as regards its malignancy; invasion of the surrounding 
struciures bring slow, and tthere is no great tendency to recur. 
Therefore, all patieats with s>inpioms that might point to carcinoma 
of the colon should be carefuDy evamined with X»rays and a barium 
enema, and the sigmoidoscape. DivciticuUTis may closely simulate 
cancer. 


COAU 

CAUSES.— 

1. Injuries to the Head. 

2. Cerebral Lesions: 

(1) Cerebral Haemorrhage. 

(2) Cerebral Embolism. 

(3) Cerebral Thrombosis. 

(4) Cerebral Tumour. 


(5) Cerebral Abscess. 

(Q Cerebral Sj'philis. 

(7) Meningiiis. 

(6) Thrombosis of the Cerebral 
Sinuses. 

Other Lesions of the A’mour Syziertv 


(1) Epilepsy. 

(2) General Paralj-sis 
the Insane. 

4. Toyna 

(1) Uracmia. 

(2) Diabetes. 


of 


(3) Multiple Sclerosis. 


<3) AkohoL 

(4) Narcotic poisoning, such as 
opium, carbobc and. etc. 


5. General Diseases: 

(1) Cerebral Malaria. 

(2) Acute Yellow Atrophy. 

6. HeaS’Strdke and Exposure to Extreme Cold. 

7. From great Museular Esxrtion, 

For treatment rtfer to each condition. 


(3) Ulcerative Endocardiris. 

(4) Typhoid, 
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COMEDONES— iSfe Acne and Pimples. 

COMPRESSION, CEREBRAI^fc Head Injuries. 
COMPOUND FRACTURES — See Fractures. 

CONCUSSION, CEREBRAL— Head Injuries. 
CONDYLOMATA OF ANUS— See Anus. 

CONGENITAL DISLOCATION OF THE HIP 

As a rule the condition is not suspected until the child begins to 
stand and walk. Up to six years in unilateral and five years in 
bilateral, treatment by manipulation may give excellent results. 
After this time it will be necessary for the muscles to be stretched 
before reduction, the limb being put up in plaster of Paris. 

CONGENITAL PYLORIC HYPERTROPHY 

The patient is generally a boy about three weeks old, and often 
the first child. The usual history is that he did well for the first week 
or two and then began bringing up his feeds; sometimes changes of 
food have been tried, which seemed to suit the patient for two or 
three days, after which the vomiting began again. Occasionally, the 
trouble begins in the first or second week, but very seldom after the 
sixth. Constipation is constant. 

DIAGNOSIS.— The child is examined while it is having a feed, 
when three things are observed: (a) waves of peristalsis are seen 
passing across the stomach from left to right, trying to force the 
food through the pylorus; (b) if the surgeon’s fingers, which must 
be warm, gently palpate the child's epigastrium, a lump about the 
size of an ordinary grape will be felt, sometimes up under the 
liver, to the right of the midline; (c) after a while the child vomits 
and the waves of peristalsis may— or may not — be seen going from 
right to left. The characteristic of the vomiting is its projectile 
character, the feed being shot out of the mouth with some force. 

TREATMENT. — It is better to operate too early than too late, 
and surgical treatment must never be delayed until the child has 
become starved and dehydrated. Children under four weeks generally 
require operation. 

Medical treatment 

(o) Give Eumydrin (atropine methylnitrate) 3-5 c.c. of a freshly 
made 1:10,000 solution half an hour before each feed. This 
may cure the trouble if it is not very severe. Syntropan, 
Trasentin and Propinan are used s imila rly, in accordance 
with the dosage on the packet. If none of these preparations 
is available, Tmct. Belladonme, half to one minim in half a 
tcaspoonful of water may be given half an hour before each 
feed, and continuously increase, but as the “relaxation dose” 



100 O’Meara’s ^Ieihcax. Guide 

aloes, cascara and senna; they ha« the adwotags that they do nrt 
act xmtfl they reach the large bowel, so if the>’ are taken at night 
they take effect in the morning. 

The following bed-time pills are effective : 

E Dry Exlract of Aloes 

„ „ Hyoscyamas 

„ NaxVonuca 

„ „ 'ni>To5<l, A qmner of a sraifl of each. 

B Caloinel 
Podophyllm Besia 
Extract of BeBadoena 

„ No* Vormca, A qnanef of a gnin of caca. 

B Pheaolphthalda 

Dry Eniact of Cascara, Two giaias of each. 

Calsalettes (Torbet Lactic Oat Co., Edinburgh) are a fasourite 
prescription of the writer’s, the dose b^g one or more at bedtime; 
other good laxati''es are TaxoL Cascara Ex-acnanl, Luen, etc. 
Senna pods suit many people, the usual number being six to ten; 
they may be allowed to soak in cold water aH day and drunk at 
tu^t or made with boiling water at taght and taken after waking 
for 10 minutes; the latter method is more hkely to cause gri^g. 
CONSTIPATION IN CHILDREN 
This is a most important condition. Habitual eonstipation in the 
adult is often the result of bad habits formed at sebooL the child 
not taking, or not being ghTo, sufBcient time for the daily opening 
of the bowels. The bowels can be taught to act daily at any 
time, and this habit should be encooraged in ex cry child. An effidrat 
child’s nurse will so train an infant that, after the early months, the 
napkins are seldom soiled. 

In treatment, do not dv-e purgatixTS to the mother whh the idea 
that an aperient effect will be conx'eyed to the child by the mother’s 
milk, as tins c^od b useless. Absolutely foibid the use in the 
nursery of enemas and suppositories of any kind. Axoid sexure 
purgatixts, as the subsequent constipation is always more difficult 
to treat. Massage along the line of the colon "is most nsef j. If druzs 
are necessary, tty Syrup. Senna. Polv. Glj-cyrrh. Co. or aloes at 
bed-time. The following prescriptions are recommended by 
Hutchison : 


ConsTipatwn vi Bottle-fed Babiei 
E Soda Pbosphaie, 5 to 10 p. added 
to each feed. 

E Sulphur, J gr, 

E CoTifecuonSulphuT, half-teaipooo- 
ful, if motions an bard, aod 
p ax se d with difficulty and tcaes- 

mtii. 

BTr. Podophjffia, 1 to 2 Cl. when 
motjoia are white, ebaUry, and 
fmble. 


. Conaipationia Breast-fed BoUet 
EThddMasneu .. .. 3j-*v 

Constipation in Older Cfaldrm 
BStxLSalpE .. .. Tij 

Tr.Aloes .. .. I5 

Syiup. Sencae .. .. 3** 

EPuJv. Rhri .. gr. 5!oJ0 

Hydraty. enm Crtta . . gr. 1 
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Chronic Coujllpathn 

H Tr. Aloes . . . . lH, 3 to 5 

Sod. Sulph gr. 10 

Tr. Delladonnae . . . . . . . . It], 1 

Syrup. Ginger (or Syrup. Sennae) . . . HI 20 

AQuam Menth. Pip. ad . • 3j 

Costiveness may result from dryness of the stools from too little 
fluid being taken, therefore plain water or barley water should be 
taken between meals. Once a mild catarrh of the bowel is set up 
for any cause the faecal masses are covered with slime and the 
bowel contractions slip over them without being effective in ex- 
pulsion. 

Unsuspected hypothyroidism is occasionally the cause of chronic 
constipation, especially in children. 

CONTRACTED PELVIS— Obstetrics. 

CONVULSIONS, INFANTILE 

The causes of convulsions arc: 

1. Epilepsy: 

10 per cent, of cases of epilepsy begin as convulsions in 
infants. (Cowers.) 

2. 7‘o;cic; 

(a) The onset of specific fevers, taking the place of the 
rigor in the adult. 

(b) Malaria. 

(c) Uraemia. 

3. Re/lex Irritation: 

Gastro-intestmal— food or worms. Colic. 

4. Gross Lesions of the Brain: 

(а) Meningitis — various forms. 

(б) Cerebral haemorrhage, tumour, abscess, syphilis. 

(c) Infantile hemiplegia. 

5. Diseases of the Nervous System and Heat-Stroke. 
TREATMENT. — The immediate treatment is the same, no 

matter what the cause. Place the child in a hot bath, with or without 
mustard, and give chloral, gr. 3, per rectum, in a child under 
6 months ; if the convulsions are severe and continue, give a few 
whiffs of chloroform or an inhalation of amyl nitrite. Emetics are 
never advisable. 

TO PREVENT RECURRENCE. — Careful attention to feeding; 

viz required, cVdswal » bt%\, awd Vs more tV^Vwvt 

than bromides, or the two may be combined : 

E Chloral. Hydras gf. tV 

Sod. Bromidi . . . . . . gr. 2| 

Syrup. 1T( 20 

Aquam ad . . . . . . . . 3j 

Reflex causes of irritation such as rickets, nasopharyngeal ob- 
struction, worms, phimosis, eye and ear trouble should be attended to. 
CORNEAL ULCER— Eye. 
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aad z cfOTvine icspiratioa takes pJacc. Trsataest of the attack is 
to thrcj«- cold in tbr child’s face; fuiihcr anscks nay b= 
pre%Tnted by sndi a mixture as: 

B Cblc^ Hydrat. £?- 1 1 

Sod. Brosui 

Tfect. Bdliioanae .. -- •• •• H.* 

SjTSJp. Sr?np L ad 

Injections of «~atrtTTiT' should also be fitscn, and it is essential to 
treat the cansatise rickets, 

LARYNGITIS STRIDULOSA.— This is a form of cishl terror 
and occurs in nscravs children beri^een the acK of 3 and S j’cars, 
usually svhen they are ill from sorse such cause as bronrfutis or a 
common cold. Sometimes the chSd has an asthmatic tendency, 
sesmedmes it is constipated, sometimes it has enlarged tonuls or 
adenoids, and wry often it had s large meal before going to bed. 

Treatment . — The attack is best combated b>' hot applications to 
the neck and comforting words to the ear. Riesuntion conrists in 
treating the caose, if it can be discovered, and the administration of 
some soothing remedy at bsdtiaje, such as Gardenal grain* 
or a cidoial, bromide and beliadoona mixture. 

CATARRHAL LARYNGmS.~Tlus is usually secondary to 
isSammatioa or catarrh of tbs nasophatyex. Trstmest is by 
staam-oim-Tmct. Beezom. Co. 'inhalations, and the admimstratioa 
of sulpbonamides, or in severe cases, of pesiciOin. 

DIPHTHERITIC LARYNGITIS.— This is suspected if the diHd 
IS obnonsly ni, tf membrane can be seen is the pharynx or if thsrr 
ts a bloody discharge from the nose. 

Treatment . — Gire 20,000 units oT diphtheria asmoxia as soon 
as real suspicion arises. Swabs are then tabes and firmer treatment 
carried out as for diphtheria. If the condition is serious, tracheotomy 
may be required. Other causes of croup are early whoopdng-cough, 
foreign b^y, pay^Uoma of the larynx (not very uncemmea), 
congenital sjphilis, trauma from hot or irritating as from 
sucking the spout of a steam kettle, eidarged thimia ^nd, retro- 
pharyngeal abscess, tuberculous mediastinal and, occasionally, 
laijTig^ tubereulosis. 

CRYPIORCHISM — See Testide, Undesceaded. ’ 

CUPPINC 


Cuppnng » u^ for the rdief of inSamaatien b)- drawing blood 
away from the inflamed area. There are two kinds: 

0) DRY CUPPING. — In this the blood is only drawn to the 
sur f a ce, acting as a counter-irritant. 


(2) 'WET CUPPING.— The blood is drawn from the bodv, 
acting as a counler4iriranl and depietaEj. 

The skin is washed and dried brfore application. 

DRY COPING.— The edge of a snail thick glass is smeared 
wrih Vaseline, a small jaecs of blotting paper soaked in methylated 
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spirit is lighted inside the glass, which is then inverted, and firmly 
placed over the part to be cupp^. On account of a partial vacuum 
being formed, the soft tissues are drawn into the glass and become 
deeply congested. To remove the glass, press the finger under the 
edge, when the air rushes in. 

WET CUPPING. — ^This is done in exactly the same way, except 
that the skin is scarified just before the cup is applied. As much 
blood may be withdrawn as desired. 

CUT THROAT 

Generally suicidal, rarely homicidal, and usually deeper on the 
left side, but as the head is thrown backwards when the cut is made, 
the trachea and larynx are injured while the great vessels escape. 
Unless there is serious haemorrhage or respiratory difficulty, give a 
hypodermic injection of morphia. 

Haemorrhage has generally stopped by the time the patient is seen, 
and treatment is directed to preventing asphyxia, by removing blood 
in the lower part of the trachea and bronchi by suction through a 
soft catheter; tracheotomy should be performed if respiration is 
much embarrassed; if the trachea is wounded, a tracheotomy tube 
should be introduced through the wound. 

As soon as respiration has been relieved and haemorrhage 
arrested, a dressing should cover the wound, and the head be ^ed 
in the fiexed position, the patient sitting up. 

When the patient has recovered from shock, the divided structures 
should be accurately sutured under an anaesthetic. The hypoglossal 
and recurrent laryngeal nerves are frequently divided. Special care 
must be taken to suture wounds of the larynx and trachea accurately. 

The shock may be out of all proportion to the severity of the 
wound and necessitate intravenous saline. 

Great care is necessary m the after-treatment, the mental condition 
of the patient requiring special nursing care. 

CYSTITIS 

Cystitis is commoner in women than in men, partly because they 
have a shorter urethra, partly because they become pregnant and 
partly because they are more constipated. In men, there is often 
some cause such as stone or enlarged prostate. Many cases in both 
sexes are associated with pyelitis. The usual organisms are B. coU 
and the staphylococcus, often together. The leading symptom is the 
fiequenS. awl painful passage of sna.ll quantities of usine wlaeb 
contains blood or pus. 

TREATMENT. — Pain and strangury are best relieved by local 
hot applications and by some such mixture as the following: 

B Pot. CU or ?fl 

Sod. Bicarb | aa gr. 20 

Tinct. Hyoscyami 31 

Tmct. Belladonnae Il^ 5 

Aq. Menth. Pip. ad Sj 
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(2 or. by weieht of DJ).T.). Thus 1 lb. D.D.T. ^viU 5“®“^ 
one spraying of 8 quarters, and I ton for approximately 18, UW 
quarters. In order to cos’cr an absorpti^c surface properly, it is 
advisable to dilute the 5% emulsion with an equal quantity of water 
and spray at the rate of 4 c.c. per square fooL 
When dealing with a mosquito which rests in cowsheds and oihw 
animat faouses as w^ll as io human dnellings, these must also be 
treated in the above manner. 

It is most imporunt to spray all local habitations within hall a 
mile of the quarters to be protected so as to destroy mosquitoes at 
the site where they become infected. 

Apparatus used . — Stirrup pump, MJ.S.H. spra>cr (the continuous 
pressure hand sprayer designed at the Malaria Institute of Into), 
knapsack sprayer or petrol-dnvcn power spraj'cr. Nozzle orifice 
should be at least ^ inch in diameter but should not exceed ^ inch. 
Fine atomization is not required. The rule is to spray to wetness, 
stoppmg short of the stage when the fluid begins to run off the 
surface. The nozzle should be held about 1 foot from the surface 
treated. A fine wire gauze should be inserted behind the nozzle or 
stopcock. 

(u) For outdoor spraying. — D.D.T. is applied as a 5% oily solution 
or water emulsion at the rale of 1 to 2 gallons per acre. 

The whole surface of the ground and all likely resting places 
within the area to be protect^ and foi a belt of at least ^ yards 
around must be spraj-ed. The rationale of this -method is to destroy 
mosquitoes on their way to and from their breer^g places and the 
source of their blood meaL 

Apparatus used.— Sztae as above. It may also be sprayed from 
ain:raf:,attherateofito 1 gallon per acre, as an emergency measure 
during military operations. It is unlikely that this method will tver 
come into general use for civil purposes for a variety of reasons. 
First, It is a very uneconomical me^od of aj^licauon, using up a 
much larger quantity of D.D.T. than would be required for treating 
a similar area from the ground. Secondly, it is less certain than 
ground spra>ing because a slight change in the Erection of the 
wmd or lack of judgment on the part of the pflot may cause part of 
the area to be nussed. Huidly, iu indisciiimnate use may result in 
the destnicuon of insects which are useful for pollination of plants, 
or which prey on other harmful insects. 

B. AGAINST LARVAE OF MOSQUlTOES.—D.yy.T. can be 
used as a dust but this is a w-asteful method. It is usually applied as 
3 5/i oily solution at the rate of 1 quart per acre (160 gallons of 
spray or 80 D.D.T. per square imle). It is effective for all tvpes 
of bre^ng places, even if covered with vegetation, but if this is 
dense it may be necessary to increase the dosage. There is a danger 
, accustomed to oiling will apply too great a quantity of 
D.D.T. if us^ m a strength of 5% and it may be necessary to dilute 
the solution fuithtr, to J-1%. D.D.T. does not destroy the ems of 
mosquitoes. ■' ^ 
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Apparatus used . — As for outdoor spraying against adult insects. 
D.D.T. may also be applied by means of a drop bottle (beer bottle 
with a perforated cork and quill) or by throwing sawdust or plaster 
of Paris pellets soaked in D.D.T. solution into breeding places. 

C. OTHER USES OF D.D.T . — For indoor application against 
flies and for the destruction of bed bugs, oily solutions or watery 
emulsions are used as for residual cITect against mosquitoes. For 
outdoor use against flies breeding round latrines, in manure heaps, 
etc., it is usually applied as a 1% solution. Against lice it is used us 
a powder (5% or 10% in china clay, laic or pyrophyllite*) or by 
impregnating clothing with D.D.T. dissolved in white spirit up to 
1% of the weight of the garment. 

D. PREPARATION OF SPRAY.— 

(1) For oily solution, 8 oz. of D.D.T. is dissolved in 1 gallon 
of oil (kerosene 3rd quality, fuel oil, diesel oil, crankcase oil or 
malariol). The mixture must be stirred at intervals to ensure proper 
solution. This may take 24 hours or longer, but may be hastened by 
placing the containers in the sun. 

(2) To prepare an emulsion concentrate, dissolve D.D.T. in 
toluene, turpentine or medium kerosene extract to make a 20% 
solution. For use, add 3 or 4 parts of water to one of the concentrate. 
Shake thoroughly. 

E. PRECAUTIONS.— It h not essential for the operator to use a 
mask, although for indoor work with a petrohdnven sprayer it 
may be found necessary to wear goggles and tie a piece of muslin 
over the mouth and nose. Continuous contact with an oily solution 
of D.D.T. is, however, said to be harmful, and therefore the wearing 
of clothes soaked with this over a long period should be avoided. 
Containers should not be filled more than two-thirds full, and 
sprayers (especially knapsack sprayers) should be frequently 
inspected to ensure against leakage. Neither solutions, emulsions 
nor dusts containing D.D.T. should be sprayed over foodstuffs. 

All spraying apparatus must be flushed out with water after each 
day’s work to avoid damage to hose and blockage of nozzles by 
crystals of D.D.T. 

DISCUSSION. — D.D.T. is a very remarkable insecticide and is 
likely to prove an exceedingly valuable weapon in the hands of 
Civil Health Departments in their fight against insect-borne diseases. 
Unfortunately, however, it has been too widely publicized while it 
is still in the experimental stage and before Jts potentialities fos 
good and evil have been fully worked out. There are many pointr 
yet to be determined, such as the technique of spraying, the optimal 
concentration of the spray under varying circumstances, the best 
type of apparatus for the purpose, and the length of the interval 
between sprayings. This last is a most important point and the 
evidence at present available su^sts that it will vary very con- 
siderably according to different local circumstances, e.g., climatic 

• Talc — hydrous magnesiumsilicate; Pyrophyllite — aluminium silicate. 
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condiiioas, the type and spedes of insect against svhich the opera- 
tions are aimed, the type of dwelling sprayed and the material of 
which the wails are constructed. tn tn ^r- 

One pomt is already abundantly clear, namely that D.D.r. 
cannot be applied effectively and safely at the present suge exce^ 
by trained staff workmg under constant, expert supervision. K 
cannot be too stronsly emphasized that in the hands of untrained 
personnel it is likely to prove not only ineffective but actuauy 
harmful, and its indiscriminate use is likely to bring it into dis- 
credit This would be disastrous, since its potentialities as a weapon 
for combatmg disease are undoubtedly very great. 

The extent to which D.D.T. will be used in India for civil purposes 
depends very largely upon the price at which it will ullimatdy be 
placed on the market. There is as yet no reliable information to 
hand on this most vital point. It appears at present as though watery 
emulsions will prove at least as effective as oily solutions, possibly 
even more so, and this should make the method less costly besides 
doing away with the pilfering which always goes on when kerosene 
is used as a diluent for insecticides. 

A great deal of experimental work is in progress both in Great 
Britain and elsewhere with a view to producing substitutes for 
D.D T.. which IS protected by patents issued to Messrs. Ceigy & Co. 
One such preparation, known as Gammexane or 666, is now being 
manufactured by Imperial Chemical Industries, Ltd. This U said 
to be many times more powerful than D.D.T. in its immediate 
lethal acuoo though its residual effect is not so persistent. It is 
fortunate that D.D.T. is not likely to be left without a rival, as this 
will DO doubt prove a potent factor in bringing down the cost of 
It and similar insecticides to a price which may bring them within 
the purcl^suig power of ihe genera! public. 

In the above account no mention has been made of the use of 
D.DT. for agncultural purposes. It is expected that D.D.T. will 
eventually be used extensively in this sphere, but here also a great 
deal of preliminary experimentation is rcquii^. The dangers which 
may ensue from the indiscriminate use of D.D.T. in agriculture are 
illustrated by a recent incident in California, where it was applied as 
a spray to some apple trees. AH insects were killed except the red 
spider mite, one of the most dangerous enemies of the crop, which 
appeared in greater numbers than ever after the application of the 
spray. 

It is probable that the use of D.D.T. will be restricted to certain 
crops and that it will be applied in combination with other vasccti- 
ades. For agricultural purposes, emulsions are more suitable than 
oily solutions on account of the possible deleierious effect of oil on 
vegetation. 

DELHI BOIL — See Leishmaniasis. 

DENGUE FE\XR 

. Dengue and Sand-fly fever arc very closely related. In both the 
virus IS mterable and ultra-microscopic; in the former it is conveyed 
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by a stegomyia mosquito, which bites a patient during the first 
three days of his attack, but it is only after about I ! days that the 
mosquito becomes infective, but then remains infective for the rest 
of its life. As regards treatment there is no specific. Quinine is 
useless and only increases the headache. Give complete rest in bed, 
with hot applications to the joints, and aspirin internally for the 
pain which in some cases may be so severe as to require morphia. 

DENTAL SURGERY 

By Ivan S. Spain, L.D.S. (Eng.), 

Dental Surgeon to the Norfolk and Norwich Hospital 

In the course of medical practice, the physician and the surgeon 
frequently come across cases which dir«rtly or indirectly can be 
traced to dental disease, or, at least, aggravated by it. It is the object 
of the writer of this article to classify these and to suggest a means of 
diagnosis and a method of treatment. It is assumed that a dental 
surgeon is not easily available, and that the provisional treatment, 
at any rate, must be undertaken by the doctor himself. 

These conditions can be divided into three heads: 

(1) Conditions purely dental in origin and symptoms, 

(2) Conditions, general in symptoms, of direct or indirect 
dental origin. 

(3) Conditions of the mouth and teeth, which are caused by 
general illness or constitutional derangement. 

(1) CONDITIONS WHICH ARE PURELY DENTAL 

(fl) Neuralgia, which may be simply toothache, or referred pain 
from a tooth. 

(b) Swellings in or about (he maxilla or mandible, with or without 
pyrexia. 

(c) Fracture of teeth and jaws, due to traumatism. 

(o) SIMPLE NEURALGIA OR TOOTHACHE 

In simple neuralgia, which is toothache, and is confined definitely 
to one tooth, the tooth in question will be found to be either carious 
or tender to touch. The pain is caused either by food or caries 
irritating a live pulp, or by infection and inflammation of the 
periodontal membrane caused by a pulp which has died and become 
septic. 

In the first case, the tooth, in general, is not sensitive to touch, 
and a dressing of oil of cloves or pure carbolic acid on cotton- 
wool in the cavity, will usually afford relief. 

In the second case, the whole tooth will be sensitive, and will 
seem to the patient to be raised up in its socket, and actually may 
not be carious, although it usually contains a large filling. Extraction 
is the only successful treatment. 

In both these cases, pain is frequently referred to other teeth, 
upper or lower, on the same side of the head. This invariably clears 
up when the offending tooth is treated or removed. 
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REFERRED NEURALGIA OF DENTAL OWGDI.— "nie 
cases in which the patient complains of neur^gia in tbs 
ninning from the jaws to the car, temple, or in ths ^pra-oroiial 
region, are, in ninp. cases out of ten, dental in origin, and are ii^ally 
caused by a dental pnlp which is degenerating— *sonietitnes undw a 
filling in a tooth alrady carious, or from an unj»ctsd tooth 
IS prKsing on the root of the tooth immediately in front of iL The 
diagnosis in these cases is much more difficult. 

Briefly, the pain from an upper mobr is lefeired to the temme 
and round the orbit, and, quite frequent!)', into the teeth in the 
low er jaw, hut not to the car. 

The piin from a lower molar or premolar is most fr^uently 
referred to the ear, the temple and the teeth of the upper jaw, but 
rarely to the orbit Rarely, if csrr, is pain referred to the other side 
of the face. 

The prin from the incisor teeth is more local, running along the 
jaw and to the ej-e, bnt rarely to the temple or the car. \Mth impacted 
teeth, the pain may not be felt in the teeth at all, being raerred 
in toio to the other branches of the facial ntrrcs. These teeth are 
nearly always the lower or upper third raolats- 
For diagnosis, the teeth sbonld be tested individually with heat 
or cold, and any tooth responding unusually should be suspected. 
Impacted teeth can frequently be detected only by radiographic 
examination. 

As m simple cases of neuralgia, the extraction of the offiendlflg 
tooth, when found, gives instant r^ef. It is weU to remember that 
it is most unusual for two teeth to be affected m this way at the same 
time. If, therefore, the padentcompiauis of pain on both sides of the 
face, causes other than dental should be suspected. 

(6) SWELLING IN OR ABOUT THE MOUTH WTTH OR 
^VITHOUT PYREXIA 

G) Simple dental alveolar abscesses from teeth, in which the pulp 
has died, or has been previously devitalired. 
fii) Acute swelling, not in contact with the teeth. 

(fl) At the angle of the mandible extending down the neck with 
more or less trismus, caused by an impacted wisdom tooth. 
(f>) Submaxillary ccUnlitis from any absc«sed lower tooth, 
fiii) Cj'sts of dental origiiL 
(iv) Tumours, benign or maCgnaoL 

(0 SIMPLE DENTAL ALVEOLAR ABSCESSES —The patient 
will pve a history of intense and increasing pain in one or more 
teeth, followed, in a few days, by a swellme, and an abatement of 
the pam. The glands will be affected, the tongue furred, and a 
slight nse of temperature may be noted. The patient usually feels ill 
and IS constipated. Sahvadoa is increased. A largely filled or badly 
decayed tooth Is noted, which is lenderto touch or tap. On extraction, 
pus is usually evacuated and the condition clears up in a few days. 
In severe cases, which have been some time without treatment the 
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swelling, particularly if arising'frora teeth in the lower jaw, may 
point externally and either burst or require opening there, leaving a 
discharging sinus which will not clear up until the tooth is extracted. 
(7/1 all cases of simple alveolar abscess, fomentation on the outside of 
the face should be avoided.) 

(ii) ACUTE SWELLING. — If the swelling is caused by an 
impacted tooth, usually a lower wisdom tooth, the history is longer, 
or the history of previous attacks of lesser severity is usually 
obtained. The swelling extends to the neck, and more or less trismus 
occurs through the infiltration of the masseter. Pus can usually, 
but not always, be seen welling up from behind the last visible molar 
tooth. The severity of these attacks varies greatly, and some even 
terminate fatally. 

If possible, the wisdom tooth should be extracted, but if this is 
not practicable the tooth in front should be removed and the 
condition \vill usually resolve. In any case, the loss of the second 
molar will facilitate the removal of the impacted wisdom tooth. 

An upper wisdom tooth rarely causes swelling through being 
impacted, although it may cause considerable neuralgia through 
pressure on the roots of the second upper molar. 

A swelling sometimes may be seen on the actual palate, situated 
usually about one inch back from the incisors near the middle line 
or even in the soft palate. There is a short history of very intense 
pain, which may not be definitely felt in one tooth. 

Althou^ this swelling may arise from the palatal root of molar, 
it almost always arises from a lateral tooth which is dead and septic, 
it may be necessary in addition to the extraction of the tootn to 
open the palate freely in order to drain the abscess. 

(iii) CYSTIC SWELLING.— The third form of swelling found 
in the jaws is that which is cystic in nature, arising from the root or 
roots of teeth or that arising from ao unerupted tooth. 

In cither of these cases, the history is one of very slow growth, 
six months or more, with complete absence of pain. The swelling 
which is formed inside the external plate of the alveolus extends this 
plate, and thins it, so that in many cases typical “egg-shell crackling” 
can be felt on palpation. 

These cysts may occur anywhere in the jaws and may grow to a 
very large size, pushing back the inner wall of the antrum in the 
maxiUa, or absorbing the body of the mandible until it is 
dangerously thin. 

If possible, these cysts should be dissected out whole with the 
lining intact. Where Uiis is not possible, they should be opened 
freely and scraped, and the cystic lining finally destroyed by the 
application of pure carbolic acid. 

The packing of these cysts is, in the writer’s opinion, not usually 
advisable, particularly if the cystic wall has been completely removed. 
The cavity should be irrigated with weak antiseptic daily. Healing is 
usually slow, but uninterrupted. If the cyst be found to involve the 
antrum, free drainage should be ensured until no further discharge 
occurs. 
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fiv) TUMOURS, BENIGN AND MALIGNANT.— TTie rarious 
tumours occurring in the mouth, dther bemen or malignant, hardly 
come under the beading of dental surgery, and need not be discussed 
here. 

(c) FRACTURE OF THE TEETH AND JAWS 
The diagnosis of fractures of the mandible and maxilla is, as a 
nile, not difficult. , 

The mandible usually fractures either at the canine fossa or at 
the angle just behind, or sometimes through the socket of the 
loiter uisdom looti Fractures in the jaws are nearly always com- 
pound, and mo\emenl of the two fragments can be al«a)'s fclL 
This mo%ement and the disarrangement of the ab'gnment of the 
teeth are a sure guide to diagnosis. 

The immediate treatment is to reduce the fracture, as far as 
possible, and, by means of a four-tailed bandage and a stiff chin pad, 
to render the lower jaw immobile against the upper teeth. 

As soon as possible the teeth on either side of the fracture should 
be wired together. The mouth should be irrigated from time to 
umc with hydrogen peroxide, as these conditions frequently 
become septic. 

When the patient is edentulous and is wearing artificial teeth, 
should these plates be uninjured, they can be used as a temporary 
splint with a four-tailed bandage. 

Fragments of broken teeth at the site of the fracture should 
always be removed, but any teeth which can be lefl should be 
allowed to remain. 

The diagnosis of fractures of the angle is more difficult without 
radiographic examination. Difficulty of opening and closing the 
jaw^, swelbng at the angle, and manipulation are the only means of 
diagnosis. These fractures are frequently not compound. 

In these cases, a four-tafled landage. used as in the previous 
cases, should be apphed, and sfaoidd there be much displacement of 
the ascendmg ramus, surreal wiring of the fragment is the only 
successful treatment, but should only be resorted to if other 
treatments fad. 

Fracture m the superior maxilla is a less frequent occurrence and 
is nearly always hmitcd to the alteolar bone and its accompanying 
teeth. The teeth, with the fractured portion, should be prtss^ back 
into place and held in position by some kind of splint 

All these cases of fracture sbould be refened to a dental surgeon 
as soon as possible; the sooner an efficient dental splint is fixed 
the greater is the chance of successful union. 

(2) GENERAL CONOmONS IN SYMPTOMS OF 
DIRECT OR INDIRECT DENTAL ORIGIN 
The various general diseases whicb base been attributed to sepsis 
in the mouth, from lime to time, arc so great in number that it is 
hardly possible to refer to than all in this short article. Briefly, in 
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any complaint which may have as its cause or aggravating cause 
infection of streptococcal origin, the condition of the teeth or gums 
should be ascertained. This condition can be of two kinds : 

(i) Sepsis, with or without discharge of pus, occurring round the 
necks of the teeth at the gum margin. 

(ii) Infection at the apices of the teeth caused by dead pulps or 
infected root filling. 

(i) In the chronic condition of gum infection, usually termed 
PYORRHOEA, the gums, though frequently slightly swollen at the 
necks of the teeth, are not alwa)fs inflamed, and a definite discharge 
of pus can be detected at the gingival margin, especially on pressure. 
The gums frequently have receded, and the teeth appear to be loose 
in their sockets. X-ray examination shows that the alveolar bone 
has been absorbed between the teeth, forming deep pockets in which 
the pus is formed. 

Streptococcal infection of the gums may be present without pus 
or swelling, but a radiographic examination will show that the 
alveolus is absorbed in a greater or less degree. 

Although a patient may have this condition, and may, for many 
years, be perfectly well, the infection may, at any time, give rise to 
general ill-health. Generally debility, anaemia, indigestion and 
chronic constipation, and many diseases of rheumatic origin, such 
as sciatica, arthritis and fibrositis can be caused or aggravated by 
this condition. 

Although the condition of the mouth may be improved by 
cleansing and mouth-washes, it is advisable, whenever possible, to 
remove all infected teeth ; even those which are suspicious should 
not be retained as, when once the Infection has caused general 
symptoms a very slight residue is sufficient to prevent these 
symptoms From clearing up. 

Even after extraction of all septic teeth some residue of the 
infection may remain in the intestines and the joints and need 
medical treatment before clearing up. 

(ii) The second condition, that is. the APICAL INFECTION, is 
much more difficult to diagnose as there may be no visible symptoms 
of any trouble. It is, however, unusual for this condition to be 
present in teeth which arc perfectly sound and free from decay or 
in those which have only small fillings. Although the patient will 
assure you that all his teeth are free from trouble or special sensation, 
on tapping each tooth, one by one, a distinct difference is usually 
ftlt by him in those teeth which are not healthy. 

An X-ray examination, using small films inside the mouth, will 
always show up the trouble. Frequently, a sinus can be seen opening 
into the gum above the suspected tooth. 

In teeth which are affected in this way, the sepsis and the products 
of the sepsis shut up in the alveolus are absorbed by the blood 
stream, and are thus carried to all parts of the body. 

Iritis, arthritis, nerve deafhess, and many other diseases may 
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follow, shOMld the resistance of the patient become sufficiently low. 
The only course is to extract those teeth which are affected. 

It IS difficult, in the light of our present knowledge, to differentiate 
between the pathological condition caused by OPEN SEPSIS, such 
as pyorrhoea, and what I would call CLOSED SEPSIS, such as 
apical infection, but there seems to me no doubt that sepsis which 
is occluded and, to a certain extent, forced into the blood stream, 
is more harmful than that which, having free drainage into the 

mouth, IS neutralized bythe digestnc juices of thestomach. In time, 
however, the antiseptic powers of these juices being weakened, the 
bactena pass on into the intestines and form fresh foci of infection 
there. 

(3) CONDITIONS OF THE MOUTH OR TEETH 
CAUSED BY GENERAL ILLNESS OR 
CONSTITUTIONAL DERANGEMENT 
Certain illnesses or patholopcal conditions may cause direct 
trouble m the mouth. These are: 

(i) Measles, scarlet fever, smallpox, and diabetes. 

(u) Phosphorus poisoning, mercury poisoning; lead and arsenic 
fyoisoning wili also directly affect the jaws and teeth. 

(i) DISEASE IN THE JAWS AND TEETH FOLLOWING 
MEASLES, SCARLET FEVER AND SMALLPOX is rare, and 
almost always confined to children. The cases are sep' similar 
From four to six weeks after the commencement of the diseases, (be 
gum is seen to be separating from (he teeth, until a large portion of 
the alveolus is involved. Ulceration follows, and the whole of the 
alveolar border, with temporary and permanent teeth, may be 
exfoliated. The oecrosis never involves the body of the jaw. 

The mouth should be kept very clean, with as litilc interference 
as possible, and when any sequestrum is definitely loose it should 
be removed. The patient’s health should in all cases be carefully 
looked after. 

(li) METALLIC POISONS.— 

(a) Phosphorus necrosis may occur in factories where the workers 
are handling phosphorus. The poison is said to enter the alveolus 
via a decayed and septic tooth. Acute infla mma tion of the 
penodontal membrane, together with necrosis of the alveolus, 
follows. Cleansing of the mouth with antiseptics is the only local 
treatment. Surgical interfetence should be avoided. 

(b) Continual absorption, accidental or otherwise, of mercury 
salts will cause inflammation and puffiness of the gums and loosing 
of the teeth— a condition very similar to that described in Vincent’s 
angina. The history of the case is sufficient to determine diagnosis. 

The titatment is the removal of the cause, and the antiseptic and 
astringent mouth-wash. 

(c) In cases of general lead poisoning, a typical blue line 5s seen 

round the necks of the teeth, just under the gum margin. The teeth 
may become sLghtly loose, but the local irritation is usually very 
slight and clears up with general treatment. • 
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(d) Cases of arsenical necrosis m the mouth occur directly from 
a dressing of arsenious oxide, which has been used to devitalize a' 
dental pulp, and which has leaked into the gum margin sloughing it 
away and then attacking the alveolar bone. The necrosis may be 
severe and large portions of the alveolus may come away. If the 
condition is acute the tooth in question should be extracted, and 
the socket and surrounding tissue frequently flushed with a mild 
antiseptic. The necrosed alveolus should be allowed to come away 
by itself. 

The following suggestions as to MOUTH-WASHES may be 
useful : 


For General Sepsis Kith Pus 
B Hydrogen Peroxide 12vols. 

To be used wiih three pjrts of 
warm water. 


For Inflammation without Pas 
(Aslrlnsenl) 

B Potassii Chloratis 3u 

Pulvcris Alummis . .*ij 
Aquam ad .. Sx 


For Pain following Extraction 
Carbolic Mouth-wash and Hydrogen 
Peroxide alternately, or 

B Acidt Caibol. Glacial. .. 3j 
Liq Pot. . • 3j 

Aquam ad .. .. sviij 

Use as mouth lotion. 

For Irrigating Cysts which are 
Non'Septie 
B Glycothymohne. 


THE EXTRACTION OF THE TEETH, WITH NOTES 
ON THE USE AND CONTRA-INDICATION OF 
LOCAL ANAESTHESIA 

The general method of extraction is well known, but a few 
suggestions in regard to the removal of individual teeth may be 
of use to medical men who may be compelled to carry out a task 
which they invariably dislike. Upper molars are best extracted by 
bending outwards, especially the upper third molars, the external 
alveolar plate being always much thinner than the internal, which is, 
in fact, the harder bony structure of the palate. Upper molars 
having two roots, or one root very much flattened should be 
removed in the same way. With upper canines, laterals and centrals 
the roots are single and more or less conical, and can, therefore, be 
rotated in a more or less degree and then extracted outwards. 

In the lower jaw, the third molar is best removed by means of a 
straight elevator inserted below the alveolar margin in front of the 
tooth, and so used as to lift the crown upwards and backwards. 
Forceps should not, as a rule, be used until the tooth is lifted almost 
out of its socket as the alveolar ridge is much thickened in this 
is0t>n. First and second lower molars can often be pressed inwards, 
as well as outwards, to loosen them, and no attempt at rotation 
should be made. 

Lower premolars have nearly always conical roots, and should 
be rotated, and the same applies, in a lesser degree, to lower canines. 
The lower incisors rarely present much difficulty as the external 
alveolar plate is usually thin, but owing to the flatness of the root 
rotation should not be attempted. 

In all cases of extraction the operator should force his instrument 
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More se%cre or chronic cases often clear up 
ointment, which is as follows: 

B Acid. Benzoic. 

Acid Salicjlic. 

Paraff. MoIL ad 


ttiih Wlutfidd’s 


gr. 30 
p. 15 


Chtysarobm or, better, Derobin (Glaxo) is the most useful 
remedy, as follows : 


B Chrysarobm 
Paraff. MoU. ad 


gr.30 

Si 


B DeiotMj (Glaxo) . . 

Aad. Salicjlic. .• 
Hidrarg. Anunoniaia 
1 Carboais Deicrgeoi. 
Paraff. Moll, ad .. 


Either of these should be gently rubbed into the affectrf 
•only, twice a day for about a week. Excesshe reaction is treated with 
calamine lotion and 1% silver nitrate solution. 

In a severe, inflamed case any secondary infection must be treated 
first, with fomentations, calamine lotion or Cibarol ointment 


DIABETES INSIPIDUS 

Large quantities of pale urine containing no sugar are passed, and 
the cause is lack of posterior pituitary secretion. 

The best treatment is with Pituitary snuff, of which about 
40 miiligTainmes are snuffed up the nose three or four times a day; 
alternatively a piece of cotton^wool soaked in Pituitiio or Pitressis 
may be placed m the nose» or the drug may be given hypodermically. 

DIABETES MELUTUS 

This IS one of the few diseases of which it can be said the older 
the patient the ^tter the outlook. 

DIAGNOSIS — The disease k often discovered by accident, in 
which case it is generally not severe — except in a child — but if a 
patient complains of thirst and polyuria and has sugar in the urine, 
he almost certainly has fairly severe diabetes mellitus, and will 
require insulin ircaiment for the rest of his life. 

In a normal pwnon the percentage of sugar in the blood never 
rises above 0-18^, but two types of abnormality exist; the patient 
may be a diabetic, in which ease the sugar rises higher than this, 
passes the renal threshold and appears in the urine; alternatively 
the blood sugar is noimal. but the renal threshold is low, so sugar 
bepns to appear in the urine when its concentration in the blood is 
only about 0*14% or even lower. 

It may be said at once that the latter is not serious, b very much 
rarer than the former, never causes a high pereentage of sugar in 
the urine, and b seldom associated w ith sugar in every specimen of 
urine taken during the 24 hours, those liken before meals often 
showing no sugar. 

Before treatment b undertaken, the patient is ^vmi a general 
examination, hb blood pressure is recorded, hb ^ts are examined. 
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septic foci are carefully looked for, especially in and around the 
teeth and if present, eliminated. Constipation is also treated if 
present. These latter measures in themselves will improve the 
patient’s condition and may even render insulin unnecessary in a 
border-line case. The patient is also instructed how to give himself 
insulin injections, is given information about diet and shown how 
to test his urine. 

Tlie aim of treatment is to steer the patient between diabetic 
coma on the one hand and hypoglycaemic reactions on the other, 
to allow him to eat an ordinary diet as nearly as possible, and 
to provide him with enough nourishment to enable him to enjoy 
his work, his leisure and his life. 

Diabetics are unusually liable to certain diseases, of which 
tuberculosis is the most common, others being arteriosclerosis, 
gall-stones, cataract and chronic and acute sepsis, the last named 
being apt to raise the blood sugar and necessitate a temporary 
increase in insulin dosage. Further, diabetics should not be 
anaesthetized with chloroform. 

BASAL DIET.— This contains the number of calories theoretically 
necessary to keep alive a patient who lies in bed and does not work, 
the number required for this unambitious purpose being 25 calories 
per 24 hours per kilogramme (2*2 lb.) of body weight, or about 
1 calorie per kilo per hour. 

The “large caloric” is the unit, that is to say, the amount of heat 
required to raise the temperature of 1 litre of water 1 degree centi- 
grade. (The interesting deduction seems to be that the human body 
uses heat at about the rate of one degree centigrade per kilogramme 
per hour) 

The number of calories m the diet must be increased by the 
extra amount consumed by the patient in living his normal life. 
Manual labourers require 30 to 40% increase and sedentary workers 
about 25% ; this is known as the maintenance diet. Those who are 
overweight require less and those who are underweight require more. 
Children always require more because they are growing, and they 
always require insulin, otherwise they will die within two years. 

It is not proposed to go into minute and boring details of 
arithmetic, but knowledge of certain simple facts is necessary for 
intelligent treatment. 

A gramme of carbohydrate or protein yields 4-1 calories and a 
gramme of fat yields 9-3 calorics, the approximate figures 4 and 8 
being accurate enough for our present purpose. The usual diet 
given to diabetics nowadays is about a quarter protein, a quarter 
fat and half carbohydrate. In other words the fat and carbohydrate 
calories are equal, and the protein calorics about half of either. 

To take a concrete case; a patient weighs 8 st. 2 lb. = 110 lb. 
= 50 kilos; his basal diet is 25 caloric per kilo = 1,250 calories. 
Add 20% for light sedentary work = 1,500 calories; of which 
protein will yield about 300 and fat and carbohydrate about 600 
each. The weight of food required in 24 hours is, therefore ; 
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300 

Protein: grammes or 2i ounces 

4 

600 

Fat (approx.): — = 75 grammes or 2J ounces 

8 

600 

Carbohydrates : — = 150 grammes or 5 ounces 

These figures are easy to remember, and represent about the 
mtnira at requirement of the hnmao adult. 

For some reason, diabetes is not usually so serious in India as a 
is m countries that take ibcmschts more seriously. Oinically. 
diabetes can be divided into three grades in the adult: 

(1) Slight, controllable by dieting. 

(2) M^erate, requiring insulin and dieting. 

(3) Ses'cre, requinng accurate insuUn dosage and dieting, based 
on Ubomory findings and checked up every’ six months. 

In children there is one grade— severe. 

(1) SLIGHT.— This may be discovered in the course of an 
exammatioa for life insuiaace, but more commonly because the 
conscientious doctor examines Uie urine of a patient «bo complains 
of boOs, of getting easily tired, of passing a good deal of unne or 
volunteers tb^e infomutioo that su^ has been found in his urine; 
he IS often fat and often 'weaSiby. 

(a) Ihjt the patient to bed for 24 bouts on a diet of water, 4-hoiirly 
speciroem of unne bring tested for sugar (see I^boratojy 
Methods, Simple). 

(fc) If there is no sugar in the urine at the end of 24 hours, the 
case can probably be controlled by dieting. If there is sugar, 
insulin will be required, and the case is either moderate or 
sev ere, which are discussed later. 

(c) The next step is to givu the patient a gradually increasing 
diet m the proportions by wri^t of one protrin, one fau two 
carbohydrate, and to watch the effect on lli urine. The 
limit of toleration is reached when the specimen passed Wore 
a meal contains no sugar and that passed IJ hours ^ter 
contains a small amount. If the diet producing efferi is 
adequate for the patient's needs, which are usually between 
2,000 and 3,000 caloriesaday(400-600from protrin, 800-1,200 
each from fat and carbohydrate) all is well and the diet is 
stabilizedat ibis quantity, namely lOQ-lSO grammes (ii-5 oz.) 
each of protein and fat and 200-300 grammes (7-10 oz.) of 
carbohydrate. As it is generally impossible to weich protrin. 
fat and carbohydrate separately, the percentages found in 
various common foodstufls are given in the table at the end 
of this anide. 
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(2) THE MODERATE OR AVERAGE CASE.— If, after the 
24 hours’ starvation in bed, the urine still shows sugar, insulin is 
required, so proceed as follows. 

(o) Let the patient get up and put him on a basal diet yielding 
about 1,500 calorics a day, and half an hour before the 
morning meal and half an hour before the evening meal give 
5 units of insulin. 

(b) Keep him on the basal diet, if necessary increasing the insulin 
by 5 units at each injection, until the specimen of urine passed 
after the morning meal is sugar-free. 

• (c) When this occurs, keep the patient on the same dose of 
insulin, but gradually increase the diet until sugar reappears. 

id) If by now, the diet is insuflicient for the patient’s needs 
increase the insulin by 5 units at each injection until the urine 
is again sugar-free, after which the diet is once more increased. 

(e) This see-saw method is continued until the diet is adequate 
for the patient's needs; it is not so complicated as it sounds, 
and has the advantage of requiring no elaborate apparatus 
or tests; further, it avoids the danger of diabetic coma or 
hyi)oglycaemia and gives a vei^ good approximation of the 
patient's insulin and food requirements. 

if) Perhaps because of the rest given by the administration of 
insulin, the pancreas often begins to secrete more insulin, so 
the urine should be tested for sugar at least once a week at 
the beginning of treatment and it will often be found that the 
dose of insulin can be decreased, and occasionally it can be 
omitted altogether. 

(g) Most average cases do very well on 5-10 units of insulin, 
half an hour before breakfast and the same amount half an 
hour before the evening meal ; a total of 1 0-20 units a day. 

(3) THE SEVERE CASE. — Coma, childhood, complications, 
ketosis, emaciation, severe glycosuria and perpetual thirst are the 
signs of a severe case. 

Coma must be carefully distinguished from hypoglycaemia, 
otherwise insulin will kill the patient ; the points of distinction are 
given later. 

The severe case is best treated in hospital to begin with; the 
principles of stabilization are much the same, but larger doses of 
insulin are given and the increase in dosage is more rapid. Blood- 
sugar estimations are also made. 

Ketosis . — This is due to the presence of imperfectly metabolized 
fats in the blood, which instead of being broken right down to 
carbon dioxide and water, stop at ^-oxybutyric acid, acetoacetic 
acid and acetone. Acetoacetic acid is the most toxic and used to be 
held responsible for the onset of coma, but it is now thought that 
coma occurs because not enough carbohydrate is being broken down 
to satisfy the requirements of the brain. The presence of acetoacetic ■ 
acid in the urine is, however, a very useful indication that coma is 
not far off. As this acid is a powerful respiratory stimulant, it is 
probably responsible for the air-hunger so typical of diabetic coma. 
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DISTINCTION BETWEEN DIABETIC COMA AND 
HYPQGLYCAEMIA 


Diabeiie Coma 

K'arnMg Headache, nausea, abdominal 

jvmptomJ discoTnfoit. vrants to breathe 

deeply 

Probably not having insulin 

Sigtu 

Breathing Deep 

Skin Dry 

Pulse Rapid 

Eyeballs Soft 

Unne Contains sugar, acetone and 

acetoacetic acid 

Breath SmeIIsofacetone(manype<vle 

cannot smell rt) 

Treatment 

Immediate 50-lQQ units of intuUn sub- 

cuuneously with 2&-S0 cc. 
101^ glucose solution intra- 
veoousty If the swallowing 
reflex is present, SO-lOO 
grammes ( 1 1 to 3 oe ) of sugar 
may be given ui water by the 
ttioulh or thrcnigb a stomach 
tube 

Coramine, niVethamWe or 
some such heart stimulant 
Later Repeat insulin, half itutial dose. 

with glucose or sugar in pro> 
ponioft, every 3 hours umu the 
patient IS conscious and the 
unne free or neatly free from 
sugar 

Work out diet and insulin 
dosage 


if>p<jg/ieaem/a 
Tremors, sweating, hunger, 
rawiiness. IN.B.— Patients 

who have had previous attacks 
recognize the symptoms) 
Under insulin treatment 

Shallow 

Moist 

Norma! 

Normal 

No sugar unless present in 
bladder since before causative 
insulin inyection 
No smell of acetone 


SI3-I00 grammes of sugar by 
mouth or 10&-200 c,c- of 10% 
glucose solution intravenously 


Adrenaline or Pituitrin iniec- 
tjons to mobilize liver sugar 
Repeat sugar if there ts any 
sign of returning symptoms. 
If patient ts having auie 
protamine insulia give sugar 
at two-hourly intervals for 
eight hours and take him off 
Z P. Insulin for the lime being 
Reduce and readjust insulin 
dosage, but an uointelligent 
patient or attendant may have 
pven the wrong dose 


INSULIN — "Insulia enables the tissues to store glycogen and 
to utilize glucose as a source of energy; it inlubils the excessiv'c 
formation of glucose from non-protein sources, and by restoring 
carbohydrate metabolism to a normal stale, it arrests the mobiliza- 
tion of stored fat and stops the formation of ketone bodies.” 
(Samson Wnghl) 

Soluble Insulin begms to take eflect within half an hour, the 
maximum being exerted from the second to the fourth hour, after 
which its effect decreases and reaches zero at about the eighth hour. 
It is put up in strengths of 20, 40 and 80 units per c.c. 

Zinc Protamine Insulin is much less soluble, so it does not begin 
to take effect for 3 hours, the msodmum being reached 8 hours after 
injectton and lasting up lU! the 20th or 24th hour. From these facts 
two deductions can be made (I) zinc protamine insulin is injected 
at longer intervals than oidmaiy tnsuhn, a great advantage from 
the patient’s point of view because it often means one instead of two 
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injections a day (2) hypoglycaemia is more likely, a drawback from 
everybody’s point of view. 

In general, it is better to stabilize a patient on ordinaiy insulin, 
two doses a day; when the change is to be made, the evening dose is 
omitted and the same amount of zinc protamine insulin added, in a 
separate syringe, to the morning dose and injected in a different 
place or after the needle has been moved under the skin. The amount 
of ordinary insulin is decreased by about two units a day and the 
amount of zinc protamine insulin increased by the same amount 
until only zinc protamine insulin is being given. 

The maximal safe dosage is usually considered to be 30-40 units 
in 24 hours and the injection is given half an hour before the morning 
meal. If supplementation is required in the evening ordinary insulin 
must be used, otherwise in the early hours of the morning the 
patient may pass from sleep via hypoglycaemia into death. 

AFTER-TREATMENT UNDER INSULIN.— Once a week the 
patient should test his urine with Benedict’s solution; the urine 
should be passed at different times of the day, especially if zinc 
protamine insulin is being used. A slight amount of sugar is no 
drawback, because it is usual for the insulin requirement to get 
less, and if the patient is not passing sugar on any occasion the dose 
of insulin probably can be reduced, otherwise there is a risk of 
hypoglycaemia. 

The patient should always have a few lumps of sugar in his 
pocket or under his pillow to be taken if he feels any symptoms of 
hypoglycaemia, which is most likely after exercise. 

CHILDREN.— The seriousness of the disease has already been 
emphasized. Other points that must be noted are that children are 
more liable than adults to develop coma or hypoglycaemia, so the 
insulin must be carefully adjusted. They also require about twice as 
many calorics per kilo as adults do. Children’s complaints such as 
measles, colds, tonsillitis or influenza may cause quite a large 
temporary increase in insulin requirements. Insulin should be 
injected three times a day in infants, twice in older children ; zinc 
protamine insulin is generally considered unsuitable for children 
owing to the risk of hypoglycaemia. 

PREGNANCY. — The dose of insulin generally has to be increased 
after the sixth month and cut down during the puerperium. Insulin 
does not harm the foetus. 

ORAL TREATMENT. — In spite of flagrant advertisements of 
nostrums with inviting names there is no medicine so far discovered 
which, when taken by the mouth, is of any permanent benefit. 
Synthalin, of which much was hoped, has proved disappointing, but 
as it has the effect of slightly reducing the blood sugar it is occasion- 
ally given in doses of 15 mg. with 5 mg. of Dechohn, three times a 
day on three days in the week. It b liable to affect the liver, causing 
jaundice, and the stomach, cauung indigestion. Codeine phosphate 
is an old remedy which slightly decreases the sugar in the urine and 
was given without real benefit in the days before insulin. 
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OPERATIONS.— The usual method is to gh-e 30 units of insulin 
and 50 grammes of glucose one hour before ojmtion, in addition 
to the usual dosage, if ins ulin b already being gh-en. Spinal or local 
is the next come gas and the teiteturatK, and then 
ether; never give chloroform. 

A/ter-treatmenl . — ^The patient should have his usual dose of 
insulin and should consume about 100 grammes (3 oz.) of glucose 
daily until he is back on his ordinary dieL 
O’Meara recommends the following as a suitable diet for an 
Indian diabetic; 

Early mommg: Milk 12 oz. with a chapati made of almond Sour 
or coconut. 

Soon. Chapati or rice, in moderation, dhal, green 

vegetahles, espec^y spinach, fruit and a small 
quantity of ghee. 

7 or 8 pjn. Curds (Dahl) or milk with a coconut cake. The 
juice of fresh limes should be drunk with water at 
least twice daily. 


TABLE OF PERCENTAGE COMPOSITION AND 
CALORIE VALUE 


T^cdsiuff 

Biscuiu 

Bread 

Batter 

Carrots 

Chapau 

Coconut oil CVsnasesd) 

Dal 

Rgs 

Fnui, dried (a^erase) • 

Fruit, fresh 
Apples 
Apncots 
Bananas 
Grapes 
Mangoes 
Melons 
Oranges 
Peaches 
Pears 
Pineapples 
PoTiegranates 
Fish (as-crase) 

Ghee 

Green segctabies (raw) 
CaVoage 
Cauliflouer 
Cucuirber 
Pumpkia 
Spinach 

Vegetable marrow . 
Jam (average) . . 


froitin 

9 

9 

1 

to 

ai 

12 


Carbo- 

hyirete 


Calories 
per lb. 
1.900 
1.2CD 
3.400 
160 


1.500 
700 

1.500 


04 os 

l« 0 

1 5 ID 

1-3 ID 

0-6 04 

05 0 

08 02 

07 0 1 

lO OS 

OS 03 

1*5 1 5 

30 5 

1 8S 


2 

0 75 

1 
3 
1 

05 
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TABLE OF rEBCENTAGE COVtPOSlTION AM) CALORIE VAtVZ—eonllnued. 


Foodstuff 

Meat 

Bacon 

Protein 

Fat 

Carbo- 

hydrate 

Calories 
per, lb. 

10 

50 

0 

2,200 

Beef 

20 

10 

0 

800 

Chicken 

20 


0 

600 

Goat . 

24 

25 

0 

950 

Ham 

14-5 

35 

0 

1,650 

Mutton 

18 

18 

0 

1,200 

Veal .. 

20 


0 

700 

Venison 

20 


0 

800 

Milk 

Buffalo 

5 

5 


600 

Cow . . 

3 5 

5 

S 

400 

Goat . . 

4 

75 

4 S 

500 

Nuts (average) . 

10 

50 

10 

3,000 

Onions . 

1 



180 

Peas (dried) 

25 


60 

1,500 

Potatoes (boiled) 

2 

0 

20 

400 

Rice 

75 

0 5 

60 

1,500 

Sugar 

0 

0 

100 

1,800 

Turnips . . 

1 

0 


200 


DIARRHOEA 

Diarrhoea can be divided into acute and chronic, while diarrhoea 
in children requires special consideration. 

ACUTE DIARRHOEA. — ^Tbe commonest cause is con- 
taminated or decomposed food; other causes are over-eating, 
over-dosage with aperients and “chill on the stomach”, which may 
be a clinical entity or a cloak for our ignorance; it is, however, a 
fact that many people get diarrhoea after a sudden change of 
temperature such as occurs when they sleep under a fan or go to 
the Hills. Diarrhoea is also a very common accompaniment of 
malaria. 

When one considers the amount of “dry” and non-existent 
sanitation in India, which means that every day millions of motions 
are lying exposed to be fed on by flies which quickly transfer their 
attentions to someone’s food, the miracle is that intestinal diseases 
are not more prevalent. 

In cases of diarrhoea it is important that the physician should 
see the stools whenever possible so that he can decide whether there 
is any likelihood of dysentery or cholera. 

CHRONIC DIARRHO^. — By far the commonest cause in 
India is mild amoebic or bacillary dysentery (see Dysentery). Another 
cause is giardiasis (lamblia) which can be dismissed with the remark 
that a tablet of mepacrine (Atcbrin) 3 times a day for a week cures 
it. Other causes are as follows. 

Hypochlorhydria produces intestinal irritation in two ways; 
the gastric juice does not digest the food, and it does not kill noxious 
organisms. 

Defective digestion of one dr more of the chief constituents of 
the diet includes inability to digest carbohydrates, fats or proteins, 
producing flatulent, fatty or “putrid” diarrhoea respectively. 
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Iq an old with chronic dianhoea sfflsU the breath for uraemia 
and examme the prostate for cnlargsmenL 

Oddly enough, constipation cao cause diarrhoea because pe 
preance of hard sc>balac irritates the colon to secrete mucus uhreh 
is passed at frequent intcrsals; the diagnosis is made by exa m i nin g 
the rectum after a motion has been passed. » hen the sej balae can 
be felt Treatment is to wash them ouL 
A rectal grov^th has a similar effect and may cause frequent and 
fat3e calls to stool. Hepatic cirrhosis, or congestion due to right 
heart failure can cause chrome diarrhoea as also can alcoholism. 
Colitis is considered elsewhere. 

lienteric diarrhoea, in which the ^tient passes or wishes to pass 
a motion after each meal, is an atatistic exaggeration of the normal 
gastro-cobc reflex so prominently exhibited by tonga ponies. It 
can be improsed or cured by bromides or self-controL The foQowine 
presenpuons are also usefuC 

B Sod. BromicL £r. 12 

TiOCL OrU R 5 

Aq CJJorof. ad 5ss 

half an hour before meals. 

or the following pill half an hour before meals. 

B Codeine sr. 2 

E.rt BeUadonnseSke. sr. I 

Pulv. Glyc>TTliaae Co. fr. 2 

Pulv. Trapeamh. qa. 

Nervons diarrhoea is familiar to most of us who hare been u'p 
for examinations, but some people on raucb Jess pros'oeaiioD ; 
the treatment is for the patient to bold his (or her) motion until 
the desire passes off. Cer^in people hast a low-grade streptococcal 
infection of the bowel, often ftom a focus such as the appendix or 
e%en the tonsils or nasopharynx, so these organs should always be 
examined. 

(hher causes of diarrhoea are tuberculous enteritis, pehne 
peritonitis, bypeitbyroidistn, janedke. septicaemia, the enteric 
fesers, sprue, typhus feser, pernicious anaemia, and last but not 
least, beause it wiU net er be diagnosed if it is cot suspected, arsenic 
poisoning. 

Treatment is that of the cause, but if this is not obvious the wisest 
thing to do IS to start by giving a course of sulphagoanidine, 8 tablets 
for the first dose and 4 tablets every 4 hours thercaficr for four days. 
Emcdne mjections may also be incd even though Entamoebae or 
cysts catmol be found in the stools, and the organic aisenicals sneh 
as Stovarsol and Carbaisooe, one tablet twice a day for 10 days, 
will often clear up a Irouhlesoine dianboca. 

If there is a great deal of Batulencc, diastase (Taka-Diastase) 
and charcoal will reduce it, and if hydrochloric acid is deficient. 
Acid. Hydrochloric. DiL, 90 mininis in orange juice may be drunk 
durmg meals. Chlorodjue is an eld and well-tried remedy, its 
mutauons Campboiodyne and liiKt. Chloroformi cl Morph. Co. 
not being so good. 
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HILL DIARRHOEA. — The characteristic of this disease is that 
the patient passes jaundtee-Hke stools without having jaundice. 
The aetiology is disputed, some calling it an infection and others a 
deficiency ; it is sometimes a forerunner of sprue. The best remedy is 
B Liquor. Hydrarg Pcrchlor (1-1,000) . . 3j 

Bismuth. Sahcylal. . . gr 20 

Aq Menth. Pip . ad 5j 

One ounce before meals 


Chlorodyne may be added if the diarrhoea is severe. 

DIARRHOEA IN CHILDREN.— This should always be taken 
seriously. It may be due to dywntery, and, in babies, is often a 
manifestation of some general infection. The motions should be 
inspected carefully for colour, consistency, mucus and blood; the 
presence of these last two docs not necessarily mean that the child 
has dysentery, the infant bowel being very tender. 

Treaiment.'—Keep the child warm and give fluids by the mouth or 
subcutaneously if there is dehydration. In a mild case a teaspoonful 
of castor oil is given and in all cases it is advisable to give sulpha- 
guanidine, the dose being half a tablet for every year of age every 
three hours, the first dose being a double one. A warm bowel wash 
with normal saline is often helpful. 

Plenty of water but no food should be given for 24 hours, after 
which glucose water or rice-water may be given, followed next day 
by Horhek’s or condensed milk. Many children will digest NestW’s 
sweetened condensed milk when they can digest nothing else. 

The following mixtures have a soothing effect on inflamed bowels. 


B Bismuih Carb 
Kaolin 
Chlorodyn 
Syrup Simpl. 
Aq ad 


la 30 
3i 


B Cretae Praeparalae 


gr 20 


Pot Citral 


gr. 5 


Glycerin. . m. 20 

Aq Menth Pip ad . . 3u 

dr 2. o. 4. h 


DIET (See also Vitamins and Diabetes.) 

By Major B. N. Khan, I.M.S. 

Chief Health Ophcer, Delhi Province 

Food is a substance which, when taken into the body, is able to 
build up or repair tissues, protect against ill-hcalth (disease), and 
supply material for the production of health and energy. 

The chief food substances essential for the maintenance of 
efficient nutrition and health arc proteins, fats, carbohydrates, 
vitamins, salts, water, roughage, and condiments. These are shown 
in the sketch given below. 

Perfect nutrition depends upon the co-ordinate action of each of 
these essential constituents of food. 

We will now consider the properties of these food factors and 
their sources. It should be remembered that most foodstuffs contain 
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more than one of these factors in varying proportions. Proteins, 
fats and carbohydrates are derived from the organic kingdom; 
mineral salts and water from the inor^iuc kingdom. 

PROTEINS (Flesh-forming foods).— These are the most 
unportant of the food factors, and are essential for building and 
repairing the masdes and tissues. They are found both in animal 
and vegetable foods. In general, proteins derited from v'cgetablcs 
are of low biological value as com|»Ted with those derii’ed from 
ammat foods. Proteins are divided into two classes; class A and 
class B proteins. To the former belong milVr, cheese, eggs, meat, 
fish, to the latter cere^ (ri^ millet, flour, yeast, soya bean, etc.), 
potatoes, puls«, beans, lentils and peas, green vegetables, oatmeal, 
fruit, mushrooms, etc. 


r 

\ T 0*^ 

— ff FOOD jj — 

p 1 ■% 

jxii AV/Tera/Sa/is - 


Milk, cheese, cg^ meat and fish are more suluable because they 
are protective foods. A diet composed of both animat and vegetable 
proteins is bener than one of vegetable protein alone. The important 
point to remember is that the body is unable to make the best nsc 
of large, infrequent meab of proteins. Therefore, it is advisable to 
spread the protein intake over a week. A long-continued defidenev 
m proteins m diet will impair growth. 

PROTEIN REQUIREMEbrrs. — This varies with the age of the 
individual. 

(fl) CAi/^ct.— B ecause of their relatively larger surface and 
rapid growth, children need more protdns. 

(A) Old Peoples'll u dangerous to reduce the normal intake of 
the agei ^ey digest protdns readily, and need them for 
maximal einaency. 
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(c) Expectant and nursing mother. — Pregnancy and lactation 
demand a high protein intake. It helps the growth of the 
foetus. A mixed diet of meat, eggs, milk and milk products, 
and leafy vegetables is beneficial. 

(d) During convalescence. — Persons recovering from illness or 
operation, need more proteins to build up their wasted 
tissues. 

Note. — Recent experiments indicate that a high protein diet is 
essential to safeguard against infection. 

Fats serve to diminish protein metabolism and are called protein 
sparing foods. If flesh alone is given, large quantities are required 
to balance nutrition and waste, but by the addition of fat the demand 
for flesh is diminished. Fats have an important relationship to the 
production of energy and heal in the body. Fats are also a great 
source of vitamins A and D. Too much fat, however, reduces 
appetite, and may cause indigestion. 

Carbohydrates. — Carbohydrates are necessary constituents of 
diet, and are the body’s chief source of energy. They play the same 
part as do fats in food for the production of energy and heat. They 
are more easily assimilated than any other class of food. 

Sources of proteins, fats, and carbohydrates along with their 
flinctioDS in the body, are given below in a tabulated form : 
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of ths body, mziatajuiag tbe fluidity of the blood, and fcdps 
in ths eicretioa of inatlsts. _ 

iJerwirfcj.— Sines no dn^ food contains all these essential 
properties in adequate proportion as sttdj, a ‘'balanced diet” should 
contain all the abcrte substances »a adequate proportions. This 
win also provide varietj* in food, which is essential, not only to break 
Its monotony, but for sscuiine the correct of food essentia! for 
the proper growth of the body. 

MINERAL SALTS.— 

Mineral sal t s form about ^jth of tbe body we'ght. and are cs.seT!ti3l 
for tbe rnamtenan ee of the body. 

Functions in the body . — 

(1) To stunulaie digestive seoniocs. 

(2) To Tnatr.tBTn the tone of tbe muscles. cers« and blood. 

(3) To help the general growth of the Ixxiy- 

(4) To help to maintain add-alkali balance. 

ralcTiTm and phosphorus are essential for the building of ths 
skeletal bones and teeth. Iron is required for the blo^ and is part 
of the haemoglohm molecule. Goitre (which xs a rimple eolarcs' 
meat of the thsToid gland) is the result of a deScsacy of iodise ia 
food and dns^g water. If ciuIdseQ from birth sufler from as 
msuffinsney of thjToid seeredon thej* develop ansied growth and 
become u^y, dw^ed and setsi-iabecSe. Iodise is for tbe 
prevenuoa and curt of such conditions. Tbe thsToid gland contains 
some iodine. These salts axe present in food, particuhrij' ia the 
outer lajen, ue.. the bran &e grain and seeds and the skins of 
fnui and tubers. Tbsy arc lost when we throw portions away. 
Salts are furllsr lost by ihrowiag away the water ia whidi the 
foodstufl's are cooked. 


hONERAL REQUIREMENTS AND THEiP. 
CHIEF SOURCES 


Kfittfrst 


Arnmcra m}s.rrd 
i/vrday} 

»-40n:5. 


Calaum 0 8-1 3 f-q- 


Pbosphona 1 0 g=i. 

Sul-tar 1 0 gai. 

lodiae Trues 


>leiz£. wlieit, nuts. ts;rs, Iner, b=in 

cmvJe. egss, mu, palses, M>>-a-beaa4. 

ros. *?«e3cii. fctuae 

•M^ nxt, leafy ^eceiibles. pees tznapt. 

ocL'.pwti 

Eecs, pee*. laOk, tsh. risai, cerals 
Obiass.jc^ cfc£5.<5ruia$iiAs,i=iIt 
Seafish, sea salt, seansb-li^er o2 


CEREALS 

Cweals contain a large qtanlity of nutritive mat-rial condeascJ ia 
small bulk and a considerable proportion of n^eial substances, the 
most important bang phosphates of calaum, maenesjum and a 
certain amount cf iron. The nntrime value depends" upon the hich 
carbohjdiats content. The cereal proldns are Eeaerallv of a low 
biologKal salaa When supyl eme nte d bv a rebmdy snin amount 
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of class A proteins, for example that obtainable from milk, the 
cereals can supply a large proportion of the protein requirements 
essential for nutrition. The different nutritive ingredients — protein, 
carbohydrate and fat arc all present in cereals; they arc rich in 
nitrogenous substances and starch, but poor in fat and calcium, 
except ragi, which is rich in calcium. Millets are inferior to wheat in 
proteins but superior to it in fat. A mixture of cereals in the diet is 
thus preferable to one consisting of a single cereal. 

Wheat . — This is the most important of all cereals, and is extensively 
used. A grain of wheat, free from the husk when ground between 
millstones (chakki) and sifted, is separable into bran and flour. Flour 
is divided into 3 portions; suji is the coarse bran derived from the 
outer coat of wheat, and it contains a high proportion of proteins 
and vitamin B; ata is the next layer of final grain, and the fine 
wheat flour is maida, which is produced from the innermost layer. 
Bran is rich in nutriment, and is composed of nitrogenous matter 
and fat. It is also rich in mineral matter and cellulose. The wheat 
germ is rich in protein and fat, the endosperm in starch (carbo- 
hydrate). Wheat ata used for the preparation of different articles of 
food should always be fresh. 

Rice.-~Oi all the cereal grains rice is poorest in protein, fat, 
mineral salts and vitamins. It is very rich in starch. Parboiled rice 
provides just enough vitamins for the needs of the body, but when 
polished rice is used most of the vitamin content in the whole rice 
, grain is removed with the outer layer. The small amount of protein 
' present is of high biological value. 

Cooking of r/ce.— Rice should be lightly washed in cold water 
before cooking. Boiling Is the common method of cooking. The 
boiled rice is usually strained, and the water thrown away, which 
causes a loss of vitamin B which is soluble in water. By the process 
of boiling, some of the proteins and mineral salts are also lost. The 
economical method of cooking rice is fay steaming, as then the 
protein and salts are not dissolved. Only enough water should be 
used to boil rice so that none is left to be thrown away. 

Afaize (Mafcai). — ^This is as nutritious as wheat, and is richer in 
fats than all other cereals except oats. It is deficient in vitamins and 
the amount of essential mineral salts is very small. An exclusive 
diet of maize protein, owing to its low biological value, has been 
suggested as a possible cause for pellegra, a deficiency disease. 

Millet (Juar ). — This is one of the common food grains used in 
India. It is eaten as khichri, or chapati, made out of flour. The 
nutritive vafue is midway between wheat and rice. 

Oats . — A nutritive food, but it is not widely used in India as it 
is difficult to make it into a chapatL Oats are deficient in vitamins A 
and D and should be eaten with plenty of milk; in the form of 
porridge and gruel it makes a nutritious breakfast. 

PULSES 

Pulses are used in India in the fonn of “dais”. There are many 
varieties of “dais”. They are rich in proteins and also contain salts 
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of potassium and lime, and sidphor. Lentils (Mussur) are rich in 
vi tamin B and contain a large amount of nitrogenous substances. 
Tliey are rich in iron and phosphate of hme. Pulses, such as p^s, 
beans, len^s and gram, also have building value and are therefore 
useful for supplementing the meat ration. They should be used uith 
vegetables, and not as an altemathe to green or root vegetables. 

Value of pulses . — 

(1) Ad excellent source of proteins. 

{2) Rich in lime, phosphorus and iron. 

(3) Contain much starch and Utile fat. They go well with fat 
dishes. 

(4) Storable for a long period withont impairment of their food 

value. , 

(5) Economical, because they increase in bulk and weight if 
soaked in water. 

(6) Contain vitamins A and B. 

n) Yield vitamin C if allowed to germinate. 

(8) Can be used as a source of vitamin C in this form when 
fruit is scarce and dear. 

(9) They are cheap; use them plentifully. 

POTATO 

The most important of the tubers is the potato. It supplies, at 
low cost, abundant carbohydrates, some protein and vitamins B 
and C. The vuamm C content of i^tatoes is considerable and less 
liable to damage in the process of cooking than occurs in green 
vegetables. Vitamins are present in the outer layer of the tuber. 
Potatoes should be peeled as thinly as possible. &tter still, they 
should be boiled or cooked in their skins to consen'e vitamins, 

VEGETABLE VIRTUES 

Vegetables are splendid protective foods. When milk, eggs and 
meat are expensive one has to depend upon vegetables, especially 
green vegetabln, to supply the essential vitamins (A, Bi, Bj, Q and 
mineral salts. The outer green leaves are richer ia vitamin A than 
the inner leaves. Our country produces quite a lot of vegetables, 
but, unfortunately, the consumption is not as good as one would 
like It to be. This is probably due to certain prejudices against 
certain vegetables, e.g , garbe, tomatoes, brinjajs, etc. Green 
vegetables are essential for health. The intake of green leafy 
vegetables should not be less than 4 oz. per head per day. The 
cheaper varieties— amaranth leaves, coriander leaves, drumstick 
leaves, etc., are just as nutritious as the more expensive ones. A 
more comprehensive knowledge of vegetables, tlieir values and uses, 
will help in promoting an increased consumption. An attempt 
should be made to consume doily a certain amount of raw vegetables, 
like lettuce, parsley, tomatoes, carrots, to get the b«t nutritive 
value. 
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Uses of vegetables . — 

(1) They maintain health and strength. 

(2) They strengthen resistance to illness. 

(3) They build solid bones and teeth in children. 

(4) They prevent constiiation. 

(5) They help to maintain acid-alkali balance. 

CABBAGE AND CAULIFLOWER 

Deficiency of calcium is one of the greatest defects of Indian 
diets. The calcium content of cabbage leaves is about 90 mg. per 
100 gm., and the calcium content of cauliflower is about | of 
this amount. Both cabbage and cauliflower supply a significant 
amount of phosphorus and some iron. They also contain vitamins A 
and C. In addition, they supply roughage to the intestine and 
prevent constipation. 

/»/li?5Z.£r(AJMOOD) 

Parsley is a real treasure store of vitamins and minerals. Use it 
freely, chopped, and mixed with mashed potatoes. It can be sprinkled 
on cooked vegetables. 

YEAST,— The principal deficiency of Indian diet is lack of high- 
grade proteins and vitamins of the B group. Both of these are present 
in food yeast. It is extremely useful for vegetarians, and is cheap as 
compared with animal proteins. Some firms are now trying to 
manufacture yeast in India. 

Uses,— 

(11 Corrects many serious deficiencies In tropical diet. 

(2) Is of essential value in the diets of the expectant mother, 
children, and of the aged. 

(3) Cures and prevents vitamin B deficiency as it is a rich 
source of vitamins of the B group. 

(4) Enhances the value of proteins already present in our diet. 

(5) Supplies essential constituents of diet in concentrated 
form. 

(6) Useful in treatment of malnutrition and deficiency. 
CARROTS 

Carrots arc good sources of vitamins A and C. They also contain 
some vitamin B. Fresh from the garden, they are good sources of 
vitamin C, but partly lose it unless kept cool and moist. During 
cooking the loss is confined to the water-soluble vitamins (B and Q, 
particularly when a considerable quantity of water is used in cook- 
ing. Carrots should be steamed or cooked with a small amount of 
water ; preferably carrots should be eaten raw. 

AMLA 

This is a very cheap and common fruit, and a very rich source of 
vitamin C. The fresh juice contains about twenty times as much 
vitamin C as orange juice. A single fruit is equivalent in vitamin C 
content to two oranges. 

SUGAR-CANE JUICE 

This should be given a high place among the many drinks that 
one enjoys. 
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Composition.— U contaios more than IS% of natural sugar and 
vitamins B and C. It is especially rich in organic ^Its and dlciuni, 
iron, etc., which are rather sparse in other drinits. 

COOKING OF VEGETABLES 

Add a little salt to ■water, and boiL Add vegetables to this small 
quantit)’ of boiling salted water. BoU for the shortest n ecesa ry 
time, and use as little water as poMiblc. The salt should be added to 
the water before cooking to lessen the amount of destruction of 
vitanuo C. This vitamin is soluble in water, and is destroy^ by 
heating. This destruction depends upon the length and severity of 
healing. Mtamm C is found to diminish if the cooked food is left 
standing. 

The follo'wing hints jegardinc vegetables will be found useful. 

(1) Do not waste vegetables by excessive peeling. 

(2) Do not allow vegetables to bKome stale, ^'egetables should 
be used as fresh as possible. 

(3) Do not allow vegetables to be crushed or damaged during 
handling or transporL 

(4) Chop vegetables for salad zs short a time before serving as 
possible. 

(5) Cook vegetables correctly, thus obtaining the best nutritive 
value out of them. 

(6) Eat vegetables in plenty and get health and strength in 
plenty. 

(7) Eat raw vegetables, because their vitamin and mineral 
content is intact. 

(8) Green vegetables are rich in cellulose, and leave a good 
deal of residue, which stimulates the intestinal action, and 
IS of great value in chronic constipation. 

FRUIT 

Fruits which afford the most nutriment arc bananas, dates, figs, 
grapes, mangoes, etc. Tliis is largely due to the high percentage of 
sugar they contain. Certain fruits are evtrcmely nch in vitamin C 
and mineral salts, e.g , apples, oranges, lemons, tomatoes, guava, 
etc. Pineapple and papaya help in the digestion of proteins. Juices 
of fresh fruit contain an abundance of antiscorbutic properties- 
Fruit has laxative jMoperties doe to the stimulating effect of the 
cellulose and also of the fruit acids oQ intestinal peristalsis. 

Papa} a . — This fruit deserves greater attention il^n it has received. 
It IS a cheap source of vitamiiis A and C and salts. It grows ell the 
year round and is comparatively inexpensive. 

Cuara.—lt is a cheap, nuintious fruit, and a good source of 
viumin C. 

ANIMAL FOODS 

Food values of some of the common foodstuffs in daily use are 
gnen below. 

Fgs ^- — Eggs are rich in essentia] outntive substances. The proteins 
are of high biological value. The fat is finely emulsified and, hence. 
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easily assimilated. Minerals and vitamins are present in the yolk. 
Eggs have a high nutritive value, and arc especially useful for 
growing children and convalescents. 

Fish.— Fish contains proteins of high biological value. Fat 
content is low except in a few species like salmon and herring. It 
is a rich source of vitamins A and D. It is the best source of iodine, 
and also contains a certain amount of calcium. 

Meat. — Meat contains protein of a high biological value. Fat 
varies in amount in different types of meat. Meat contains an 
appreciable amount of vitamin D, but only traces of vitamins A and 
C. It is nch in phosphorus but poor in calcium. Liver and other 
organs arc a rich source of iron, and possess a higher vitamin 
content. 


MILK AND MILK PRODUCTS 

These are body-builders, and form part of the “protective foods". 
As such these should be included in the daily diet in some form or 
other. 

Milk is an ideal food and contains all the proximate principles 
of a well-balanced diet. It contains proteins, fat, carbohyorates and 
salts. Proteins in milk are of the highest biological value essentia! 
for health, and of special value to vegetarians. It is, therefore, a 
valuable supplement to a diet mainly composed of cereals. Fat is 
present as an emulsion of very fine droplets which render milk 
easily digestible. Milk is rich in minerals, chiefly calcium, phosphorus, 
potassium and sodium. It has a low iron content, but all of it is in 
an available form. Milk contains all the vitamins. Expectant and 
nursing mothers and growing children have a prior claim where milk 
consumption is concerned. Milk should always be consumed 
as whole milk, and what is left over should be converted into butter, 
curd (dahi), butter-milk (lassi), ghee and cheese. Milk should be 
boiled in iron pans. 

Butter IS of great food value. It contains vitamins A and D. 
Butter is the most easily digested of all fats. 

Ghee is clarified butter, and largely used in place of butter in 
India. It contains vitamins A and D. It has better keeping qualities 
than butter. 

Cheese consists of coagulated casein (chhana) with certain • 
proportions of fat, mineral salts and water. It is a cheap form of 
animal food of high nutritive value, and a valuable substitute for 
meat. Cheese is a rich source of vitamin A, and is highly nutritious. 

Skimmed Milk . — Drink skimmed milk if you cannot afford pure 
milk. Skimmed milk retains 55% of the energy of whole milk in the 
form of proteins, sugar and salts. It is a useful body builder, and 
promotes growth. It is also cheap. It contains all the essential 
nutnents present in whole milk except fat and vitamins A and D. 

Curd {dahi) is more easily digest^ than raw or boiled milk. It is 
an important food in this country, and has a high nutritive value. 
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It contains: 

r (1) All the fats of the whole nuDc. 
r (2) Vitamins A and D. 

' (3) Proteins. 

(4) Sails of cn\rivm and phosphoms. 

It can be Lept longer than 

It is less liable to contamination than mUk. 

Butier-rrM. (lain) contans proteins and sdts and is •very 
nntrhioas. 

PROTECTIVE FOODS 

Foodstuffs iKh in sitamins and minerals are iLnown as “prolec^TC 
foods" because they protect against deficiency. They protert agninst 
bodily weakness and disease, and protide strcacih. They help not 
only to build np health, but to inaintalrt it as well Expectant and 
nursing mothers and growing riiildren hasT a prior daim for 
protectrve foods. They protect infants against early mortality. 

Important examples of these are mill:, eggs, meat, fish, fruit, 
firrii vcfttables, espcdally of the green Istfy type. A detailed 
descoption of these foodst^s bas alrndy been given. 

A summary of foods is given in the follawing Table. 





CLASS A 

VTTAVnN A 


MillL, cbme, eges. fish. 

Xtnh. butter, chtese. 

Vegetable c.ls 

ssest, loef 

Cbtt 

Supr, jam. boas), fiur 

CLASS B 

Pulses (<lals, grain, leiiils, 
zsasoor) 

tsrwjninutt, aV 

Green and leaf> vrre* 
tables 

E^ES. ofly fisli, liv-er 
Carrots 

MTAMtS B 

STARCHES 

Cereals f«t«aL rice, 
bejn, ioar. etc.) 

tnoBds. cas.hew nuis, 
«e) 

Peas, beans ttresls or 
dne4) 1 

AB grains of cereals 
and pulses, ptas, ; 
beam, tentibfinawiri 

Sole — Those under h.»,i ; 
B sboold be eaien »nh ' 
socje of class A 

Wbcai ata, bread. , 
liver, yeast, milk 

VITAMIN C 

Green leafy vegetables 
Root vegetables 
Potatoes, dtrax fruits 
Somned rclses 



DIETS 

The present day diet of the rich as well as of the poor is found to 
defectne, or unbalanced, as regards sotae of the essential food 
factors; and, tberrfore, both suffer, though in a different ■way. 
^^ween optimal^ health and frank m4>ea!lh, there is a considerebJe 
no man s land" in which peo^e may not be suffering from any 
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obvious disease, and yet may not be enjoying that standard of 
health and vigour which an optimal diet could have afforded them. 

Malnutrliion is responsible for widespread impairment of human 
efficiency, and for an enormous amount of ill-health and disease. 
A well-balanced diet, therefore, has a far reaching influence upon 
the development of the individual and the race. The power to work 
and resist disease depends upon an adequacy of nutrition. We have 
attained a fair amount of knowledge by our previous lectures, and 
are now in a position to plan a balanced diet. 

A balanced diet should comply with the following speciQcations. 

(o) It must supply adequate heat and energy (calories). 

(b) It must contain all the nutritive essentials (proteins, fats, 
carbohydrates, vitamins and mineral salts in adequate 
amounts). 

(c) It should contain easily obtainable foodstuffs. 

(d) It should conform to custom, whether of family, com- 
munity or race. 

These specifications permit a wide range of choice. The main- 
tenance of the body m a healthy condition depends upon a diet 
consisting of all the essential food factors explained before. A 
well-balanced diet is essential for growth and normal development, 

NUTRITIONAL REQUIREMENTS OF A DIET 

The energy requirement . — Calories (heat units) come first. A 
calorie is the amount of energy involved in raising one kilogramme 

a of water one degree centigrade. The need for the fuel to 
ace heat, maintain muscle work, and support other forms of 
energy must be satisfied. The requirement of calories varies according 
to the energy consumed, i e., a person doing hard, manual labour 
needs more than an office worker; a sportsman and an athlete need 
more than a student who finds pleasure in only reading books. The 
carbohydrates and fats in the diet supply this energy requirement. 

(6) The maintenance requirements.— This is supplied by the 
proteins, vitamins, and mineral sails. A sufficient intake of proteins 
of high nutritive value is essential. The vitamins and salts should be 
suitably included in the diet. As sucb, a reasonable quantity of 
fruit and green vegetables, particularly leafy ones, must be provided 
in the menu. Fruit and vegetables also contribute the roughage 
essential for normal bowel function. 

FACTORS INFLUENCING DIET 
Habit . — It is a mistake to permit fads to go unchajlenged or 
faulty dietary habits to persist. The person who never touches 
any particular foodstuff, or who cannot drink milk, or one who 
never has breakfast, requires education and discipline. Many people 
who say they cannot drink milk, really mean they do not like it. 
Family and racial custom in diet should always be considered. 

State of the markets . — The state of the market, and the availabihty 
of foods, must be taken into consideration when planning the diet. 
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Economic status. — ^Economic status has to be taVien into account 
alnaj-s. To ariance a l»laaced diet on a limited budget is ex lively 
diEBcult. It can be done, but requires tnowledre of the supply ot 
alteiname a\’ailable foodstuffs and their values. 

Selecting a menu.— Menus should be wll balance and vaned to 
aTOid monotony. MeaU must be decently coolad and neatly served. 

nutrition in PREGNANCY-— Pregnancy is a major 
problem in nutrition. The ability to reproduce depends upon physi^ 
fitness; this, in turn, depends largely ^n adequate nutrition. The 
pregnant woman has increased nutritional demands due to the 
increased growth of her body and the need to supply the foetus. 

Recent studies show that adequately nourished u omen base fewer 
complications in pregnancy and labour than inadequately nouruhed 
nomen. The healthiness of their babies has liVewisc bera strikingly 
supenor to that of ^bies bom to women on a poor dict- The number 
of maternal deaths due to anaemia la India is appalling. There is 
also a high proportion of viiamin B defiriencj’ of a fatal nature 
among mothers. The nutritive tequirements of a pregnant woman 
must be estimated on a basis of her nutritive status, weight, sta^ of 
pregnancy and daily actirity. It should also afford a reserve for the 
penod of lactation. As such, pregnant and nursing mothers should 
bavT a diet which contains an adequate amount of prottcuve foods, 
proteins, minerals, especi^y iron and calcium, and vitamins. A 
high protem intake is essential for the pregnant woman. 

Education in nutrioon should be conducted as a routine in all 
Maternity and Chfld Welfafe Centres, as a part of the ante*aatal 
dimes It should be remembered that not only must dietary 
deficiencies be corrected, but the increasing nutritional demands of 
advancing pregnancy must also be met. This would result in 
improved tneienial health and lowered matenal mortality t it 
would bring about marked improvemeot in child balth. A pregnant 
woman requites at least 2,600 calories per day. 

NUTRITION FOR NURSING MOTHERS— Preparation for 
lactation should be^ as soon as prcgaanc>’ is diagnosed. An 
increased protein ration is esseotial during pregnancy to promote 
lactation. The child gets its proteins and other nutritive essentials 
from the mother’s milk. The proteins in the diet of the nursing 
mother should be of the lughest possible bioloiical valne and should 
be in the form of milk, eggs, fish and meat. The demand of the 
infant for both vitamins A and B complex is higher than that for 
other Miamins. As such the mother's diet should contain an excess 
of these for supply to the infant in breast milk. Vitamins C and D 
are scanty in breast milk; these should be given to the infant early 
to bfe in tbe form of cod-hver oil and orange juice. During tte 
penod of nursing a mother needs a balanced diet of hisher caloric 
value than during pregnancy; she requires 3,000 calories’pet <iay- 
NUTRITION IN INFANTS AND CHILDREN.— Nutritional 
problems of this group are quiie different from those affecting 
grown-ups. Continual growth and development require an adequate 
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increase in diet. Proteins must be supplied for the building of 
tissues, iron for the haemoglobin of the blood, and calcium and 
phosphorus for bone growth and better teeth. Calcium is also 
essential for the proper functioning of the nervous system. Carbo- 
hydrates are the principal source of energy for the infant and the 
child. An adequate amount of vitamins is also an essential part 
of diet. Human milk furnishes practically all the nutrients required 
by the infant. Gastro-intcstinal disturbances are less frequent in 
breast-fed babies, because the milk as it comes from the breast is 
free from harmful bacteria. It is easily digested and is also cheap. 
The mother’s state of health and nutrition must be maintained 
during the period of lactation — she needs a larger amount of food 
to supply the additional calorics in her milk for the infant. If a 
child is to get a good start in life its mother must be properly 
nourished, and it must itself receive a satisfactory diet during 
infancy and early childhood. 

Malnutrition is more prevalent among artificially-fed infants 
than amongst the breast fed. Improper feeding, and under feeding, 
are the chief causes. Poor hygienic environment is an important 
predisposing factor; but malnutrition is by no means limited to 
poor ^ople. Breast feeding should be encouraged to avoid many of 
the minor nutritional disturbances during infancy. 

IFeaTj/nir.— Breast feeding has no advantage beyond the age of 
nine months. Some surest that weaning is advisable even earlier, 
say from the seventh month. The reason is that breast milk contains 
less proteins than cow's milk. It is better to introduce some semi- 
solids like suji, cooked in water and mixed with a httle cow’s milk, 
and mashed baked potatoes also mixed with cow’s milk, from six 
months. The infant should be weaned gradually. Each breast feed 
should be substituted by other foods till by the end of nine months 
or a year the child is completely weaned. Weaning should not be 
started during the summer months or while the infant is ill. 

Some hints about the feeding of healthy children. 

(1) From the age of two a child should be permitted to feed 
himself. 

(2) Serve small quantities; and add more, if desired. 

(3) Do not force the child to eat what he does not like. 

(4) Over-solicitation often causes loss of appetite. 

(5) It is quite normal for a child to eat a small amount at one 
meal and twice that amount at the second meal. 

(6) Do not scold the child at meal times ; this interferes with 
digestion and appetite. 

long interval between meah . — There is one grave defect in the 
dietary of students and clerical staff. This is, that they allow a very 
long interval between their morning and evening meals. They take 
their morning meal at about 9 a.m. and nearly 9 hours or more 
elapse before they have their evening meal. They are engaged in 
active duty all this time, and require adequate food for maintaining 
heat and energy. They may lake tea, and light refreshment, during 
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recess or lunch hour, or about tea-time, but this is quite inadequate. 
To permit this chronic starvau'on to persist month af^r month is 
to impair growth and lessen reastance to infection. This is inost 
injunous, particularly at a period when children are growing in^ 
adults. It is suggested that a hot, cheap, balanced meal be prowded 
for this class of the population. 1 personally feel that school children 
should be given, free, a hot cup of milk, a couple of biscuits and a 
piece of fruit (orange, banana, mango, etc.) during the recess 

penod. 

NUTRITION IN RELATION TO TEETH 
Importance of efficient nutrition to dental health. 

A deficient diet means bad teeth; bad teeth mean bad health- 

A sound set of teeth is essential for mastication and for general 
health. Mastication deans the teeth and stimulates the dental blood 
supply. Inadequate mastication (chewing) or a septic focus m the 
teeth will neutralise the nutritive value of a correct type of diet. It 
IS an accepted fact that a sufficient amount of vitanun t> and calcium 
are effective in redudng and preventing dental caries. Nutritional 
treatment of some oral diseases like tooth decay (dental caries) and 
pyonhoea is increasingly being recognized, hlalnutrition, and 
particularly vitamia and mineral deficiency, is the chief cause of 
these oral diseases. 

Any disease due to a nutritional deBdency (rickets, etc.) occurring 
during the formation of the teeth may result in ihevr improjjer 
development and predispose them to caries (decay). Dental caries 
is common among children. To help them develop healthy teeth, 
and to prevent caries, a well-balanced diet is essential It should 
contain milk, eggs, leafy and root vegetables, some fruit (an orange 
or a tomato), cereals, potatoes and fats in sufficient amounts to 
meet the full calone r^uirements. Care should be taken that at 
least a third of the calories required should be in the form of 
protective foods. 

NUTRITION IN OCCUPATION. — To protect and improve 
the nutntional status and health of the worker we must ^ow hb 
present stale of nutnlion and the amount of energy that will be 
consumed during the course of his occupation. After tliis we can 
proceed to devise a balanced diet that will gh-e the worker an 
adequate energy requirement (calories) essential to maintain his 
health and efficiency. A persoo doing hard physical work needs a 
large amount of proteins to make up for the wear and tear of the 
tissues He also reqmres caibobydrates and more fat, because a 
meal lacking in fat is deficient in sta^ng power. The diets suggested 
in this booklet are based on these considerations. 

NUTRITION FOR THE AGED 
Factors influencing the nutrition. 

(1) Loss of teeth, badly-fitting dentures and false teeth cause 
blisters m the mouth, and thus interfere with proper mastica- 
tion leading to indigestion. 
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(2) Diminution in the secretion of the digestive juices. 

(3) Atrophic changes in the mucosa of the gastro-intcstinal 
system often lead to constipation or diarrhoea. Elderly persons 
may attribute this to certain foods they may have consumed. 

(4) Food fads — there have developed over the years certain tastes 
and ideas about various foods, which are difficult to eradicate. 

Food requirements . — The calorie requirements of old persons are 
not so great as those of the young. However, the old should receive 
sufficient calories to retain their normal weight. They should take a 
fair amount of protein during the course of the day to maintain the 
nitrogen balance. The amount varies according to the physical 
condition of the aged. It is suggested that most of the protein should 
come from meat, liver, fish, eggs and milk. Carbohydrates furnish 
the bulk of the nourishment of old people, but they should not be 
consumed in excess. The carbohydrates should be of high mineral 
and vitamin content. The diet should contain whole wheat atta, rice 
(not too highly polished), vegetables Oightly cooked), and fruit. It 
is not advisable for old persons to have too much fried food; a 
diet rich in fat js likely to upset their digestion. Milk is a very good 
food, as it is easily digestible. Foods rich in iron are indicated in the 
dietary of old penons, e.g., liver, meat, leafy vegetables etc. Plenty 
of fluids also should be taken. In short, the difficult problem of 
nourishing the aged can be solved by a proper selection of foods and 
improvement in dietary habits. 

HOW FOOD IS WASTED-— In these days, when food is not 
available in abundance and the cost is high as compared to pre-war 
levels, it is a crime to waste food. Every effort must be made to get 
the best and the maximal value from food. 

1. Cereals lose their nutritive value by milling and polishing. 
When rice is milled it loses the outer layers (the germ and pericarp). 
These contain more protcia, mineral salts and vitamins than the 
starchy inner parts of the gram (endosperm). Popular prejudice in 
favour of highly-milled rice has persisted by a natural, but mis- 
leading, association of ideas — whiteness and cleanliness; never- 
theless, scientific research has shown that undermilled rice possesses 
solid virtues. Wee from which only the husk has been removed, and 
from which most of the protein and vitamin have not been polished 
away, is digestible, assimilable and palatable, and more nutritive 
than polished rice. 

2. By excessive cooking, and by cooking in open vesseis . — Ordinary 
cooking causes little loss of protems, fats and carbohydrates in 
cereals, pulses and meal. In the case of vegetables some protein, is 
lost on boiling, particularly when salt is used in cooking. There is 
considerable loss of minerals and vitamins of the B group when 
foods are washed and cooked. Frying docs not lead to much change 
in the nutritive value of foodstuffs. Food should be cooked properly 
in closed vessels. 

3. By using baking powder . — This promotes vitamin destruction. 

4. By throwing away the water in wMck rice or vegetables have been 
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cooked.— Tbii water contains nutritive %'aJues. Water sufSrimt for 
cooVang should be added so that no surplus water is left. Only a 
scry little water should be added in the cooking of Jtgrtabies, U-C 
reason being that vegetables themsehes contain a high percentage 
of water. . j • j t»,- 

5. Bv excessive peeling end removing edible skin and nnd.—^b3.i 
means throwing away the essential parts that contmn titamiiis and 
roughage which are necessary to counteraa constipation. 

6. By the depredation of rodents and oirecrr.— Rodents are 
responsible for the damage to oscr a million tons of food grains 
annually, and a similar amount is lost doe to the action of insects 
and bad storage. Immediate action should be taken to present, or 
at least minimize, this loss ; ibk mill result in a great contribution to 
the food supply of our country. 

CAMPAIGN FOR BETTER FOOD 

1. A nutrition campaign has to be accomparued by a_ more 
sigorous campaign for more and betler food and for increasing the 
production of foodstuffs, particubrly of protective foods. Ever) one 
knows what they cat and how they eat, but few know what they 
should eat and bow they should eat it. People have not only to be 
told what to eat and bow to eat, but how to produce more and better 
food. All this means education. 

2. Irrigation development is vital to the relief of our food scarcity. 
Well'plaoned imptlon means improved afrieulture, and more so 
if proper seeds and fenQisers are ured. A well-planned irrigattoo 
system means providing water in the right place, at the ri^t lime 
and in the right quanotj*. All this will yield more and tetter food 
gnuns Farm machinery vs also essential for this campuigm 

3. Animal husbandry . — For the production of more protective 
foods we must pay special attention to this section of the campaign. 
l\’e must improve the condition ofour cattle. This means the selection 
of hi^-)ielding cows and buffaloes, and scientific feeding and 
breeding of rattle. Poultry farms need considerable improvements for 
the production of more eggs, hatchability and tetter growth of 
the birds. In fact, the condition of all animals -used for 'food f:nlk 
for adequate scientific attention with regard to feeding and breeding. 

4. FUkenes . — get our food from land and aquatic (water) 
sources. The former comprises agriculture and anioiil husbandry 
which has discussed above; the other is fisb^es. Food from 
land sources is deficient in certain essential factors. It is an admitted 
fact that these deficiencies can be mnedled by foods from aquatic 
sources since these contain almost all the t-cffn ikl nutritional 
factors, such as proteins, vitamins and minerals. As such it is 
essential that fish^es be devdoped and improved oh a smeniific 
basis. 

5. Transport and distribution . — Increased production of food 
must be aocomianied by improved methods of storace, transport 
an d da tributiOD. Transport for quick distribution, and of the type 
to prevent deterioration of foods tn transport is essential. The hot 
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climate and long distances in our country demand special efforts, 
and planning, to preserve foodstufTs till they reach the consumer. 

6 . Research . — This must be carried on to find better and more 
suitable methods for greater production. It is only by carrying out ex* 
periments in the laboratory and field that one gains better knowledge. 

GROW MORE FOOD. — Growing more food is a healthy 
outdoor hobby. All institutions, such as schools, colleges, hospitals, 
etc., and people living m bungalows should attempt to grow 
vegetables for their own use. You can help yourself and others by 
growing your own food on your spare plot, thus relieving the 
demand on the markets. The importance of the education of the 
public in this aspect cannot be loo strongly stressed. Instruction 
about nutrition, and growing more food should be included in all 
adult educational courses. The Emergency School Food Production 
Campaign launched by the Ceylon Government in July, 1943, for 
additional foodstuffs proved most useful. Each rural school had a 
garden which was cultivated by the children. We can follow the 
same scheme and cultiv.iic plots in each of the rural and urban 
schools. TWs t\\so gWt an incemwt to tb* pupiU to start a 
garden plot in their parents’ home if some spare land should be 
available. 

BALANCED DIETS 
Diet for the expectant mother 
Wheat . . ... 10 02 . 

Rice or other cereals 4 02 . 

Pulses .... . 3 02 . 

Non-Ieafy >eget 3 bles (Bnnjals. pumpkin, gourd, 
ladies fingers, vegetable marrow, colocacia, 
potatoes, carrots, etc.) . . , 602 . 

Leafy vegetables (amaranth and drumstick leaves, 
sarson and channa*k 3 *sag. palak, cabbage, etc.) 4 02 . 

Ghee or cooking oil . . . . . ? 02 - 

Milk . .. .. 16 o2. 

Sugar or gur . . 2 oz. 

Fruit . . . . . 2 02 

Condiments . . . . To taste 

Drink plenty of water 

NOTE. — If you have more money, increase the quantity of milk to 20 oz. 
Non-vegetarians can supplement the above diet by addition of one egg and 
two ounces of meat on alternate days. 

Diet for the nursing mother 

Wheat . to oz. 

Rice or other cereals • 4 oz 

Pulses , 3 oz. 

Non-leafy vegetables ‘ 

Green leafy vegetables 
Ghee or cooking oil 

Milk 

Sugar or gur . . 

Fruit and nuts 

Egg 

Meat or fish . . 

Condiments . 

Drink plenty of water 

NOTE. — Vegetarians can substitute 4 oz. of milk and 2 oz. of extra fruit 
in place of an egg, meat or Bsh. 


4 oz. 
2oz 
24 oz. 

2 oz. 

4 oz. 

1 

2 oz. 
To taste 
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Specimen balanced diets for chOdren of Tarious ages 


Constituents of diet 


Mflk 

Sugar or gur .. 

Vegetables 

Cereals 

Fruitjuices .. 

1 egg on altenute days 


30 oz. 
2 oz. 
2 oz. 
i oz. 
i oz. 


Milk 

Sugar or gur.. 

Vegetables 

Cereals 

Fruits 

I egg on alternate days 


Cereals 

Milk 

Sugar or gur 

Vegetables 

Fruits 

1 egg daily 

Ghee or butter or vegetable o 


Cereals 

Milk 

Pulses 

Leafy vegeubles 
Other vegetables 

Fruit 

Butler 

Ghee or vegetable oil 
Sugar or gur .. 


Cereals (wheal or rice) . . . . tn_i2 o 

Pulses ‘ 2 e 

Leafy vegetables . . . . " 2o 

Non-leafy vegetables . 6 o 

Raw vegeubles “ i . 

Butter .. .. ■; *• f" 

Ghn or cooking oj . . * ’ ” ” j ^ 


Milk 
Sugar a 
Meat 01 
Fruits 




Wheat flour 
Other cereals 
Pulses 

Leafy vegetables 
Other vegetables 


Vegetable ofl 
Puffed nee i 
Roasted gram 
Sprouted gram 
Roasted maize J 


I CHEAP DIET FOR INDOOR WORKER 


6 oz (niakai, rice, bajra. cholum, etc > 

2 oz, (ted gram, lentd. etc.) 

3 oz. (any kind of cheaper sags) 

6 oz. (chttper stuff, c g . ton, desi tori, a 
kadam soothney. bnnjal, etc., i 
potatoes whenever cheap) 
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1. CHEAP DIET FOR INDOOR WORKER— confimierf. 

Cur 2 oz. 

Fruit .. .. 4 oz. 

Bulter>milk ' . . 8 oz. 

Condiments . . . . 1 oz. 

Jfemartj.— The total calorific value comes to about 2,700 per day. For all 
practical purposes the consumption of fruits would be nil and as such they 
have been left out of calculation. This diet suggests one pice worth of fruit 
every fourth day. 


2. DIET FOR INDOOR WORKER (MODERATE WORK) 


Wheat flour 
Rice 
Pulses 

Leafy vegetables 
Other vegetables . 


Vegetable oil 
Ghee 
Fruit ' 


10 oz. 
4 oz. 
3 oz 


I oz 
I 02. 
4 02. 


(Bengal gram, red gram or lentil, etc.) 
(all kinds of sags including cabbage) 
(potatoes, arwal, cauliflower, ladies 
lingers, tomatoes, carrots, beetroot, 
turnips, etc ) 


(bananas, mangoes, papaya, guava, 
kharbuza, etc.) 


Remarks.—Total daily yield of calories almost 3,000 The non^vegetarian 
may substitute a part or whole of the milk with flesh if they so desire, but it 
should be remembered that as body*building food (specially needed by children, 
nursing mothers and pregnant women) milk is a superior article of diet as 
compared with flesh foods. In choosing meat for the menu lean meat (with 
least amount of fat) should be preferred. 


3. CHEAP DIET FOR LABOURER (MODERATE 
MANUAL WORK) 

Wheat flour .. 12 oz. 

Rice 4 oz. (bajra, other cereals) 

Pulses 2 oz. 


Roasted gram [ . . 
Sprouted gram ) 

Leafy vegetables . . 
Other vegetables . . 

Vegetable oil 
Fruit and condiments 


Milk 

Meat or fish 


4 oz. (for breakfast and afternoon snacks) 

3 oz. (all kinds of sags) 

6 oz. (potatoes, carrots, cabbage, ladies fingers, 
brinjah, gourd, etc.) 

1 oz. 

2-4 oz. (minced onion, tomato, radish, cu- 
cumber, carrots, green chillies, etc., 
preferably soaked m fresh lime juice and 
fruits like mango, jackfruits, jamun, 
gaava, etc. , vihcw waitable arid cheap) 

8 oz 

4 oz (this depends upon whether the consumer 

is a ve^anan or not If milk be very 
dearthen intake of or even skimmed 
milk IS advocated) 

2 oz. 

1 oz. 


Remarks . — The total calorific value comes to about 3,300. Jaggery or gur 
has been suggested to be consumed with c^pati or else with tea if the consumer 
be addicted to the beverage. 
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4. CHEAP DIET TOR LABOURER (AGRICULTUR.AL) 


IVTieat flour 
Other cereals 
Pulses 

Puffed nee i 
Roasted gram I , 
Sprouted granj 
Leafy ■vegetables 


Fnut 


12 oz. 

6 oz. (nee, teiSeL maLa. josvar. etc.) 

2 oz. (red gram, leatfl, etc.) (aihaz) 

4 oz. (mainly ttsed as bmifast acd aHersoca 
snacks) 

4 oz. (amaranth, tharia, baihua zed other sags. 
Also Lelao, and gram sag coasumed raw 
dnnng winter season) 

6 oz. (bnnjal. gourd, pumpkin, ladies fingers, 
calocaoa. potato cosrparatively 

cheap, vegetable raanow, etc.) 

1 oz. (genaaDy mustard o^ but no ebjecuoa 
to til. mahoa c3) 

4 oz. (kakn, kharbun. guava, jaman. mzego, 
papava. etc.) 

g oz. (btSi from stimmed miT V or dski) 


Bmtcr-mflk 

Gut . . 

Condimeais . . 2 oz. 

JtemarLs . — The calorific value of this diet comes to about 3,000. As this diet 
has been suggested mainly for itiraJ areas it has been presunaed that the 
consumer fn a mi a tnv a moden kitchen farden Batter-milk when available 
mcreases the qualitative value of the food without any appieoable mcrease 
in the calories. ' 

5. I.MPR0\TD DIET FOR TECHNICAL LABOURER 
(HARD MANUAL WORK) 

wMjt flour 10 oz. 

Rice 4 

OtberctreUs loz. 

Pulso 3 A, 

Leafy vecrubles . . . . ■’ oz. 

Noa4ealy vegetables g oz. 

oa , 

oz. 


f vegetables, sliced 


4 cz. 


Gbn . 

Mnk 

Fitut . 

Coa^ments indudmg n 
otu’on, tomato, c 

Sugar or gur .... 3 cz. 

clones per dav. Koa- 

vegtianansmays^L^S^crroeaiandlOoz.c'fiailkiaplacecfie^mm:. 

6. COMTOSmON OF A BALANCED DIET 
Aecxjminmdfd bv Ai^ion AJtiscry Coitirorfee /JLFLf. 

^^ignate for the mamtetiaiice of good bealdi) 

Pulses . " ■■ 

Green leafy vegetables 
Root vegetables 
OUier vceetables 

Milk 

Fruit . 

Sugar or jageciy 

" I' 

* ] Fish and meat 
lEfS - .. 

• R^lace flesh fo^ wiui extra 4 o 


3 or. 


t. mZk. 


n nc*. m a l l al . bijra, cho’nm, etc.) 
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AUSTERITY MEALS 
DIET TOR A NORTH INDIAN PAMILY 
(Man, ife and children (aged 8 and 4) ) 
(LOW COST) 


Quantity per day 

Wheat . . . . . I seer 1 1 ch. 

Dal (chana, arher, etc.) . . ... 3 ch. 

Leafy vegetables (pa1.ik, sarson, sag, etc.) 4 ch. 

Other segctabics (radish, pumpkin, marrow, green 
chillies, etc.) . . . . 3 ch. 

Oil or vanaspati . .... 1 ch. 

Condiments (salt, chillies, etc.) i ch. 

Sugar or jaggery (gur) ... J ch 

Butter-milk (lassi) 1 seer 

(N.B. — Non-vegctarians may take 4 chhattacks of meat once a week and 
vegetarians can take a seer of extra milk instead Cheap seasonal fruits, e g , 
amla, ber, etc., should be taken whenever possible.) 

The food value comes to 2,390 calorics per adult per day 


DIET FOR A NORTH INDIAN FAMILY 
(Man, wife and three children (ages 10. 7 and 4) ) 
(MODERATE COST) 


NVheat . . 

Rice ... 

Dal (urd, munc, chana, etc) . 

Milk . . 

Leafy vegetables (cabbages, salad, etc ) 

Other vegetables (cauliflower, beans, bripjal, etc.) 
Fruit (guava, banana, etc ) 

Oil or vanaspati 
Condiments (salt, chillies, etc ) 

Sugar 


Quantity per day 
1 seer 8 ch. 

3 eh 
5ch. 

10 ch. 
7ch. 

10 ch 
3 eh 
3ch 
2ch. 
2ch. 


(N B.— Non-vcgetarians may take 6 chhattacks of meat or fish once or twice 
a week and vegetarians can spend the same amount on extra milk.) 

The food value comes to 2, MO calories per adult per day 


ARTICLES OF INDIAN DIET AND METHODS OF 
THEIR PREPARATION 
By Rai Sahid Dr. Hari Sinha Bisht, L.M.P., 

Late Lecturer, Medical School, Agra 
PREPARATIONS FROM RICE 

Rice can be prepared in the following ways. 

(1) Chawal or Bhat. (5) Curd or Dahi Kheer. 

(2) Khichri. (6) Pulaw. 

(3) Milk Kheer. (7) Zarda. 

(4) Feetni, 

Moorhi is baked rice, Cboora is wet rice beaten fiat and dried, 
and Chal Bhaja is parched nee. Kanji is the water in which rice has 
been boiled. 

(p Chawal or Bhat. — ^This is plain boiled rice, with the water 
drained off. It is the very common article of diet in India. Mixture 
of Bhat and milk, or Bhat and Dal Moong, is advised in all the 
diseases where light food is necessary. 

(2) Khichri. — ^T his is rice muted mth dal of various kinds, and 
is prepared in two different ways. 
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(a) Khichri ^^oo^•o.— Tate eqnal quandtie of rice and moong 
dal, wash in water, place in a vessel with sufficient water to 
cook the rice wcU, and add salt, saffron, pepper, and hg 
ground caniamoms to 6avour. When the water has evaporated, 
and the khichri is cooked, add the required amount of shee, . 
and keep it on a slow fire for about half an hoar. Thtf khicW 
is a light food and is advised after pui^tis'cs, and in all the 
disease where light and nutritive foM is necessary. 

(i) KmcHRi Urad (any other kind of dal can be us^ but urad 
has the best taste). — Take rice and urad dal equal parts and 
wash in water; in a stssel place ghee with browned sherf 
onion, ground saffron, pepper, green coriander leaves and big 
car^moms; to this add the nee and dal and, finally, salL 
Then cook. This khichri, being difficult to digest, is not 
considered suitable for patients. 

(3) Cl-rd or Dahi Xheer.— T here are two ways of preparing 
this. 

(fl) M« the raw rice (washed) in dahi, with a little salt and 
powdered saffron; bod these until the rice is well cooked. It 
IS served in a semi-solid state, and is a very useful diet for 
dianhoea and dysentery cases when solid food is being 
commenced. 

(6) Take some ghee in a vessel and fry a little zeera, then add 
saffron and ground pepper and after this the rice. Fry these 
for five minutes then add equal parts of dahi and water, 
sufficient only to cook the rice; finally fiavour with salt. It is 
served in a semi-solid foniL is not suitable for patients 
but can be given to convalescents. 

(4) FeerjsI, — Take two chittaks of powdered rice; mix with one 
seer of milk. While cooking, stir well, and when partly cooked add 
kishmlsh, in small particles, and four chittacks of sugar. Serve in 
earthen plates. It is easily digested. Given in diarrhoea, dj’sentery 
and convalescent cases. 

(5) Milk Kheer.-— T his is prepared by bo iling rice in milk, 
adding sugar and dried fruit, such as almonds, nusins, etc. This is 
good for convalescents and can be giv^a in cases in which there is no 
digestive trouble. 

(6 ) PuiAW. — Cut up some meat in large pieces, and make soup; 
remove the pieces of meat from the soup. To some ghee in a vessel, 
add browned onion and fry with pepper, saffron and ground 
coriander. After this fry the meat, and finally the rice for a few 
minutes, then add the soup with some salt to flavour. Cook the 
whole on a slow fire till the soup evaporates then add more ghee, 
and put the degchi on a riowr fire for about 15 minutes, ^\^l^n 
serving, cover with browned omon and big cardamoms. It Is said 
to be easily digested, is nouiishmg and is useful for convalescent 
cases. 

^ Zama.— P lace sugar rnup in a degchi. boil rice with a little 
powdered saffron, drain the water away brfore the rice is quite 
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cooked; fry some clo\-es, cinnamon, cardamom seeds ground in 
ghee, then add the rice and syrup, and let this cook on a slow fire; 
dried fruit, such as almonds, raisins, etc., are also added. It must 
be kept constantly stirred to prevent burning. It is not easily digested, 
and is not suitable for invalids. 

PREPARATIONS FROM WHEAT 

Wheat is generally ground in the following forms. 

(!) Maida (flour) is the (3) Suji is coarser than atta. 

finest. (4) Dalia is the coarsest of 

(2) Atta is next. all. 

(1) Mmda preparation includes Furies, Kachorics, Chapaties, 
Double Roti, Biscuits and Shirmal. 

(2) Atta preparations include Chapaties, Paratas, Furies, 
Kachories and Nan. 

(3) Sun preparations include Halwa, Chapaties, Paratas, Furies, 
Kachories, Double Roti, Biscuits and Shirmal. 

(4) Daua. — ^T he dalia is boiled in water, milk is added, and 
salt or sugar according to the patient’s taste. This is very nourishing 
and useful both for convalescent cases and patients. 

OiAPATiES.— These can be made from either atta, suji or maida; 
the flour is mixed well with water into a thick paste, rolled out flat 
and thin to the size of a small plate ; it is then cooked by being placed 
on a hot iron plate ("tawa”) for about a minute for each side of 
the chapati ; it Is then removed from the “tawa” and placed on the 
coals until it swells up. This Is a ve^ common article of diet in 
India. Suji chapaties are easy of digestion and excellent for invalids. 
Maida chapaties must not to given, being difficult to digest. 

Paratas. — Mix a little ghee and salt with cither atta, suji or 
maida and add sufficient water to make into a paste. Then roll the 
paste out on a board and fold into four layers, smearing a little 
ghee between each f^old ; then roll out to the size of a small plate 
and fry well in ghee or oil on a “tawa”. This is a very common 
article of diet, but it is not easily digested; can be given to the 
convalescent, but is unsuitable for the sick. 

Furies (or Poorees). — ^Tliesc are small chapaties fried in a pan 
with ghee or oil. It is a very common article of diet, and, if properly 
fried, is often more easily digestible than chapati, as the starch 
granules are entirely broken up by the action of the hot ghee. It 
is not recommended for the sick but is generally advised for 
convalescents. 

Kachories. — In this, two preparations of paste are necessary. 

No. 1 is made of atta, maida or suji, in the same way as for 
paratas. 

No. 2 is urad paste, prepared by soaking urad dal for two 
hours, then washing and taking off the skin, grinding into 
n paste, adding a little salt, chillies, saffron and coriander 
(leaves and seeds). Take a small ball of the atta paste, make 
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a hoUo^ ia il and fill with the dal paste, cox-er the top and 
roll out on a board to 3 or 4 inches diatneter and fry la a 
hollow pan in the same waj' as Furies. This is a forni ol oi-t 
not suitable for the sick-roonL 

Halwa.— This IS another common article of diet all o\er Into, 
uken as a luxury. It is prepared from suji. rarely atta or maioa. l ne 
suii is fried in ghee or oil, and sufficient milk add« to 
into a thin or thick paste; sugar is added while boiling, and dnM 
fruit after being Uken off the fire. It is an cacrilent artKle ot diet 
for medical and surgical cases. 

SHmitAU— This is a preparation of suji or maida, mixed xiilh 
milk and a htlle ghee, rolled out to the size of a small plate, and 
baked ta an o\<n. A Lttle su^r or salt may be added to flavour. 
Shinnal is a very common article of diet among Mohammedans all 
over India. It is not a suitable skk or convalescent diet, not being 
ea^y digested. 

Nan. — ^This is also largely used by Mohammedans. Atta is mixed 
n-ilh water and salt, rolled out on a board, and baked in an oven. 
It 1 $ not generally recommended for the sick. 

Doubie Ron.— This is the Indian name for English bread. It is 
made by mixing maida (flour) or suji with about 60^^ of water, 
adtog salt, yeast or khamir (toddy), and after kT.eading well is 
left to ferment, finally being teked in an oven. This Is leas’ened 
bread as compared with c^paoes, which am 'uideaxened bread. 
It is an exceUrtit article of diet for the sick, being light and easily 
digested. 

Biscum — These are beconung very popubr with Indians. They 
are made of either maida or suji. and butler, mixed into a i»sic 
mth water, and flavoured with salt or supr, and Mked in an oren. 
The plain lighter kinds are suitable for inralids. 

PREPARATIONS FROM DAL 

Preparations are made in two waj^ for: 

(1) The sick. 

(2) The comnlescent and healthy. 

(1) For the Sick. — B oil a seer of water, then add S oz. of dal 
uixcd with a Lttle ghee, and some ground saffron, pepper and 
coriander. Allow this to boil for about half an hour, occasionally 
stimng. If the mexture is becoming too thick, and the dal grain not 
well cooked, more boilmg water must be added. This is continued 
until no trace of grain is left, then salt added to flaiour. If the 
patient is rery lU, only a strained extract is r«n ; in other cases it is 
wen mixed into a paste and fried pith a little ghee, browned onions, 
and gatlic. Moong and moth are the only iw o kinds of dal which it 
IS Ednsable to use in sickness. 

^e following preparation is aery useful in acute cases when 
patient is tired of uking (or 
cannot uke) milk; « is an excdlent substitute for mutton or chicken 
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broih among those Hindus who arc unable to take meat in ai 
form. 

Take 1 chatak of each of the following dais, Moong, Mot 
Masur and Arhar. Cook as above. This can be given to 
patient three or four times daily, and is a very nourishing fon 
of Rasa or Dal-soups. 

(2) For the Cojivalesccwt and Healthy.— As part of a rice c 
chapati-eater’s diet. Boil any of the following dais, urad, arha 
gram (chana), or masur in the same way as in (1) above, but mot 
condiments should be added, according to taste. When the dal i 
well cooked, vegetables may be added, such as daht, tomatoes, drie 
mangoes, palack, kulfa (these must not be added to dal urad) ; tb 
whole is then cooked until it is of the desired consistency; then ad 
salt, and boil for five minutes, and remove from the fire. Finally, bo 
some ghee or od in a cup, with fried onions or garlic, add this to th 
dal, and cover for a few minutes before eating. 

Gram da! is very dilTlcuU to digest ; it can be ground into attt 
in which form it is used in (he preparation of sweets and othe 
foods. 

There arc many other preparations of dal, such as barbi, moongor; 
papar, dalmoth and chunorj. A (lour of da) is used in the preparatio: 
of jaicbi and laddoo. 

Pish'pash In Bengal is made by cooking a mixture of rice and dal 
This has the advantage that none of the nutritive properties of th 
rice are lost. 

MILLETS 

The chief are ; 

(1) Jawar. (4) Maduwa. 

(2) Bijra. (5) Baijar (mixture of Jau 

(3) Makka. and Chana). 

This is the staple food of (he poorer classes. It is ground into aCti 
and cooked as chapaties. 

SWEETMEATS 

These enter largely into the Indian diet. Nearly nil are cookei 
in ghee, which renders them difficult to digest, and are therefon 
not generally advisable for (he sick. 

Sweetmeats are divided into two mam classes : 

(1) Sweetmeats prepared from Khowa or Mawa (i.e., mill 
evaporated down uoril almost soiid), together with sugar 
dried fruit, and fiavouring essence, such as rose. 

(2) Sweets prepared from various Kinds of Grain; graii 
fried in ghee, with sugar or salt and dried fruit. 

Sweets prepared from Khowa or Mawa are: (Mawa) Laddoo 
Paira, Burfee, Gulabjaman, SiQgori and Bal, etc. 

Sweets prepared from grain-foods are subdivided into twe 
classes : 

(o) Sweet preparations. 

(6) Salt preparations. 
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(fl) Sweet Preparations.— (Gram) Laddoo (can be made out 
of moong, suji or besan), Burfee (moong), Amertee (urad), Jalebi 
(maida), Balusai (maida), Noakhatai (suji), Halwa (suji), Halwa 
Sohan (nisasta oi pure staicb), Guja (maida or dried fruit). 

(6) Salt Preparations.— Kbasta Kachori (wihout dal stuffing), 
Kacbon (with dal), Dalmolh (dakhaoa or besan and dalmoth), 
Matbri (suji or maida), *nr]cl>ooot (maida stuffed with vegetables 
such as potatoes or peas). 

The following sweets are those most suitable for the sick: Haiwa 
(suji), Burfee (moong), and Nonkhalai (suji). 

■The above sweets are, of course, not advisable in diabetes, hepatic 
disease and in intestinal dyspepsia. 

The salt preparations sho^d not be given in any form to cases of 
general anasarca, ascites or acute inSammations. 

In Ben^, Sandesb, made of coconut, and RasagoUa, containing 
a bgh percentage of sugar, are the most nutritious and easily 
digested. 

VEGETABLES 

Vegetables are generally taken with all meals. They may be 
divided mto three classes : 

(I) Seeds or Fruit; (II) Greens; (III) Roots or Tubers. 

L Seeds or Fruits 

(1) Beans (Phalee). (7) Cucumber (ICakri or 

(2) Peas (Mutter). Khira). 

(3) Bnnjal (Bhata or Bai- (8) Torai. 

gun). (9) Vegetable Marrow 

(4) Ladies’ Fingers (Bhin^. (Lauki). 

Pumpkin, red (Kaddoo). (JO) Preserved White Putop- 
(6) Cauliflower (Gobi Ka kin (Petha). 

Phool). (11) Tomato (Tamatar). 

Among these, Toiaj, Lauki and Petha are espedally useful for 
the sick, being easily digested. Petha is also u^ for preparing 
various hinds of sweets, such as Petha Grapes. Petha Burii and 
Cakes. 

Methods of Coos:dcg. — Brown onion or garlic In ghee or oil, 
then add the vegetable, previously washed and chopped up with 
condiments, and fry well; add water; when well cooked add salt 
and dahi to flavour. These vegeubles are uken cither as soup, or 
dry, Le., after the evaporation of the water used in the cooking. In 
coolMg greens, if water is not added, there must be sufficient ghee 
Of oil to fry well. For patients, the method of preparing is the same, 
only condiments should be added as little as possible, and no 
dahi. 

A'o/e.— Water tnust not be added in cooking ladies’ finsers or 
bhindL 
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n. Gruns 

(1) Spinach (PaJak). (4) Dill (Soya). 

(2) Purslane (Kulfa). (5) Cabbage (Band Gobi), 

(3) Fenugreek (Mcthi). etc. 

All greens are prepared in the following way. 

First heat sufficient ghee or oil, then add the greens, previously 
chopped up and washed, cover and cook on a slow fire, giving an 
occasional stir to prevent burning; add salt when the water has 
evaporated; then the vegetables must be well fried (when the 
greens are not used for the sick, oil is better than ghee for frying) ; 
for the sick, greens should first be well boiled in water, then fried 
in ghee, as described above. Dill, Purslane and Spinach are the 
best for im’alid’s diets. 


III. Tub Roots or Tubers 

(1) Carrot (Gajar). (4) Turnip (Salgam). 

(2) Potato (Alu). (5) Onion (Pyaz). 

(3) Radish (Mooli). (6) Garlic (Lasson). 

Carrot halwa is a tasty dish and is used as a tonic. Radish, raw 
or cooked, is considered useful in piles and cases of jaundice. 
Onion is the most useful of the vegetable roots ; it is considered to 
be aphrodisiac, and is recommended in cholera and sunstroke. 

Garlic has a great reputation in tuberculosis, and is used in many 
forms both externally and internally. In the latter form it is given 
with condiments or fried as described above. Externally it is used 
in the form of poultices, etc., for tuberculous disease of the glands 
and bones, and for tuberculous sinuses. 

Method of cooking these vegetables is the same as for No. I. 
Condiments, such as chillies, are best avoided in a sick diet or given 
only in small quantities. 


VEGETABLE SOUP 

2 cups potatoes (diced) 1 cup celery with leaves, 

2 cups carrots (diced) chopped 

2 cups green peas 2 large red onions 

6 fresh tomatoes (medium size) 

A few soya, methi and fresh sage leaves, if you have them. 

Wash all vegetables well. Do not peel potatoes or carrots. Pour 
boiling water over the tomatoes and slip off the skins. Put all 
vegetables on to cook in suffidoit ctrfd water to cover well, adding 
the tomatoes when vegetables are tender. Cook for two hours, 
adding more water if necessary. Serve with pieces of vegetables or 
strain and add salt to taste. Serve hot. 
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FRUIT 


The following are the kinds in c 

(1) Apple (Sew) 

(2) Apncot (Khnbani) 

(3) Banana (Kela) 

(4) Figs (Anjir) 

(5) Grape (Angoor) 

(6) Gua\-a (Anirud) 

(7) Lemon (Niboo) 

(8) Loquat (Loquet) 

(9) Mango (Amm) 

(10) Musk-mclon (Kharbooja 
or Phoot) 

The foUowing are the opiiuoo 
and action of fruits : 


jinmon use. 

(11) Orange (Naranp") 

(12) Peach (Aroo) 

(13) Pear (Kashpati) 

(14) Pinsipple (Annanas) 

(15) Pomegranate (Anar) 

(16) Water-melon (Tarbooj) 

(17) Bad (Bale) 

(18) Cbconnt (Gola) 


of Indian phj'sidans on the uses 


Appl£S. — U seful for functional disorders of the heart, and as a tonic. 
Figs and Gbapis.— G ood laiatitcs. 

Dri? Grapo or Mun'nakha.— N ouilious and lasatise; for this 
action laism tea u often prescribed. 

Grape Linctus or Munsakha Cbutnx— U seful for patients who 
are tired of taking oilk. It U prepared as foUow-s: 


Take 


Muaoakhas 

Conaader Of Mmt IxaN-et 

Pepper 

Salt 

Mix »«U by eriodais. 


5 pan*. 

4A. 

qA. 


Grapes, Orancq a.kd PoyrCRANAm.— Useful to remove the taste 
of medicines, and to allay thirst in fevers. 

Pomegranate Juice. — An astringent and is considered bene&dal for 
diarrhoea, but injurious in cases of cough and ^Id. 

Lojoss. — Very useful m the treatment and prevention of scurvy; 
also in malanal fet er, and to lemove the taste after taking ne^ctne. 
Rrre Mangoes — Lasatise and tonic. The juice of raw roasted 
mangoes with a Ltlle salt, pepper and zeera (cummin seed) is 
considered useful m the treatment and pie v e u llon of sunstroke. 

Ripe Bail Fruit. — Used for diarrhoea and djscntery. 

Jack Fruit — The seed is an excellent food containing about 
13% of proteins. 

Tamarind — Soaked for a couple of hours, and the resulting liquid 
taken with a little sugar, is a refreshing drink in the hot w cather. 
Plantains. — Very nutritious, but difficult to digest so big caidamoins 
are always added as they are considered to hate a spemal action in 
the digestion of plantains, Palo, a flour made from bananas, makes 
nuintious but unpalatable cfaapaties. 

Coconut. — Suiriuous, con taining 5% of protein, 36% of fat, and 
8)% of carbohydrate. It is asefol in tl» diet of diabetics. It is much 
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used in the preparation of sweetmeats. Apart from sweetmeats it is 
not so popular an article of diet as formerly. 

Walnuts.— V ery nutritious, containing a high percentage of protein 
and fat. 

White Europeans take fruit in the morning; the Indian custom is 
to take it in the afternoon. 

Fruit Soup. — ^T ake equal quantities of dried fruit, such as prunes, 
peaches, apricots, raisins and pears, wash them carefully and put 
to soak in cold water for two hours, well covered. Put on to cook 
over a slow fire in the same water as they were soaked. Add a small 
stick of cinnamon. Allow to cook until tender, but not mashed or 
broken. Add two teaspoons sago; cook until clear. Add sugar to 
taste. Remove from fire when juice is rich and thick and when cold 
add two cups of orange or grape juice. Serve cold. 

SICK-ROOM RECIPES 

Everything used in preparing food or drink for the sick should 
be scrupulously clean. Iron and tin saucepans are to be avoided; 
those lined with enamel are preferable, and, in most cases, a double 
saucepan can be used, which avoids the rhk of burning the milk or 
other food that is being cooked. It should be remembered .that sick 
people generally like less fiavourmg, whether salt or sugar, than is 
put in ordinary cookery. 

ALBUMIN WATER 

Take the white of an egg. remove the specks, and beat it 
thoroughly. Add it to half a pint of water and again beat. Strain 
before use. If this is given to a baby it should be sweetened. 
ARROWROOT 

Take a dessertspoonful of the best arrowroot, make into a smooth 
paste with a little milk, boil half a pint of milk with a lump of sugar, 
and pour it, while boiling, on the arrowroot, stirring quickly-all 
the time. 

It may be flavoured with lemon essence or with a little sherry, 
but it is generally preferred plain. 

Water arrowroot is made in the same way, using water instead 
of milk, and it is better not sweetened but, according to taste, it 
can be flavoured with lemon and sugar or with salt or brandy. 

BAEL DRINK 

One or fwu cab!espaoafah hqatd extract of uan'pe bad fm/t 
(Liq. Balaejtoa piotofwater. It is used in dysentery. 

BARLEY WATER 

Take two ounces of pearl barley, wash it well in cold water, put 
it into a saucepan with a pint and a half of cold water, bring it to 
the boil and let it simmer gently for half an hour. Strain before 
use. 

If wanted as a drink, and not as an addition to milk, it may be 
flavoured with lemon and su^r. 
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Take a pouad of freshly killed lean be^. Cut it small and put 
it with a pmt of cold water into a cos'cred jar in a warm oven until 
it IS cooked. Alternatively it may be cooked in a saucepan oyer a 
fire, but It must only simtntr and should not be boiled, Sk^ it 
now and then, and stir, whether in ajar or a saucepan. Pour off the 
beef-tea when cooked, through a strainer wlh large holes la it 
through which the sedunent can pass, and let it smcd in a shallow 
dish till quite cold, when the fat can be removed in a solid cakt A 
pound of beef ought to produce a pint of beef-tea. If it is boDed 
down to a smaUer quantity it will be a jelly when cold, and some 
invaLds prefer it in that form. 

WTien tt is warmed for use, flavour it with salt and pepper. Cel-JT 
seed, or even a very little onion, maybe used occasionally to vary the 
flavour 

Bcef'tra is served, when solid food is allowed, with very ihin 
ensp dry toast cut into fingers or squares. 

BENGER’SFOOD . ... 

This IS made according to the directions on the tin in w*hich it u 
sold or occasionally by using chicken broth in place of mQk. 
BIANC-MAKGE 

Dissolve one ounce of fine isinglass in a pint of milk, strain it 
through fine muslin, and put it into a clean saucepan with an ounce 
of pounded sugar and the thin peel of a lemon. Let it warm very 
gently till it » nearly boiling, then take out the lemon peel and pour 
It mto a wetted mould. 

BREAD JELLY 

Soak bread-crumb in water or milk for one hour. Boil it in .water, 
sufficient to cover it well, for another hour, with die addition of a 
little sugar and flavouring. Strain it through muslin or a fine sieve 
into a shape, and let it stand till cold. It should turn out of the shape 
hke blanc-mange. 

BROTH 

Mutton, chicken, and veal broths are made in the same way as 
beef-tea, m a saucepan over the fire. The broth must be well skimmed. 
An old fowl mil answer the purpose very well, or the lean part of a 
neck of mutton. The bones are not removed from the meat. 
COCOA 

All cocoa is much nicer if mads with boiling milk instead of 
water, and if it is boiled again for a minute or two before bring 
served. 

CORNFLOUR BLANC-MANGE 
Take two ounces of cornflour, one ounce of sugar and one pint 
of milk. Mix the cornflour with a little milk into a smooth paste, 
and bod the rest of the sc)k with the sugar and a few drops of 
almond, vanilla, or other flavouring. Pour the mixed cornflour into 
the boiling milk, stimng it quickly tifl it is thickened- Pour it into a 
mould that has been moistened with cold water. 
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CURDS AND WHEY 

Put a pint of new milk in a glass dish, stir into it about two 
drachms of fluid rennet, and let it stand in a warm place until set. 

If it is intended for use as a pudding, the milk should be sweetened 
before the rennet is added, and when it is set and cooled a little 
nutmeg and a few spoonfuls of whipped cream may be carefully 
placed on the top. 

CUSTARD PUDDING. BAKED 

Beat two eggs in a basin or pie dish, stir into it about half a pint 
of cold milk, sweeten it, grate a Jillle nutmeg on the top, and bake 
it in a rather slow oven until it is set. Do not move the dish about 
while it is baking or it will not set firm; it will not be a success if 
the oven is so hot that the cusLird boils. 

CUSTARD PUDDING. BOILED 

Warm five ounces of milk with a lump of sugar and a piece of 
cinnamon, fresh lemon peel or a grate of nutmeg. Stir into it a 
well-beaten egg. Put it all into a mug, and place the mug in a 
saucepan of boiling water stirring the custard round, always in 
the same direction till it thickens. It will probably take a quarter of 
an hour to thicken. Pour it into small glasses before serving. 

A savoury custard is made in the same way, using strong beef-tea 
and salt instead of milk and sugar. 

EGG-FLIP 

Take the yolk of an egg, beat it up well with an ounce of milk, 
and add to it two ounces of port or half an ounce of brandy, sweeten 
it, and grate a little nutmeg over it according to taste. It can be 
used either cold or warm, but must not be boiled. 

EGGS, SCRAMBLED 

Beat up two eggs in a basin wjtli a little pepper and salt. Melt a 
piece of butter the size of a iralnut in a small saucepan, put in the 
egg and stir with a spoon fill nearly set. Serve on buttered toast on a 
very hot plate, 

IMPERIAL DRINK 

Take one drachm of cream of tartar, the juice of a lemon, and 
about a quarter of a pound of loaf sugar. Mur in a jug and pour 
upon it a pint of boiling water. It is a refreshing drink for feverish 
patients and is often ordered In cases of Bright's disease. If it is 
sweetened with saccharin instead of sugar it can be given to diabetic 
patients. 

LEMONADE 

Peel three lemons very thinly, so as to remove only the yellow 
part of the rind; pare off all the white, cut the pulp into thin slices 
removing the pips, put the pulp into a jug with as much of the rind 
as required, add about half a pound of loaf sugar and pour on it 
about a quart of boiling water. More sugar or water can be added 
afterwards, according to taste. It is ve^ good when drunk quite 
hot, or it can be used with a lump of ice in it as a cold drink. 
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Shake up washed calcium hydroxide (slaked lime) 50 m distilled 
water 5.000, and siphon off. To be kept in green glass bottles. 
Strength: gr. in 110 rn. (0 1 gm. la 1(» millilitres). 

LINSEED TEA . . . ^ 

Put half an ounce of whole hnseed with a pint of boiling water 
into a covered jar. Leave it by the side of the fire, or in a cool oven, 
for two or three hours. Strain it, and flavour it to taste with lemon 
and sugar, adding more hot water if it is too thick. It should be 
used quite hot, and it is very soothing to a sore throat or chest, 
MEAT JUICE, RAW 

Scrape ^ lb. of lean beef into a saucer. Cover with cold water 
and leave for an hour m a cool place protected from dust. Then 
strain, through muslin. 


MEAT JUICE. SUBSTITUTE FOR 

Mix the white of an egg with two ounces of cold water. Strain 
It and flavour it with a litUc Liebig’s essence dissolved in a drachm 
of hot water, 

OATMEAL DRINK 

Boil a good tablespoooful of Scotch oatmeal in a quart of water 
for about twenty minutes, stirring it now and then. Add ginger, 
lemon and sugar, according to taste. It is a refreshing drink for 
thirsty patients, and there is a small amount of nourishment in it. 
OATMEAL MILK 

Tie a dessertspoonful of oatmeal in rauslln, put it in half a pint 
of milk until the milk bods, then flavour with a little salt. 
OATMEAL PORRIDGE 

Boil one pint of water in a saucepan, and while it boils, sift in 
the dry oatmeal with one band, while it is stirred with the other. 
Boil it for half an hour or longer. It must be stirred the whole time, 
unless it is made in a double saucepan. Serve in a soup plate, with 
a jug of milk or cream, and sugar, salt or treacle, according to 
taste. 

PEPTONIZED MILK 

Take one pint of milk, five ounces of boiling water, one drachm 
of pancreatic solution and twenty grains of bicarbonate of soda. 
Put all in an enamelled saucepan (a double one is best) near the 
fire, at a temperature of 140 degrees, for twenty minutes, then botl 
it up, and, as soon as it has reached boihng point, pour it off into 
a jug or basin and stand it in a cold place. It should cool quickly, 
Crtherftise h\ will get Water. 

TO PEPTONIZE MILK ^V^rH FAIRCHILD’S POWDERS 

To one pint of cold milk, add J pint of W’ater, and a measure of 
the powder. Mix well together and stand in a basin of hot water 
for twenty minutes. When cold pour into a saucepan and bring to 
boilmg point. 
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TAMARIND WATER 

A very refreshing dririk may be made by adding a pint of hot 
water to a tabJespoonful of preserved tamarinds, and setting aside 
to cool. 

TOAST WATER 

Take a slice of stale bread or bottom crust of a loaf, toast it 
carefully without burning, put it in a jug and pour over it boiling 
water; let it stand to cool. 

TO QUENCH THIRST 

A very weak infusion of Cascaiilla bark, with a few drops of 
dilute hydrochloric acid added, will be found effective in allaying 
thirst during febrile conditions. 

WATER GRUEL 

Mix two small tablespoonfuls of groats or fine oatmeal in a 
little cold water till it is a smooth paste ; add to it half a pint of 
boiling water, stirring it well, and boil it for a quarter of an hour. 
Milk gruel is made in exactly the same way, only substituting milk 
for water. 

WHEY 

The milk is warmed to not more than 194* F., rennet powder, 
liquid rennet or a solution of a commercial junket tablet is added 
in the proportions directed on the label, as in the making of junket. 
It is sufficiently coagulated in thirty minutes; the coagulum is then 
broken up with a fork and strained through muslin. One and a half 
pints of milk will yield one pint of whey, which contains rather 
more protein and fat than that obtained in the process of cheese 
making. 

WHEY, WHITE WINE 

Boil half a pint of milk, pour into it a wineglassful of sherry, and 
stir till it curdles. Strain before serving. Hot water may be added, to 
make it any desired strength. 

HOW TO ALTER COW’S MILK TO MAKE IT LIKE HUMAN 
MILK 

(1) The casein, or curd, is three times as great in cow’s milk. 

(2) The fat is in approximately the same proportion. 

(3) Human milk contains much more sugar. 

(4) The curd of cow’s milk is in larger and harder masses. 

(5) Cow’s milk is acid, from bacteria, while human milk is 
alkaline or only slightly acid. 

Make the following Mixture: 

Cow’s milk . . . . . . H oz. 

Cream (fresh milk to stand for 6 

hours, and the cream skimmed off) . . 1 oz 
Barley water or lime water (tee Sick*room 


Solution of Sugar of Milk (3 oz. milk sugar 

to 1 pint water) . . IJ oz 

Sodium Citrate 3 gr. 
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Dilution of cow’s milk reduces the proportion of casein; fat 
(cream) has to be added to make uplbr the dilution, and sugar must 
be added as human milk contains a much hi^er percentage. 

Barley water mechanically divides the curd of cow’s milk, and 
makes it flocculenL ...... .i. 

Ume water makes the curd more flocculcnt and diminishes the 

^i^rtrate of Soda, 1 gr. to e\eiy ounce of mBk, also makes the 
curd more flocculcnt. 

Cow’s milk is add from bacteria, and these are destrojad by 
pasteurization or sterilization. 

ALCOHOL 

In all alcohohe dnnks, the principal constituent by which thej' 
affect the nutrition of the body is ethyl alcohoL Alcohol not only 
mcreases the vigour of the stomach inovemenis, but it also stimulate 
very powerfully the secretion of gastric juice; while it exerdses this 
influence in h^th, the action is more marked in certain diseases. 
Alcohol requires no disestioa, and, unlike water, b rapidly absorbed 
by the mucous membrane of the stomach, passing at oDcc into the 
blood. To obtain the greatest benefit from alcohol in disease, it 
should be given well diluted to small doses at frequent intervals. 

The following is the amount of ethyl alcohol by >oIuiQe in: 

Pereeoi 

Alcohol Absolutum 99 

Alcohol (U S P ) 94 

Spinnu Rectificatm 90 

Alcohol Dilutum {U.S.P.) 64 5 

Whisky Silo 59 

Rum, Gm. StiODg Liooeun Siio59 

Proof Spmt (Spintus Tcnuior) 57-09 

Brandy (Sptnms Vmi Gallici) 43 to 57 

Pon . 20 to 30 

Sherry and Madeira .. . 16 to 22 

Champagne [ 10 to 13 

Burgundy 9 to 12 

9 to 12 

Claret 8 to 12 

Oder 5 to 9 

Strong Ale or Stout 5 to 9 

Beer and Porter . .. "* j 5 

Koumiss *" “ 1 lo 3 

SPIRITS 

Whisky. — O rdmary wtusky as it reaches the consumer b 
generally a blend of a spirit made from malt in pot stills, and a 
spint prepared from grain in patent stIUs. 

Brandy.— -T he b«t brandy was originally produced in the 
Cognac district of France by the distillation of wine, six or seven 
bottl« of wine producing one bottle of brandy. It was then kept in 
c^k for M or ^ years ; after this period it contains a high proportion 
of volatile ethers and aldehydes, to which the most valuable 
medicinal properties of brandy are due. The greater pan of brandy 
now sold IS made from “Silent s^l", flavoured with essences ard 
coloured with burnt sugar. 
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Rum. — T his is generally made by the distillation of fermented 
molasses produced in the manufacture of raw sugar. 

Gin. — T his is made by fermenting a mash of rye and malt, 
distilling and redistilling; juniper berries, salt, and sometimes 
hops, are added to the final distillation. 

MALT LIQUORS 

These include beer or ale, porter or stout. 

Beer is the product of the fermentation of malt and hops. Malt 
is obtained by moistening barley, and allowing it to germinate in 
heaps at a moderate and regular temperature. 

Stout is made in the same way as beer, but its dark colour is 
due to caramel produced by first roasting the malt in cylinders. 
WINES 

Wine is made from the pure juice of the grape by fermentation. 

Dry Wines These are non-sweet wines. 

Plastered Wine. — T his has been treated with gypsum to clear 
it, with the result that the tartrates are removed. 

Red WiNES.—These are made from the whole grape the pigment 
coming from the skins. 

Sparkling Wines.— T hese have undergone a secondary 
fermentation by the addition of sugar. 

White Wines.— T hese are made from the juice of grapes. 

An important division of wines is into: 

(1) Natural Wines, which are those in which fermentation 
has been allowed to go to its full limit; and 

(2) FoRTiFt£D Wines, which are wines in which spirit has been 
added to prevent further acetic fermentation. 

The former arc usually sweet and of high alcoholic strength, while 
the latter are usually poor; holh arc poor m sugar and alcohol. 

Clarct.— T his IS pure natural wine containing 8-12% alcohol, 
only sugar and moderate amount of acids. 

Burgundy.— T his is similar to claret, but richer in alcohol and 
in extractive matter which gives it more body. 

Hocks.— T heir acidity is more apparent than real, and they . 
contain practically no acetic acid. 

Australian and Californian Wines.— T hese are full-bodied 
natural wines, chemically pure and containing rather more alcohol 
than most clarets. 

Sherry.— T his is a term applied to a white wine of Spain; all 
sherries are both "fortified” and plastered. The percentage of sugar 
is low, and the acidity lower than most natural wines. Old sherry is 
Valuable in treatment in that it develops a higher proportion of 
volatile ethers than any other alcoholic liquor, with the exception of 
genuine cognac. 

Port.— T his is fortified, contains a large amount of “extract”, 
2-6% of sugar, tannic acid and more acetic than tartaric acid. 

Madeira.— This resembles sheny and contains a high proportion 
of volatile ethers. 
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CHA^^RAC^'E.— Tliis is made from the juice of blacfc grapss ; il 
undergoes Wo fermentationSv the firet in cask and the second in 
bottles for 2 years; during this period a constant temperature is 
most important. At the end of two years the deposit in t^neck of 
the bottle is fixed to the cork by freezing and removed. iDe \vin^ 
which IS sour and harsh, is rendered drinkable by "dosage”, which 
consists in adding a solution of cane sugar dissolved in old 
champagne and good cognac. 

A bottle contains about 5 volumes of carbon dioxide gas. 

Champagne is a wonderful stimulant and restoratis'e and has 
saved untold lives by turning the scale at a critical time. 

Country Liquor. — ^It is made by the fermentation of raohua, 
molasses, and, in some parts of the country, from coconut, dates, 
nee, and palm juice. It is sold at the fixed strengths of 25* and 50® 
underproof. 

Proof-spirit. — ^This is defined, by an Act of Parliament, as 
“being such as shall, .at a temperature of 51® F., weigh exactly 
12/13 part of an equal measure of distilled water". Weaker spirits 
arc termed “underproof” and stronger spirits “overproof”. Thus, 
“25 degrees overproof” means a mixture of alcohol and water In 
such proportion that 100 volumes of this mixture, when diluted 
with water to make the mixture pr^f-spirit, yields 125 volumes of 
proof-spint; and ”25 degrees underproof” means a mixture of 
proof-spuit and water containing, in 100 volumes, 75 of proof-spint 
and 25 of water. 

GENERAL RULES FOR DfETTNQ.— The following general 
rules by Hutchison should always be thought of in drawing up any 
scheme of diet. 

(1) In acute diseases it Is well to recommend a special plan of 
diet. In chrome cases it is beller to forbid those articles wUch 
are likely to prove harmful. 

(2) Before lecoramending any article ascertain if the patient likes 
it and how it agrees with him. 

(3) No article should be forbidden unless there are good reasons 
for doing so. 

(4) Unless there is some strong contra-indication attention 
should always be paid to ibe wishes and tastes of the patient. 
This IS especially important with Indian patients. 

(5) If any article of food disagrees reduce the 'quantity rather 
than forbid it entirely. 

(6) Changes of diet should, if possible, be made gradually. 

(7) Never prescribe a diet without first ascertaining the padent’s 
habits as regards woik and exerckc. 


NOTES FOR GUIDANCE OF INDIAN PRACTITIONERS IN 
THE TREATMENT OF EUROPEAN PATIENIS 


1. The blandest diet is albumin water, barley water, and whey; 
the next is peptonized milk and then cow’s milk, diluted with plain 
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water, soda water, barley water or lime water, the quantity of the 
diluent being gradually reduced until the patient is on a diet of 
whole cow’s milk or Horlick’s malted milk. 

2. Next in order comes raw meat juice, or chicken jelly, mutton 
or chicken broth, which, later on may have toast or a little well- 
cooked rice soaked in it. Beef-tea is more diflicuh of digestion, and 
liable to cause or increase diarrhoea. 

3. The p-atient may next be allowed what is known as glass 
custard or egg-flip, with or without a little brandy, which improves 
the taste and power of absorption, or one of the patent foods such 
as Mellin’s or Denger’s, or arrowroot, in the absence of flatulence. 

4. l^en boiled custard, scrambled eggs and, a little later, baked 
custard pudding and lightly made cornflour blanc-mange. 

5. Next, well-cooked oatmeal porridge and milk, poached and 
lightly boiled eggs, bread and butter, strawberry jam. 

6. Chicken cream or quenelle (a mixture of pounded chicken and 
cream), boiled fish with or without plain white sauce, 

7. Minced chicken. 

8. Boiled chicken; pigeon or quail (cooked in any way except 
roasted). 

9. Roast chicken and bread sauce, boiled mutton, and finally 
roast mutton and beef. Veal is seldom obtainable in India and is 
very ind(|escib!e. Ham is easily digested and is an excelleot form of 
meat during convalescence. 

10. As regards vegetables, well-cooked spinach (palak), or 
cauliflower (phoolgobi) is the best for invalids, followed by potato 
^especially mashed potato), onion (pyaz), turnip (sbalgam), carrot 
(gajar), cabbage (band gobi), peas (mutter) and beans ^halec); 
radish (mooli) and cucumber (kakri) are very indigestible. 

11. The best fruits in acute disease are grapes and oranges, 
followed, in convalescence, by stewed apples, apricots or peaches. 
Figs (anjir), pineapple (annanas) and coconut (gola) are very 
indigestible. 

12. Stimulants. — Tea is light and stimulating and can be taken 
in almost all acute conditions including enteric fever. China tea 
causes less digestive disturbance than Indian or Ceylon tea. Coffee is 
a good stimulant (especially if given strong per rectum), but causes 
biliousness with some people; cocoa does so even more. 

It is well known that if alcohol is suddenly stopped as the result 
of illness or accident a person who lakes it in excess is very liable to 
develop delinum tremens; it is, therefore, advisable to give whisky 
or brandy in moderation. 

The guiding principle, in acute conditions such as enteric, should 
be to withhold stimulants as long as possible, in order to have this 
help for a failing heart at the most critical period of the illness. As 
much as 10 oz. of whisky or brandy can then be given in the 24 hours, 
varying it according to the age of the patient, his previous alcoholic 
history, and the condition of the heart. 

Champagne (iced) is excellent, the only objection being 
expense. During convalescence, burgundy, the Australian claret 



166 


O’Meara’s Medical Guide 

(“Sauvigoon”) and port are oseful tonics; stout is especially 
recommended for women during lactation. 

INSTRUCTIONS FOR PREPARATION.— Sick-Room 
Recipes. 


DIET IN CERTAIN DISEASES 

ALCOHOLIC CIRRHOSIS OF THE LIVER 

Early cases— those, for example, which first indicate trouble by 
an attack of haemaiemesis — have been wonderfully benefited in 
my practice (EJ.O’M.) by a course of peptonized milk for three 
months, followed by a milk diet for another six or nine months, and 
those cases in which the patient has pven up alcohol entirely appear 
to be completely cured. 

AMOEBIC OR BACILLARY DYSENTERY, ACUTE 
The treatment by diet is of great importance; the bowel requires 
physiological rest, and the diet sbotdd be limited to whey and 
albumin water. Only small quantities should be taken at a time, 
very slowly, and lukewarm. 

CARDIAC DISEASE 

Considerable help can be given by dieting when the heart’s action 
is unpaired. Food should be given in small quantities at short 
mtervals; it should be easily digested, dry and noo-fiatulent; to this 
end, carbohydrates should strictly limited, also fats. The 
importance of a dry diet is insbted oo by all writers for the following 
reasons. 

(1) The rapid absorption into the circulation of a large amount of 
fluid throw's a mechanical stress on the heart. 

(2) Fluids, in heart disease, are slowly absorbed and therefore 
cause distension and flatulent dyspepsia. 

(3) By withholding liquids the blood Incomes more concentrated, 
and water then ^sses from the dropsical tissues into the 
blood mtead of vice \erea. The total fluid, therefore, should 
be limited to about 20 oz., and not more than 3 or 4 oz. should 
be taken at a time. 

CHOLECYSTITIS 

Yolk of egg and all food containing yolk ofeeg must be absolutely 
avoided. Cream, butter and fats are stnctly limited. Pork, soups ancl 
pastries should not be taken, but the patient may take an ample 
amount of green vegetables and non-acid fruit- 
CHOLERA 

No food whatever should be given during the acute stage, only 
liquids, as water and soda water, ui very small quantities at a lime. 
Stimulants should be giien very sparingly, if at all. by the mouth. 
\Vhra reaction sete in the return to food must be made with great 
caution. Begin with very thin barley water, then ilun arrowroot. 
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-whey, peptonized milk diluted with barley water, and so to pure 
railk, every increase being made slowly and with great care. 
DIABETES — See Diabetes Mellitus. 

DIARRHOEA 

Acute. — If very severe, stop all food for 24 to 48 hours only 
barley water in si^ being given for thirst. Then weak arrowroot or 
cornflour, next milk and hmc water. Avoid meat extractives, and 
see that nothing is given which is either very hot or cold, as unless 
lukewarm peristalsis will be stimulated. 

Chronic. — Avoid fruit and green vegetables as these leave a 
bulky residue. Hot liquids and alcohol should not be taken. Milk 
should be given with lime water. 

Hill Diarrhoea.— M ilk. 

DIARRHOEA. INFANTILE 

The danger of this disease lies in the rapid withdrawal of water 
from the body with consequent prostration and collapse. A most 
successful method recently introduced is to induce the child to 
drink large ouantities of normal saline. This should be kept in an 
ordinary feeding bottle and frequently given to the patient. The 
resulting increase in weight bears testimony to the efRcacy of this 
treatment. Milk must be immediately and completely stopped. 
When the child is better whey may be given,, but return to ndlk 
gradually and with great caution. 

DYSENTERY, CHRONIC 

Milk diet is of the lirst importance arid may be supplemented 
by sour milk treatment. 

Food should be taken in small quantities— not more than 4 02 . 
every 2 hours; it must be taken slowly and lukewarm. 

FATTENING DIET 

This is required in ; 

(1) Wasting diseases such as tuberculosis ; 

(2) Convalescence from acute illness ; and 

(3) Nervous disorders such as oeurastbeoia. 

Increase the proportion of fat and carbohydrate in the diet. One 
of the simplest ways is by the addition of nulk and cream; butter, 
bacon and suet are also useful. 

. Rest, more or less complete, is always an important aid. 

GASTRIC AND DUODENAL ULCER— Gastric and 

Duodenal Ulcer. 

GASTRITIS 

Avoid alcohol except, if desired later on, a small quantity of 
light wine or diluted whisky at meals. 

In making tea the boding water should not be allowed to remain 
in contact with the tea-leaves for longer than three minutes. 

Avoid coffee. Avoid liver, sweetbtraids, kidney, roe, brain, salmon, 
plaice, halibut. 
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Avoid pips and skins of fruit (whether raw. cooked or in jam, 
and currants, raisins and lemon-pecI ia cakes), nuts and unripe 
fruit. Forexample,anorangeinaybesuckedbulnQteaten. Currants, 
raisins and figs are particularly undesirable, and all fruit is better 
stewed than raw. Marmalade only in the “invalid” form; red 
currant, apple and other fruit jellies, and damson cheese allow'ed, 
but no ordmary jams. 

Avoid potatoes, onions, turnips, carrots, parsnips. 

Avoid all raw vegetables, whether taken alone (celery, water- 
cress) or m picUes or salad ; green vegetables must be passed through 
a sieve and mixed with butler in the form of a puree, and other 
vegetables are best in puree form. Porridge is only allowed if made 
with the finest oatmeal. 

Avoid vinegar, sour fruit, pepper, mustard, curry, chutney, new 
bread, tough meat, pork, made-up dishes, high game. 

Abundant butter and cream, honey and golden syrup, and eggs 
(except hard-boiled) should be taken. (New Lodge Clinic.) 

GOUT, ARTERIO-SCLEROSIS AND HIGH BLOOD- 
PRESSURE 

We are, unfortunately, still very much in the dark as to the 
relationship of uric acid to general naeta^llsm and the gouty state. 
There is no routine plan whicb is suitable to all cases, and each 
particular case must be studied on its own merits. The following 
should be allowed or forbidden: 


Allotted 

Chicken, pigeon, quail (in 
moderation). 

Fish, eggs, vegetable soups. 
Fresh green vegetables and 
fresh fruit. 

Rice, sago, tapioca. 

Toast or stale bread. 

Potatoes and salads. 

Skimmed milk, China tea. 


Allow natural mineral waters, 
should be limited. 


Forbidden 

All meat extracts, and 
essences. 

Rich gnvies, sauces and 
spiced food. 

Soups, food that has been 
rccooked, duck and goose. 

Sweetmeats, preserved fruit 
and sugar. 

Spices and pickles. 

Beer, stout, burgundy and 
all liqueurs. 

and hme juice well diluted. Tobacco 


OBESITY 

Allowed 

Clear soup and broth. 

Fish, meat, poultry, eggs. 
Fruit, green vegetables. 

Stale bread or toast. 

Tea and natural mineral 
waters. 


Forbidden 

Thick soups, oil, ghee, cream, 
rice, sago, tapioca, oat- 
meal, potatoes. 

Peas, carrots, beetroot. 

Sweetmeats, pastry, sugar, 
milk. 

Beer, porter, port and 
liqueurs. 
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RENAL DISEASE— Nephritis. 

RESPIRATORY DISEASES 

AsniMA,— The last meal should be small and not taken late. 
The diet should be dry and small in quantity. If the patient has an 
idiosyncrasy to any particular food this should, of course, be 
excluded. 

Bronchitis. — Hot liquids or semMiquids help to promote 
secretion from the tubes, therefore give hot tea, milk, broth, etc. 

Pneumonia.— Diet as for acute fevers, but great care should 
be taken to avoid an over-loading of the stomach. Weak tea and 
plenty of barley or plain water. 

SKIN DISEASES 

In the majority of skin diseases, no special regulation of the diet 
is required, but in the following cutaneous lesions a careful dieting 
may be of some direct help. 

Eczema. — In very acute c-ises milk alone should be given ; alcohol 
and salt should be limited in chronic cases. 

PRURTTUS. — CoiTee and alcohol should be avoided, also all 
highly flavoured, salted and preserved foods. 

Urticaria.— Fish, eggs, oatmeal, strawberries and any kind of 
acid fruit will cause urticaria. There is a close relationship between 
urticaria, peptic ulcers of the mouth and migraine, due to an 
idiosyncrasy to certain articles of diet; in one case I have traced 
this to apples, and in another, to strawberries. 

SLIMMING DIET— S-ee Obesity. 

SPRUE— i'ec Sprue. 

TUBERCULOSIS OF THE LUNGS 

The patient should be given at least five meals a day. Many 
Indians are much underfed m this disease, as they try to retain the 
custom of only two meals; the patient’s appetite and digestion are 
too feeble to enable sufficient food to be taken on only two occasions 
during the day. 

While there should be at least five regular meals, liquid food, 
such as milk, should on no account be taken between the meals, as 
this interferes with digestion. 

The food should be easily di^tible, well cooked, palatable, 
and varied as much as possible. As much milk, cream, ghee and 
butter should be taken as the patient's digestion will permit. Extract 
of malt and cod-liver oil appears to have a beneficial action apart 
from its food value, and should be giwn regularly provided that 
the patient enjoys it. Comparatively high temperatures are not a 
bar to an ample and solid diet in this condition. 

TYPHOID FEVER 

As the result of recent experience the old-fashioned milk dietary 
has been profoundly modifi^. The principles underlying the choice 
of dietary in this condition arc : 
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(0 Avoidance of those foods which are digested or assimilated 
with difficulty, or vihich reach ths lowir end of the ileum in a 
solid state. 

(2) Avoidance of any substance liable to pve rise to meteorisim 
Thus, green v-c^tables most be excluded on account of their 
cellulose content and their liability to cause flatulence, hlilt 
again, is not easily digested and produces flatulence; it is 
best administered in small quantities in dflute form. Many 
casK of entenc fed exclusively on a milV- (het presented, at 
autopsy, a firm rnyiss of cuidl^ milk in the lower ileum. 

(3) Suppljing an easily assimilable food of high calorific value. 
Sugar ful^ these conditions and should be added, as far as 
possible, to all fluids. 

(4) Dilution and elimination of toxins, which is best effected by 
indutang ths patient to drink large quantities of water, barl^ 
water or lemonade. Brandy and port may also be given in 
small amounts. 

The diet may be supplemented by lightly boiled eggs, bread and 
butter without crusts, custards, poundrf fish, and mashed potatoes, 
according to the patient’s appetite and bis capability of assimilating 
food. Meat extracts have a oe^pble food value. 

By such treatment exhaustion is avoided, the bean muscle b 
supplied With the all-important carbohydrate and convalescence is 
materially shortened. 


SCALE Of DIET FOR EUROPEAN PATIENTS IN HOSPITALS OR 
DISPENSARIES AND MENTAL HOSPITALS 
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Of sago 2 ch. or arrowroot 2 eft. 
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SCALE OF DIET FOR GENERAL MENTAL PATIENTS 
(INDIANS) 

Atta 12 ch. (mixed wheat ^el coal . . 

andgiam) Fat*ood .. 20 seen (to start the 
Dal 2 furnace) 

OJ(musuia) Spices .. *cb. 

Veg^bles . . 3 m 

SCALE OF DIET FOR PATIENTS U^IDERG^JO 
THE INFIRMARY AND DISPENSARY SECHON OF A MENTAL 
HOSPITAL 


Atu wheat 
Rjcc 

Dal Moods 

Gbee 

Salt 


Mflk 


FuU Pift 

6 cK Spjces .. ^ych. 

4 » VesctabSes 3 t. 

2 „ Firewood., 15 seen (to start the 

a fontace) 

i ” Fuel coal 5 seen 

.tfift Diet 

1 1 seen Fueleoal,, 4seen 

ich. 


Milk .. JSseeta Sugar .. 15 ch. 

Sago . . . 1 seer 

All patients get the foQowiag altemaieljr in the isoroing : 

(I) Soaked gram 1 cb. per bead. (2) Khiebri 1 ch. per head. (3) Parched 
gram 2 eh per head. 

Hospital eases get sago } ch. per bead, earl}' in the momiog. 


DILATATION OF THE STO.MACH, ACnnX 
This sometimes occurs ttithio the first 4S hours after an abdomin^ 
operatioQ aod is recoguized by fullness Id the epipstrium nith. 
generally, a nslng pulse rate. It may be suspectra if the patient 
ought to be well, but is not prelL If the condition is suspctrtcd, a 
stomach tube (preferably a R)1e's tube or a nasal tube) must be 
passed and the stomach aspirated through it by means of an ear 
syringe. If large quantities of fluid can be v.iihdrau.Ti the condition 
js certainly present and the tube must be left in position for 4S hours, 
dunng which the stomach is bequently aspirated. Another method, 
after the first aspiration, is to raise the foot of the bed and let the 
end of the tube ling in a jug of water beside the bM so that syphonlc 
action continues. Before the tube is remoted, give the patient some 
coloured fluid to drink, or pour it down the tube; if none can be 
aspirated after an hour aod a half it is safe to remove the tube. 
Fluid loss IS made good by intias-enous or rectal drip salines. 


DIPHTHERIA 

The foUowmg types occur; faucial, laryngeal, nasal, cutaneous 
and sundry, in all, the presence of a greyish-white or yellowish 
slough, which is not easily detached and leaves a bleeding surface, 
IS clinical ctidence of diphtheria requinng immediate and full 
treatment with antitoxin. 

FAUCIAL- — ^piere may be a widespread hyperaemia with a 
small ulcer, or sice s'crsa. The glands are almost always enlarged. 
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A slough spreading from the tonsil to the fauces is almost patho- 
gnomonic of diphtheria and sometimes the throat has a characteristic 
foul smell. The temperature is usually between 99® and 101* F. 
almost never as high as 103* F., and the patient is ill. 

LARYNGEAL. — Although usually secondary to faucial 
diphtheria this may occur alone, when it is likely to be missed 
unless the physician remembers that a recent severe laryngitis, 
where the patient is obviously ill or coughs up blood, is likely to 
be diphtheria, especially if the patient is about 3 years old. (See also 
Croup.) 

NASAL DIPHTHERIA.— This occurs most commonly as a 
greyish sloughing ulcer on the inferior turbinal bone ; there is nearly 
always some bleeding from the nose. The writer once saw a case in 
a child six days old. Occasionally, the whole nose seems to be full of 
a yellowish “wash-leather” slough. 

SUNDRY TYPES. — Any mucous surface, such as the con- 
junctiva, the vagina, the anus or even the glans penis may be infected, 
the latter generally after a careless circumcision. 

CUTANEOUS DIPHTHERIA.— Jee Ulcers. 

TREATMENT.— 

ANTITOXIN.— Give 40,000 to 80,0(X) units of antitoxin at the 
earliest possible moment, and repeat in 24 hours. Do not wait for 
culture reports, although it is permissible to examine swabs if this 
can be done immediately; even so, a negative swab is of no value in 
face of a positive clinical diagnosis. Vincent’s spirillum may, how- 
ever, produce a similar appearance of the fauces, so if it is present in 
large numbers it can be assumed to be the cause. 

In severe cases penicillin should be given. (See Chemotherapy.) 

The first dose of serum is given intramuscularly, or half the dose 
may be given into the muscle and half into a vein, very slowly, 
with -J c.c. adrenaline added to prevent allergic phenomena. 

It has been found that neuritis and myocarditis are almost 
unknown if a large dose of serum is given in the first 24 hours. 

The later the treatment is started the more scrum will be required. 

GENERAL. — Keep the patient flat in bed with one pillow for at 
least 3 weeks, and when he is convalescent do not allow sudden 
movements ; many a diphtheritic patient has died through suddenly 
sitting up in bed. 

Nasal feeding may be necessary if pharyngeal paralysis occurs 
later. 

Diet should contain a high proportion of salt in order to maintain 
blood-pressure; synthetic adrenal cortex 2-5 mg. intramuscularly 
once a day has been given with the same object. 

When antitoxin is not available reliance must be placed on other 
methods, the only one of any avail being penicillin, 200,000 units 
eveiy 24 hours in eight three-hourly <U)scs. Failing the above, the 
patient is given the following: 
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i Liquor. Hjdrarg. Perdalor. .. •• oj 

Pot l 

Gbeerm. ^ 


A gargle of Mflton, one drachm to 4 ounces of staler, may also 
be used; should paralj-sis desalap \itamiQ B is gi\-en, atom 
12 mg. a day. If the diaphragm or Ibc lElercostal rausclw are alTccted 
keep the patient in an “iron lun^ untd the paralysis disappears, 
vthich It generally does m about sut weeks. 

If paralysis occurs it usually begins about the third week of 
consalesccnce, the common site bring the ejt: (diird or sixth nerte), 
thff pharynx, larjiix, legs and trunk. If the patient fecot'srs, so will 
the paralj’sis. 

SCHICK TEST.— About two minims of Schick Test toxin ^ 
injected intracutaneously. If the patient is susi^lible a reddish 
area, half to one inch in diameter, appears witWn thiee days and 
lasts for about a week. ^Tien it fades a browmish area is left and 
Sluing of the sUn lakes place. 


DISLOCATIONS 

Early and gentle reduction, with good relaxation of the 
suTTounduig muscles, is the key to success. 

SHOLiLDER.— The patient generally has fallen on his oot- 
stretched hand, so the s^ft of the butnetus, with the acromion as a 
fidcruRi, has letered the bead out of its socket through the weak 
lower part of the capsule. 

Diasncsis — Compared with the rounded other side the point of 
the shoulder makes a sharp right angle with the acromion sticking 
out. The pauem cannot put his hand on the other shoulder. The 
head of the humerus generally can be felt and there is no crepitus. 

Treatment . — The patient’s elbow is ficxed to a right ao^e and 
the surgeon holds it m one of his bands (right for right and left for 
left) Taking the patient’s wrist in his other hand, he gently ertrts 
the forearm until it is nearly parallel with the surface of ^e abdomen. 
He now dniw^ the elbow gently downwards. This position and 
traction are maintained for twonunutes, during which the dislocation 
will often be felt to reduce itself and the head of the humerus slips 
quietly into place. When this occurs the patient gis'es a casp of 
relief and finds he can put his hand on the other shoulder, while 
the affected one fills out lo its normal round contour. Eversion 
stretches and soon lues the subscapularis. spasm of which must be 
o^c^come before reduction can take place. 

If, after two minutes of the abote ample manoeuvre of eversion 
and tracuon, otducuow has not occutsed, tht zVyam is gemiy biwiiht 
forward along the chest wall nnUI it is almost in the nipple line, 
^en another pause is made, eversion and traction being maintained. 
This iMy do the tnck, but if not, the elbow is gently drawn forwards, 
away froni the body, wtule the forearm is inverted until the band 
rests on the other shoulder. Should this method fail, the patient 
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should be given a general anaesthetic and another gentle effort 
made; if there is still no reduction, the old method of pladng one’s 
heel in the patient’s armpit while traction and twisting are maintained 
on the arm may succeed, but this method is not recommended. 

After-treatment . — A sling should be worn for three weeks and 
abduction of the arm beyond a right angle avoided for three months. 

ELBOW, — Backward dislocation is important not only because 
it is common, but also because good treatment yields a perfect 
joint, while bad treatment causes lifelong disability. A fall on the 
hand while the elbow is bent is the common cause, the same injury 
as that producing supracondylnr fracture, from which dislocation 
must be carefully distinguished. 

Signs . — ^The olecranon is prominent and is not in line with the 
condyles of the humerus, there is no crepitus, and flexion to less 
than a right angle is almost impossible. 

Treatment . — Most cases, if seen early, can be reduced by traction 
on the forearm with an assistant holding the upper arm ; this traction 
should be persevered with for some minutes and the joint should 
not be moved, because the less movement the less damage. If this 
manoeuvre fails the joint should be gently straightened and hyper- 
extended; this disengages the coronoid process from behind the 
lower end of the humerus, and sustained traction in this position 
will often effect reduction. 

If neither of these methods succeeds, the surgeon puts his knee 
in the bend of the patient’s elbow, which he flexes over it, while an 
assistant presses the olecranon forward. When there is any difficulty 
a general anaesthetic is given, because the resulting relaxation 
makes reduction easy. 

If a dislocation is neglected for eight weeks or longer, reduction 
is generally impossible and excision of the joint is required. 

After-treatment . — ^The insertion of the brachialis anticus, and 
sometimes of the biceps, is damaged, so if straightening and move- 
ment of the joint are allowed before absorption of the traumatic 
exudate osteogenic cells from the torn periosteum at the insertion 
of these muscles are shed all over the bend of the elbow and myositis 
ossificans results. 

On the other hand, if the elbow is fully flexed while it is yet 
swollen interference with the circulation may cause Volkmann’s 
ischaemic contracture [see page 285). Correct treatment is as 
follows. 

After reduction a plaster slab is applied and bandaged with a 
soft bandage to the back of the ann and forearm, with the elbow 
flexed to about 80 degrees. A careful watch is kept on the radial 
pulse and if it shows signs of failing the elbow is straightened until 
it returns and kept in that position. When the traumatic swelling 
has subsided the slab is removed and the elbow flexed to an acute 
angle by means of a short sling. It is kept in this position for three 
weeks, during which the shoulder, wrist and fingers are freely 
exercised. Weeks or even months may elapse before the arm can be 
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straidilmed fuDy, but it h2pp«is in time and forcible atlempu to 
stiai^ten it must ne^'cr lx made orpermaneal stiffness may rsulL 
PISLOCATION OF THE SEMItUNAR (LUNATE) BONE 
OF THE \MUST.— THs is also important, because it may cause 
pressure on ibe median nene and fiexor tendons 'Biib consequent 
crippling of the hand, sihercas cariy ledoction is eas>’ and £av« 
the hand. The cause ^ntrally is a fall on the palm of the dorsiSeied 
hand, which forces the bone out of its socket- . 

Diagnosis . — A lender lump is felt on the p a lm a r surface behiaa 
the fiexDi crease of the wrist. Mosemenl of the wrist ^d fingers ts 
painful and limited, the finecis being held in semi-fiexion. Signs of 
median nerse paraljris may be present. 

TreasnenJ . — ^The surreoa puts his knee in the angle of the paiieni’s 
fiexed dbow and, using this as counier-tractjon, pulls hard on ^ 
patient's hand, moving it gently from side to side, while prcsring 
firmly with his other thumb on the lamp. If the wrist is now slowly 
flexed the thumb eicrting the pressure will generally fed the bone 
slip into place (tt’atson-Jones's method). If this fails an assistant 
should apply the traction and the snrgson should press with both 
thumbs. 

AfttT-irtatmer.t —For about a week the wrist is L^t in flexion by 
a plaster slab which is then replaixd by a straight or slightly 
dorsifiexed slab for another two or ihne weeks. Tisger moteasaa, 
wntisg, etc., are maintained throughout. 

DISLOCATION OF THE METACARPO-PHAL.^'GEAL 
JOINT OF THE THUMB.— The common cause is forcible h)‘peT- 
extension of the thumb, the base of the phalanx resfing on the 
donum of the metacarp^ 

rrearme/ir.— Conliauwi traction should first be applied with 
one hand, while the other tries to manipulate the p halanx into 
place. If this fails, the tbumb should be bjTXrcaendfd with one 
hand, while the other tries to press the base of the phalanx over tbs 
head of the meiacarpaL 

If skilful and continued attempts fail to effect reduction, tlie 
phalanx has buttonholed the joint caprule and probably got 
entangled with the tendons. OpCTati>c redcctioa through a lateral 
incision is tbai required. Dislocations of the finctrs are dealt with 
similarly. 

ACROMIO-CLAVICULAR JOINT.— There are iw'o dr g fe - * . ^ 
of dislocation, complete and incomplete, dependme upon whether 
the conoid and trapezoid ligaments which bind the claticle to the 
roracoid process of the scaprula and hence pres'ent the scapula from 
dropping, are tom or merely stretched. 

The condition is obtious, the arm U lowered and the sharp outer 
md of the cla^de is casfly felt above the acromion instead cf being 
It- The more lateral position of the lesion and the absence 
of oepitus distinguish it from fracture of the claride. 

The object of treatment is to raise the arm to its normal level and 
keep it there for ten weeks, while the tom ligaments faeaL The 
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surgeon raises the patient's flexed elbow and depresses the clavicle 
until the latter is in its normal position level with the acromion. 

A piece of Elastoplast four inches wide is now applied to the 
elbow, then along the front and inner part of the arm up to the 
clavicle the outer edge of the Elastoplast being at least an inch 
mesial to the outer end of the clavicle; the Elastoplast is now 
carried over the clavicle and down the back of the arm to the elbow 
again. Three or four turns of Elastoplast, which must be tightly 
stretched, are needed because the unsupported weight of the arm is 
considerable. A sling is also applied. 

After-treatment . — As usual, the fingers and wrist are kept busy 
and the shoulder joint is exercised. A method that is gaining 
popularity is to fix the clavicle to the coracoid by means of a rustless 
steel or vitallium screw, but this needs considerable experience and 
a good X*ray plant. Operations on the acromio-clavicular joint 
itself are useless. If, as often happens, the joint is left permanently 
weak, if dislocation recurs, or is never permanently reduced, the 
disability is not great, and the wnicr knows at least one athlete 
whose two acromio*clavicular joints have been dislocated for many 
years. 

HIP JOINT.->Students are generally taught so much anatomical 
detail about dislocation of this joint that when the moment of trial 
comes they are either too ignorant of practical details or too 
frightened of failure to attempt reduction. What they should be 
taught is that prompt reduction under a general anaesthetic is both 
essential and easy; should the surgeon be caUed to the scene of the 
accident and no anaesthetic be possible, he should always make a 
gentle attempt to reduce the dislocation in the manner described 
below, and he will often find that he is successful. 

Cause . — When the hip joint is flexed and adducted, as in stooping 
or in sitting with the legs crossed, a posterior dislocation is readily 
produced by a weight falling on the back in the former case, or in 
the latter by a severe blow on the flexed knee in the long axis of the 
femur as when an aeroplane or a motor car comes to a sudden and 
unexpected stop. If the hip is abducted, an anterior dislocation is 
more likely. 

Diagnosis , — If the reader, who is presumably seated, will stretch 
out his legs, invert his right foot and rest his right heel on the outer 
side of the left foot, his right leg is in the position it would occupy 
after a posterior dislocation. If he now moves his right foot so that 
its outer edge is resting on the floor, the leg is in the position of 
anterior dislocation (which is rarer than posterior). It is also in the 
position of fracture of the neck of the femur, from which anterior 
dislocation is distinguished by the absence of shortening, the lack 
of mobihty and the presence of the head of the femur in the groin. 

Treatment . — The patient is Imd on the floor and If possible an 
anaesthetic is given. An assistant holds the patient’s pelvis firmly 
on the floor. The surgeon now flexes the patient’s hip ; if the leg is 
inverted and adducted he gently everts and abducts it ; if it is everted 
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and abducted, be gently iii%erts and adducts it In short, whatorr 
the dislocation, he first fiexes the hip and then mosTS the lunb into 
a neutral nonnal position. The tesult of these manipulations 
Renerally is to manoeusTC the head of the femur on to the posterior 
edge of the acetabidum, where it can be fciL All that is now necessary 
is for the assistant to hold the patient’s pehis firmly on ground 
while the surgeon lifts the dislocated leg, gently and shshtly adduct- 
ing, abducting and twisting it the while, until a pleasing and 
unmistakable gliding mo\'ement is fell which indicates that reduction 
has taken place. The leg is now straightened. Few operations pre 
the surgeon or the patient more satisfaction. 

After-ireatmenl . — ^lust as in the case of the elbow joint, early 
mosement may cause dissemination of osteogenic cells with resulting 
myositis ossificans; further, X-ray pictures have shown that ^e 
dislocation is often associated with fracture of the hp of the 
acetabulum. Reduction restores the fragment to its right position, 
but early use of the limb may cause redislocation or, later, lipping, 
with consequent pain and Unutation of taovcmcot. The modern 
after-treatment, therefore, is to immobilize the slightly flexed ana 
shghlly abduct^ hip and the shghtly flejcrf Icnee in plaster, which is 
retained for a couple of months. If X-ray ex a m in ation sbowj 
fracture of the acetabular tip the plaster is kept on for a isooth 
longer. 

RUPTURE OF UGAMENTS IN THE KNEE JOINT.— 

Complete dulocation is a rare accident, which b of course 
associated with rupture of the crucial and the lateral ligaments. 

The anterior crucial ligament, which b taut when the Lose b 
straight, may be ruptured by sudden and forcible hjptreitension; 
the agn is abnormal anterior mobility of the tibia on ie femur and 
ttic case wnh winch byperexlenMon can be produced. 

The posterior crucial ligament is taut when the joint b flexed and 
may be ruptured by a wolent blow- to the upper end of the tibia with 
a flexed joint, the tibia shows abnormal posterior mobility on the 
femur. 


Treatment of all three conditions b to immobilize the knee in 
plaster of Pans for three months, during which siaorous quadriceps 
drill b earned out , the knee should be flexed at the strai^t. 

Thb treatment gives better results ttan any operation yet deiised. 
If a case is first met with some weeks or months after injury, the 
above treatment should first be tried. If it b a failure, tendon grafting 
by Hey Groves’s method offers the best hope. 

OUTWARD DKLOCATION OF THE PATELLA.— As an 
plated accident thb b rare, but as a recurrent or habitual condition 
it b not uncommon and is often associated with knock-knee for the 
obvious reason that the quadriceps likes to pull in a straight lice. 
Reduction is automatic or at lean easy, when the leg b straightened. 
The milder cases of recunent dblocation are cured by moving the 
tubercle of the tibia to the inner ade of that bone, so as to stral^ien 
the hne of muscular pull; the iimcr side of the joint capsule b 
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generally plicated at the same time. If there is severe knock-knee this 
must be corrected by osteotomy of the femur. 

DISLOCATION OF THE ANKLE. — ^This results from a heavy 
fall on cither side of the foot, imvard dislocation being far commoner 
than outward because the latter generally causes a Pott’s fracture. 

Treatment. — ^The injury causes rupture of the joint ligaments, 
which take ten weeks to mend, so the foot is kept at right angles in 
plaster for at least that period. 

DISLOCATION OF THE JAW. — ^This is always in a forward 
direction and occurs when the mouth is wide open, at which time 
the condyle rests on the eminenlia articularis just in front of the 
joint socket. A wide y.awn, a blow, or over-zealous use of a mouth 
gag may cause the accident. The dislocation is generally bilateral 
but may be unihteral, and is often reduced by the patient. 

Signs . — ^The patient cannot shut his mouth and the condyles 
can be felt in front of theirnormal position, witha hollow behind them. 

Treatment. — Massage of the masseters for a couple of minutes 
before reduction helps to relieve muscle spasm and makes reduction 
easier. 

The surgeon wraps a handkerchief or some sort of cloth round 
his thumbs, which he then puts into the patient’s mouth. He firmly 

C resses the patient’s molar teeth downwards and backwards with 
is thumbs, while his fingers under the chin raise it. After a few 
moments the masseters and pterygoids tire, the condyles slip over 
the eminentia articularis into the socket and the jaw often closes 
with a snap — which is why the surgeon’s thumbs are bandaged. If 
reduction is dilficult an anaesthetic may be given. 

A/tcr-freatment.^The patient must not open his mouth widely 
for two or three weeks. 

DISSEMINATED SCLEROSIS— Jee Nervous System. 
DIVERTICUI.niS 

As the cause of this is the burrowing of small, hard, faecal masses 
through the colonic mucous membrane at the attachment of the 
appendices epiploicae, the treatment is to wash them out by colonic 
lavage, and to prevent their forming again by keeping the motions 
soft and well lubricated, for which purpose liquid paraffin with or 
without agar agar is the best. The condition mostly affects the left 
side of the colon in stoutish, constipated, middle-aged or elderly 
men. It often has the symptoms of left-sided appendicitis and 
sometimes is diagnosed as cancer. 

Operation is rarely necessary except in cases of obstmctioa, 
abscess or vesico-colic fistula. 

dressings and accessories 

DRESSINGS 

(1) STERILIZATION OF DRESSINGS— See Nursing. 

(2) ANTISEPTIC DRESSINGS 
The following are the strengths of the medicated lints, gauzes, and 
wools. 
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Boric Lint (colour pink) . . . . 50 per ceflt- 

Boric Wool (colour pink) .. .. 25 

CarbobcAcid .... .5 

Double Zinc Cyanide (colour Molci) 3 
Iodoform .. .. .. 5loI0 „ 

Mercuric Chloride (Sublimate) . . i „ 

Mercunc Iodide 5 „ 

Picnc And .. .. .. .. i .. 

SahcybcAad .. . .. 5 „ 

Sal. Alembroth (colour blue) I to 2 
Zinc Sulphate .. .. .. 5 „ 

(3) INSTRUCTIONS FOR THEPREPARATIONOFDRESSINGS 
LOCALLY 

IODOFORM OR BISMUTH GAUZE 
Articles required : 

(1) Iodoform, 2 oz. or Bismuth subnitrate, 2 oz. 

(2) Ciauze, nine jards. 

(3) CarboUc lotion, strencth I in 40, 5 oz. 

(4) Sunheht soap. 

(5) Carbobc soap. 

T’ko basins. 

(a) Wash the gauze eieU in Sunlight soap to remote all 
starch, and keep it rolled, in one basin. 

(b) In the second basin, carbolic soap is mised nith 5 oz. 
of carbolic lotion until a good btber is produced; add 
to this 1 oz. of iodoform and miz n-el). 

(c) Rub this mixture into the gauze until the hole becomes 
yellow 

(d) Squeeze the lotion froni the gauze and add the remaining 
ounce of iodoform and mU tieU, as before. 

(e) Again saturate the gauze until the whole is well coloured. 
(/) Finally, the gauze is not squeezed, but allowed to dry 

m the shade, and will be ready for use in 12 hours. 
BORIC LINT 
Articles required ; 

(1) Acid Boric, 1 Ib. (4) Hot water. 

(2) Lmt, 1 Ib. (5) Basins, two. 

(3) Sunlight soap, 1 cake. 

Method of preparing: 

(1) Wash the lint well in plain water, squeeze it out, and keep 
It rolled, m one basin. 

(2) In the second basin, 4 oz. of boric acid is well rmxed with 
a pint of water. Sunlight soap is rubbed into this solution, 
until a good lather is product. 

(3) Add another 4 oz. of boric acid to the solution. 

(4) Dip the lint in the solution until crery part is well saturated, 
and then squeeze out the excess solutmn. 

(5) Add 4 oz. more boric acid to the solution, and rub in more 
Sunli^t soap. 
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penneabiluy of the capllhries after injury or ia ihc presence of 
histamine; the albumin then escape into the tissues, svhich up^,s 
the intra : extni>ascular K-iTanrg, so the tissues draw unauthoriz^ 
fluid from the blood. A similar condition occurs when there is 
senous stasis, as in heart disease or constriction of a limb. 

Salt retention in the tissues causes oedema, but its importance 
is debated, because although the osmotic power of the salt in the 
blood is about 1,000 times greater than that of the albimiia, salt 
can easily pass t}:uoueh the capillary walls in either direction. 

TREATMENT. — Obrioufty, the condition admits of treatment 
m tw o ways ; the fluid loss can be enormously increased by a pow er- 
ful diuretic such as the mercunal group — mei^si, Nept^ SaljTgan, 
etc. , or the albumm can be restored by the intravenous injection of 
plasma or, m cases of starvation, by an increased intake of albumm. 

In cases of localized oedema it is usually enough to rnise ^d 
rest the part, when the surplus fluid drains back into the circulation. 

Peritoneal exudation (asates) can be relieved by tappmg or by 
mercurial diureocs, but these must be pven with great caudoa in 
nephnuc oedema, so even now Southey's tubes are occasionally 
us^ 

DRO^\7s’ED, TREATMENT OF THE APPARE-STLY 

(1) Try to hold the body upside down to let water run out of the 
mouth and throat Sw^ a finger rapidly round the pharynx 
to remove any obstruction, such as weedi, then 

(2) Put the patient face down on the ground with a folded article 
of clolhmg under the lower part of the cbe>L 

(3) Placejourselfovurtbepadent, kneeling and fadng his bead. 

(4) Place the palm’^ of the bands ovnr the low er ribs one on eadi 
side, and throw forward the body weight so as to give firm 
pressure on the patient's chest, 

(5) Without removing the hands raise jour body slowlj’, thus 
increasmg the pressure. 

(6) Repeat this movement at the rate of 15 to the minute, until 
natural respiration restarts. Then turn the jatiMit on the 
back, apply fnenon to the limbs, and hot bottles, and give 
an ounre of brandy and hoi coffee by the mouth. 

(7) Contmue for at least half an hour or until jou are certain 
the patient is dead. 

DRUG ERUTTIONS 

{Based on Stehasoa and Morris) 

ACETANILIDE — Uncommon; slate-coloured evaaoas, especi- 
ally of lips, face and extremities, erythema or crjthemato-papular 
eruption. 

ANTIMONY (TARTAR EMETIQ.— Rare; urticanal and 
vesjco-piistular. 

ANTIPYRIN. — Fairly common; etjtbematous eroplioa; con- 
siderable sweating, with greax gountus, and 
follow. Rash resembles measles; on chest," abdomen and back. 
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O'Meaka’s ^tolCAL Gutoe 


IODOFORM.— Infrequent; itt addition to the dciiMtitis and 
eczematous eiupdons produced directly by the application of this 
drug, rashes may follow its absorption, and are generally 
erjlhematous, papular, vesicular or bullous, with or without 
intense itching. Serious constitutional symptoms can al^ resulL 
Deilrium, nephritis, and death ha\e been observed, especially after 
apphcation to bums. 

IPECACUANHA. — Not common; circumscribed erysipelatous 
patches of more or less general distribution. 

MERCURY. — ^Exceptional; may produce almost any kind of 
skin lesion, erythematous, scarlarimform. papular, pustular, herpetic, 
bullous, furuncular, and ulcerative. Almost all, more especially the 
severe forms, result from overdosing, and are rarely seen at the 
present day. 

OPIUM (MORPHINE). — Rare; mostly scarbtiaifo^ some- 
times morbilliform, and polymorphous tjpes, usually with mlense 
Itching, desquamation is the rule; less frequently urticarial, or 
carbuncular. Quickly di^ppears on slopping the drug. 

QUININE (CINCHONA).— In^ueot; mostly eczematous in 
cb^cter; eiyihematous, scarlatuuform, with or -without da- 
quamatioD, may follow b)podenmc use; less frequently urticarial, 
hebenoid, bullous, and gangrenous (especially of scrotum). In 
the scarlauniform and other t)pes of general distribution there 
may be considerable constitutional disturbance, but usually the 
eruption is not accompanied by fever. 

SALICYLIC AOD (SALICYLATES).— Not comSnon; usuaUy 
erythematous, urticarial and pemphigoid, with or without 
d^uamation. 

SILVER NITRATE. — Slate-coloured and grejish pigmentation 
or discoloration after prolonged use. 

STRYCHNINE (NUX VONflCA).- Rare; miliary or scariati- 
niform, with pnmtus and formication. 

SULPHONAL. — Occasional; most commonly ciylhcmatous 
and scarlauniform, with desquamation and intense itchmg. 

TUBERCULIN. — Rare, diffuse scarlatinifoim or morbillifonn 
eruption, with or without subsequent desquamation. 

TUI^ENiiNE — TEREBENE. — Occasional; erythematous, 
scarlatiniform and morbilliform; exceptionally vesicular and 
papular, or eczematous in character. Terebene, bright red papular 
rash. 

DRUG HABIT — See Mental Diseases. 

DRUGS (See also Chemotherapy ; Insomnia (Barbiturates).) 
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O’Meara’s Medical Guidh 


CARBOLIC GARGLE 
B And. Carbolic. liQ. -* •• ] 

Liquor. Potassae f »» OJ 

TincL La%acd.Co. ) 

Cljccnfli oiuj 

Aq. ad .. .. •• o'*y 

To be used «ith an equal amount of hot u-alcr. 


POWDERS 


PMCCLY HEAT MACLEANS 

BZmcOiudel equal fB Bismuth. Carb. 
Starch | pafts 1 Sod. Bicarb. 
Boric Add J of each 1 Mag- Carb. 


CHILDREN'S DIARRHOEA 
hnXTURE 

E OI Ricim . . HL 40 

Mucilag. qA. 

Aq Asethiad .. 3ss 

3ss t.d s or oftener. 


CHILDREN'S COUCH MIXTURE 

B Amm on. Carb sr. ! 

Pot. CC gr. 5 

Tin cl. Ipecac. .. .. 

Aq. Asethiad .. .. 5i 


ADDITIONAL PRESCRIPTIONS 


B Oleum Morrhuae 
Iodoform. 

Tr LaAandulaeCo 
Mucilag 

Aq. Menth. Pip ad 
t dsp e 


ABOOinHAL TUBOteVLOSB 

. . 1T\. 40 IVben the stools are loose and 

.. cr. i ofleosite. 

..10,6 

q.s. BH)drarg. cum Crtta .. gr. 1-2 
. . 3j Sod. Bicarb gr. 4 

AOS VUtCAJUS 


Sulphur IS the most unportant drug la treatmeai. 

B Sulphur Praeapilau •• .. er. 35 

Spintus Camphorae 30 

Aquam Calas ad .. •• •• .. 3i 


ACtDOSIS 


To lessen the occurrence of Acidosis 
after an anaestheuc m ctuldrea. 

BFot Bicarb . gr. IZ 

Sod. Bicarb gr. IZ 

Calc, carb . . gr. 6 

Mag. Carb. . . gr. 6 

Aquam ad . . - 5J 


Aeldoas in Atthma, 
Examme the unne for diacetic 
aad. It IS more frequent in children. 

Ci\e Glucose Mib: 

Sod. Bicarb. . . . . 3j 

Pot. Gt. 3ss 


ADENOIDS 

If for any reason an operation cannot be performed. 

BResorem gr. 5-10 

Tr HamameLs 11130 

Normal Saline ad .. - .. • $} 

\asxil5 Qt 6 drops usAo the rune 'kuK the child lymjoa usbacL. 


ALBCMINUIUA, CYCXICAI, IN CKILDKEN 

B Amm Brormd. gr. 4 

Pol Bromid. .. .. .. .. .. gr.4 

Liq Arsenicaha Til 2 

So^ Hypophosphitis .. .. .. gr. 3 

Aquam Chloroformi •• •• .. ^ss 

Aquam Menth. Rp. 5ss 

Tho to four teaspotmfuls LiLs. {tf. C. Cameron) 


) 
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ETE CSXnON’n 

B Hjdrarg. AmmoaiaL .. gr. I E YeUow Oxide of Mereuiy 

Adeps. 5»j . llo2pefceaL 

For cbronic conjuncuvnis, pUjcteaolar and mlenuiu) Eeiauiis, bsepsuntis 
and opaaties of the cornea. 


EXOPHTHAiaOC C(»TIE {CU.\TS’S DISEASE) 

B Aad. Hydrobrom. DiL .. 111^12 EPoLBrooud. .. .. gr. 12 

Qinnin Hydiobioro. .. gr. 6 Tt. Selladoaa. ..1^8 

SjTop Aurantii .. .. 5j Liq. A r s caif ahi .. .. 

Aqaamad .. 5 j Aqua. Chloroformi ad .. 3i 

Each prescription, tno tablespOonfuE LcLlp c. 


CAacus 


E Sod BeazoaL 
Sod. Bronud. 
or Resorcin 
Phcsazon 
Sp Xfeoth Pip 
Glycena. 

A uaspoonful m i 
water. 


.. 3>ss EAdd.CarboL •• .. gr. dO 

.. >is$ Sod. BiboraL •• -- gr. M 

.- Aiss Pot. Biota. .. .. gr^tO 

.. .oiss Sp. Mcntb. P.p. .. .. .^ss 

..1430 Glycenn.ad •• .. 51 V 

. . 3*v 

glass of vann A teaspoocful tn i tumbler of tepid 
water. 


E Pot. C3i]or 
Sod. Bicarb 
PoL Bicarb 
Aquaisad 


aboie are prescnptions by Sir St. Oaix Tboauoo. 
.. .. gr. 12 E Lotio H>drarg, Nigra. ., 

.. gr. d PoLChlorau 

.. gr. 6 Aquomad 

. . 31 


3) 

fi- 


10 


CASnuOGU 

Gaaralgia and Vomuittg Byzierical 

B Menthol gr. 2^ B Chloral. H) dras. . . tf. 40 

Cocainae H)drochlor. .. p. 10 Calcii Bronudi .. .. Su" 

Sp Vioi Reel. .. 3UJ Codgaae .. .. .. p. 3 

Syrup . 3tss Aqua. Laurocetasi .. ^tii 

(^e teaspoonful eieiy one to two Aquaia ad .. .. 311 

hours fBurney Feo > A Ub'capoonful e%ety 4 boun. 

(Barrey JVo ) 

B Liq. Opu Sedatiii .. .. .. .. El S-8 

Sp Amm. Aromat. .. lil. 30 

Aqua. CaruL ad .. .. .. .. 31 

A dose when pain E soere. {Bunxy }Vo ) 


B Creosou . . □ | 

I^v. Rhei . . gr. li 

Pulv. Calumbae . .. gr. li 

Pulv. Sapoais . . . gr. 4 

The piU after food. {Bumey Yea ) 


B Tr. Rhei Co. . . 
Sod. Bicarb. 

Tr. Zingibem 
InT. Cenuan. Co. ad 
td.s.pc 


CAsnuns, cmtoxic, is oauezN 


B Sod. Bicatb 
Pulv Rhei 
Hydnirg. Subchlor. 
Sacch. Alb 


gr. 2 E Pulv. Rhei . . . . gr. 2-3 

gr. I Hi img. cum Creia. . . gr. i-1 

gr. A Eseiy night for a neck, 

gr. 5 {l/u!cMson ) 
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O’Meara’S Medical Guide 


UKIUENTS 

Unimenl. Afeniholis Co. 


B Meth>l Sahcylate 

20 parts 

Menthol 

10 pans 

Chloroform 

10 parts 

Camphor . . 

10 pans 

Eucalyptus Oil . . 

10 parts 

Tuipenlme Oil . . 

lOparu 

Belladonna Ltn. . 

]5 parts 

Lavender Oil 

S parts 

Liq. Paraffin to . . 

(hfartiiulale.) 

lOOparU 

B Menthol 

2paru 

Aconite Liniment 

1 pan 

Chloroform 

4 pans 

Soap laniment 

. 32 parts 

B Lin. Camph Co. 

5j 

Lin. Saponu 

3i 

Ltn. AconiU 

3j 


a Meoibol 3 pam 

CMoiofona . . . . 4 paiU 

Okve Oil 10 parts 

B LinimentuQk Capsici 

Paicted on ibe skin or sprinkled 
on flannel, it produces a red glow 
wiihia an hour. Its action con be 
arrested by smearms with Vaseline. 

B A.fi C. liniinenL 
Equal parts of Linimenls of Aconite, 
Belladonna and ChlorDfoim. 


B Oleum Tercbinthlnae .. 5j 
Lin. BeUadonnae .. Si 
Un. Saponis .. >. 3j 


'MOtnUWA&BU 


B Glycerin. Acid. Carbol. Jss 
Sod Bicarb. . . 3ij 

Aquamad. .. Jvuj 

B Add Salicylia . . . . gt.20 

Acid Benzuci .. gi. 20 

Saccbanni . . . . gt. 2 

Glycer. Boracis . . 5iss 

Clycer Acidi Carbohd . . 30 

Sp Vuu Rcctificati . . 5i 

Eau-de-Cologne ad .. 5*^ 

Tmo icaspoonTuIs in S ounces of 

«arm water. 


BPot. Chlor. .. 3ij 

Pol. Bicarb 3j 

Sod. Sicaib 5J 

Aquamad .. Sjui 

B Pol Chlor. . . . . gr. 45 

Sod. BiboiaL . . . . gr. 45 

OtncAdd .. .. gr. 30 

Ess. Lunoms .. .. n^S 

Gl>cenn jv 

Aquamad .. 1 plot 

(BtUinsham Smith and fei/mg) 


B Hydrogen Feroude (20 

Vols ) . . 500 parts 

Oleum Menlb Pip. , . I part 
Sacchana£liair .. .. 30 parts 

Thymol Water . . . . 470 pans 


M'Aen ulceration it present 
BPoLChlor. .. .. 3ij 

Bora* 5ij 

Saoitas 3iv 

Aquamad .. .. Jsvj 


14ASAL WASHES 

B Sod. Bicarb gr. 5 B Sod. Bicarb gr. 3 

Sod. Biborat gr. 5 Sod. BiboraL .. ,. gr. 3 

Sod. Chlor gr. 5 Acid. Carbolic. . . . gr. I 

Sacchari Alb gr. 5 Sacebari Alb gr. 5 

One powder to be added to 3 oz. of Aquam ad . . . . Sj 

*3ter. Equal pans to be used with water. 
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S Oleum Camphorae 
Giloroformi 
Oleum Menih. Pip. 
Lm. Aconiti 


AjialgCMC PauiU 
3j B Menthol . . 

5 j Tlo-mol .. 

3iij Chloral H>drate .. 

3UJ Camphor . . 


SPOSCYCCMS 

ETr. M>TThae .. .. 3iv B Pulv. MjTdiae .. .-33. 

Tr. Kmo 5tv Pulv- Kiaamcnae . . 3ij 

Gljcenn. Add. Boric. .. 5j Puhr, Camphorae .. 3j. 

Aqua. Coloniensis .. sy Oetae Pra^p. _ .. 3U 

A teaspoooful tn a ^iissiass of Use as a d wnifrice rMice daily, 
v-atei for biushine the teeth aad 
nnsiDg mouth msht and manuag. 

SnMLlJlKR 

The folloaisg are powerful and diffusable stimulants uhich would not be 
recognized as alcohol: 


E Tr. Aurantu . . • . o'i 

Sp. Aethens . .. 3ss 

Sp Amro- Aromal. . . Sss 

Tr. Nuc Voro. .. .. IH 10 

Aqua. ChlorofoiTzu ad . ■ 3j 

ELiq. ExtKolae .. .. 3ss 

Ext Caniu .. gr 10 

Ext. Malti • • o) 

Vtnum Cocae ad • • |j 

Three or four tiroes daily. 


B Sp. Aeiheris Nit. 

Sp. Amm. Aroroat. 
Sp. Aitrtoranae Co. 
Aqua. Camph. ad 


B Aad. Beozcid 
Acid. T anni o 
Peru. 
CoUodu Flex. 

The Lotion 
EHjdrarg Fcrchlor. 
Gljcenci 

Tr Benzoin. Simp. 
Aro)sd Amarae 
Aqua Sambuo ad 


sTvnia 

A usefui Styptic 


stneecw 

The Lotion 

r, 2 E Cljccno. PluroM Subacet. oiv 

ss Aqua. Laurocerad . . 3] 

i Aqua.Rosaead .. 3tuj 


. . gr. 42 B Hamamelin . . 

.. gr. Zinc Oxide 

to gr. 60 Oil of Theobroroa 

.. gr. 3 B Lead Acetate 

logr. J5 Opium 

Oil of Theobroroa 
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TTie foUowiBg are useful : 

a Tr. Nuc. Void P 

Acid. Nitro-Hyd. DiL . . J 

Iflf. Geutian. W. ad . . ; 

td.s. 

a Liq Ferri Perchlor. . . I 

Glycerin \ 

lof Quassinead .. i 

td-s. 

a Mag. Sulpb. ■ . . ' 

Aad Sulph. Dll. . . 1 

Fern Sulph 

Syrup Zmgib 1 

Aquatn ad . . i 

Ld s. 


m. li B Aad. Nitric. Dll... 

El ij Glyceno 

5i Inf. Calumbae ad 

l.d.s. 

D\ 2 B Feni Amm. Cit. . . 
EVS PotOt. .. 

5i Glycerin 

InC. Calumbae ad 

Ld.$. 

gr. S. a Liq. Slrych. Hyd. 

El ] Acid. Phosph. pn. 

gr. i Tr. Gent. Co. 

El 2 Aqua. Carui ad . . 

5j t-d.*. 


TOOTHACHE 

a Acid. Carbolic Cryst. . . gr. 1 B Add. Carbolic. . . . . er. 1 

Chloral. Hydras . . gr- i Cocain. Hydrochlor. . . gr. t 

C^phorae . . gr. I Mix and place in hollow tooth. 

Thymol .. gr. i protect with wool and gutU'Percha 

To be applied to the hollow tooth ttoppisg. 

on a plug of cottoa'wool. 

TtCTUINa 

For Inf anti nkoii leeihJng 

a PoL Bromid a. 2 

Syrup. Papav. Alb. wi 5 

Aqua. Anethi ad 3j 

A teaspoonful occasionally. 

URXHARY ANTtSEPTlCS 

The following are useful prescnpu'ons for giving unnary anbsepticfc. 


B Mexamm 
Syrup. Aurantu .. 

Aqua Dest ad 

Every 4 hours. 

B Hexamin. 

Sod Phosp Aad 
Tr. Hyos 
Sp Chlorofonru 
Inf. Buchu ad 

t.d.spc. 


gr. 10 BPoLOtrau 

3ss Tr. Hyos 

Si Emuls. Chlorofortni 

Inf. Bucbu ad 

Ld-S-pX. 

gr. 12 BHexamin 

gr. 1$ Sod. Benzoat. 

3ss Sp. Chloroform! .. 

El IS lu. Bucbu ^ 

3j t.dspx. 


VACINAl. IXyUCUTS 

Anruepue Douches Sedathe Douches 

(1) Lysol . . 5J-*Oi (I) Sod. Bicarb 

(2) Cyllin 5ss— Oj (2)Tr.Opii .. .. . 

(3) Izal . . . 3j— O) Chloral Hydras . . 3ss — 

(4) Samtas .. .. Si— Oj (4) Liq.PlumbiSubacetatis 3ss — Oj 

(5) Tr Iodine . . . . 5j — Oj 

16) PttciAcinic W 'S'jsaod’ide 

of Mercury . both 1 in 4.000 


Asiruisent Douches 

(1) Aluininis 

(2) Zinc Sulphate 

(3) Ta nnin 


:hes A useful formula ii 

• • 5j — Oj BPot.Chlond 
.. 3 j— Oj Sod. Chlond. 

. . 3ss— O j Sod. Sulphas . . 

Sod. Carb. 

Sod. Phospb. 

To a pmt of hot wai 




S30V lN3^3ddia 

•303 s3soa axvNou^odO'iid 30 mavi 


'sSnid oo s93uno o«) jo 9U0 

XI g peaausoXio 

uouiuiv Io/Cqjqo| tr JO 

■9pU33Xl80JOa JO 
"tOUUWXlQ 

:s3nid 9qj Sunicos loj psXoiduis ojc Sutmohoj sqi 

•JOOAV JO 

ncq oiSois V so ‘ajHBS psjmpooi jo sduis ‘po s.ajpl u JO lujoj sqi ui pat) 
]oo«-ao])03 JO sjoSpajd 'adoj u jo uuoj'aq) m apeoi' oq Acm suoduiirj oqi ' 
SNOdHVX IVKIOVa 

'SuiujoQi XJ9Aa oqonop « sc pssn poc jsjcm 
lUJCMO^nj JO jxnd c o> pappc sq o\ jnjooodswi y 
ns ■■ ■' ■' JoqoqjiQ ipray >npwXio 

lAg ■ pinocx iPPV 

9SJVtpS!(J ptlJOJ 


661 


aoino iVDiaaw s.vHvai>i^o 








200 O’Me-uia’s Medical Glide 

INDIGENOUS DRUGS OF INDIA. 

ByLlEUT.-COL. R- N. CHOPR.A, MuV-. M-D, (Cantab.). C.LE., LM-S. 

(i) Drugs official in the pharmacopoeias. — Indian atropine. 
b>osc)amus and podophyllum lh>ni Kashmir were found to be of 
excellent quality and well up to pbannacopoeial standards. Digitalis 
purpurea grown in Kashmir had full therapeutic snlue.^ Tinctures 
of digitalis imported into India from Europe and America rapidly 
delenoraie in tropical dimates and may lose from 25% to 45% of 
their efficiency withm a few months. Ihis has led sub^uenlly to 
the man ufacture by leading firms in Great Britain and America of 
special extra-strong digitalis preparations for the tropics, such ^ 
Burroughs Wellcome & Co.’s “Diginutin”, and Parke, Dasis 
& Co.’s “Digifortis”. The leaf grown in Kashmir was as good as 
the b«t quality of imported leaf but the NBgiri leaf was of inferior 
quality Digitalis lanata grown in Kashmir hat also been tested 
and found to be physiologically as actise as that grown m Amtxia. 
Santonm from Jjtemisia brevifolia growing in Kashmir is quits as 
efiectite and xery much cheaper than the costly Russian santonin. 
Excellent santonm can be prepared from ^ih Artemesia rnaritima 
and A. brevifolia, growing in the oortbem Himalayas. 

Psychotria ipecacuanha, growing in the Himalayas, gives a good 
yield of emetine which satisfies aU the tesu laid down In the US- 
Pharmacopoeia. Valerian, hyoscymos, belladonna, colocyntb, 
cokhicum, and liquorice of Inffiaa origin are all wdl up to ptuuma- 
copoeial standards Many speaes alhed to the official Geniiana lutea 
grow m Indu and are of excdlent quality. The root and leaves of 
Airopa belladonna growing in the Himalayas yield a larger quantity 
of alkaloids than the standard laid down in the British Piiarma- 
copoeia Indian aconite and Indian ephedra am shown to have 
a high alkaloid content and grow abundamly in the Himalayas and 
could be utilized commercially. Indian aconite (ferox form) shows 
an alkaloidal content double that of the European A. napellus, 
whilst the Indian A. chasnumikum ten limes as much. 

Indian Colchicum luieum, Mentha arrensis, Juniperus communis. 
Ephedra vulgaris, Citrullus cotoeynthis, Berberis asiaiica, Picrasma 
quassioides and Snertia chirala show a high standard of content 
of active pnndples and are suitable for therapeutic use. Many 
Indian manufacturers are now using preparations made from 
Indian-^owD plants, instead of importing more expensive prepara- 
tions from Europe or America. Indian squills from Chiuagong 
proved to be much cheaper and just as efficacious as the imported 
Mediterranean variety’. The alkaloid berberine was found to be 
widely distjibuled in the root aad bark of nine ladiaa spsdes of 
Bsxbens and allied genera, and the phaimacclogy and therapeutic 
uses of the drug were investigated. ‘Ae drug has htUe or no action 
on bacteria, and it causes cai^ovascular and respiratory depression 
when given intravenously. It is useless m the tieatmeni of malaria, 
but has an almost specific action upon Leishmenia iropica- 

Indian musk has practically no therapeutic value as a bean tome 



■oipouadilOB UB SB viponpuoq outdiDsav^ 

•a/pOUISEdSlJBE BB SB (inUUJ9SS)M VlOViSjj) 332 uUS)D>IJV^ 

"oiisinip pasoddns b sb (sutS3.U3i rn/n^wj;) ummory 
■*sj3pios_tp satiain bi {otsn^nD puiojqy) }vutDijtv}[i 
•otuoj OBipjBo pssoddns b sb (punfjp vtivuiiujax) unfjy 
■sajaqsip ut w/w.i/.* vuibuuiKo 
'S3)3qBip OT (oij panjojBo) umusoiiq vSuog 
‘ ’sajaqBtp oi "(ai^ panjaiEs) umiisvqq ^ojqy 

•sajaqBfp ut 

(saiBOzusq SuraiBiuoa sjfooi uiBjiaa uiojj sjBpnxa ub) njr/b/ij 
'sSBqjJoinaEif buuajn puB BiSBqjjouaut ui (vytpsJi csvjvs') o^osy 

•Snraosiod 

oiiooJBu asnca Xbui ‘bbui joj pooj b sb ssnnjsnibs puB 
‘spjBa JOJ jsppoj SB pasn 'Ximtvjnotqojas umivdwj') opo^ 
•sajaqBip viipAilvs oji^St/q) VJdoivx 
■BtuqiSB ni (oa/m v^tvt/py uiojj) at/pwc/i 
•BUEiBui Bj (pfouuvq umuosig uiojj) auiuuvff 
•EiiBicui Qi (piD)SJ-m stJaqjag uiojj) auuaqjag 
•BiJciBui ui fijvjnaunpad xajtyi 
•saiaqctp ut (oj/pui vjpuvivqdaj) ptpn}(P[3x 

: (ooTjBjndaj jqndod aiaqj ajidsap) ss^psn aq oi pmoj s^niQ 
idJB aup^idu] JO sraajsts 

snoDdS/puT ucipoj aqj oi anjCA jo oq oj pajndai sSaid (){;) 

•0tUJ3ds02.<J3)d VSuiJOjq UI p3J9A03SIp OSIB 

SBM pio|B)iiB jcnuiis V 'dQupaqdd jo jbi]) 0 ) Suipuodssjjoo iCpsop 
uopoB SuiAcq pto]CJ(ic otpuiiui'OotpqjcduiXs b suiin^oo 
par rtpuj '}noqfnojq) pfrM smojS par ‘auptpaiu otpaAjn/Cy ui ssatp 
aiqrniBA jsoui aqi jo auo sq oj pamdaj si i|oiqM'‘c;/o/;pjoo vpjs 
'joqojoo siUBid uiojj 

pauiBiqo St spioicJt[C jo piaiX (buiixcui aqi •oiuoj ortpjco c sr pur 
ruupsB ut S}[ns3J juanaoxs u3ai 9 srq jur^d sqj tuojj psjrdsjd lotujxa 
oqoqooir uy ‘suupsqda-opnasd q|i« aaaspiAS ui sss) ojb 'JSASwoq 
ouupaqdo qiiM paviasqo sjoojja opts lursroidun sqi :j3:)B3a\ opiij 
B jnq 'auiJpbqda jo jrq] oj JE|tuiis Xpocxa si uotjoc sjj ’)UB|nuiiis 
OBipjco r SB puB Buiqisc ui iiiSuo ucipuj jo sujjpaqdo-opnssd 
9sn oj paoaauiiuoo ja^uAX jua^jd oqi $Z6l 008 

‘qSiq Xj3a si auijpaqda pajjoduii jo ooud aqx 'it oj jciiiuis Xpsop 
uopoB UB SEq puE auijpaqdo jo jauiosi ur si jau^l aqx 'Buupaqda 
-opnasd j{Bq pUB auijpaqda si jicq jnoqu q3iqA\ jo ‘spio[EqiB 
]Bioj JO piaiX q5iq r oaiS asoqi pur ‘Bipuj ui pjiAx SuiwojS rj’paqdg 
JO saioads ssjqi oje sjaqx ’SBjpaqdg utipuj uo liaaq sBq ouop 
jfjOAV jarqo sqi ojsff — 'sScup |epmo joj sajntpsqns ucrpuj (ii) 
■Bouauiy luojj icqj sb sAiiMjja sb XnBopnadBJoqi 
sr ifo ucipuj sqx ■soXc[ruiru oicwduiaj oip ui puc Xouapisajx 
scjpcpi oqi puB uicssy '|BSaog u| moj3 s.C/joq •j'puv sopwtso'jqiuv 
umipodoimip) ’soicj dcaqo jc soiijjocnb oSjcj ui poonpojd sq uco 
Xji|Bnb poo3 JO joqduiBO puB loqjuaoi ‘jouiXqj uEipuj •uoiicSijsaAui 
uo jno oDjoq jou si jnrjnnJijs owpjro r sr uoijrjndai sir puc 

102 oainD avoiaaw s.vyv3j.v.o 



202 O’Meara’S Medical Guide 

Hedaurin (from Hedj Otis ouriculoria) ia dysealery. 

The seals of Butea frondosa as a supposed anthelmintic. 

Indian musk. 

The useless remedies may be dismissed without further comment, 
but a few notes may be added with regard to those found to be of 
value. 

Drugs found to be useful : 

Punanuna is prepared from Boerriunia diffusa, and is of viUue ia 
cases of oedema and ascites due to early disease of the hver, kidneys 
or peritoneum. The plant must be carefully collected, since it is 
often mixed with wee^, and some of the extracts on the market 
are quite useless. Also dhe right variety of plant — that with white 
flowers, and not the red-flowered variety — should alone be used. 
It causes a marked and persistent diuresis, but in ascites of kala-azar 
its use should be supplemented by antimony injections, and in. 
other cases its action appears to be better if reimorced with mercury 
or iron. 

Kut root (Saussurea lappa) contains an essential oil, an all^oid, 
a higher sugar, and a resmous body. The essential oil has marked 
antiseptic and disinfectant properties, the alkaloid causes a small 
but well-maiotamed rise of blo^-pressure, and a slight but definite 
broQcbodilatatioQ. The drug is of s-alue in the treatment of cases of 
as thma of vagotonic origin, pven in the form of an alcoholic extract 
of the root The attacks are cut short and their frequency reduced. 
The underlying causes of the asthma however, require investigation 
in every case. 

Babchi oil is obtained from the seeds of PsoraUa cor^bfolla: 
these contam an essential oil and a resin. Tbs oil has an enect on 
the arterioles of the sutxapiUaty plexuses of the skin, causing them 
to dilate, so that the plasma supply is increased in the area. The 
melanoblasts are stimulated and pigment production increased. 
When applied locally this oil is of some value in leucodenna, but 
it must be used cautiously as it is highly irrilanL 
Kurcki (Hoiarrhena antid}senterica) is effective ia the treatment 
of chrome amoebiasis. H. antidysenterica grows abundantly in the 
sub-montane areas all over India. Its bark contains three alkaloids — 
conessme, kurchine and kurchieme. Conessine has a marked 
amoebicidal action, but the action of the total alkaloids is probably 
stronger. 

These alkaloids are remarkably free from toxicity, and large 
doses can be given over long periods of time, e.g., one drachm of 
the liquid extract Ld.s. or 30 ^ains of the powder^ bark Lis. for 
10, 15 or 20 days. The hydrochloride of conessine or of the total 
alkaloids can be given bypodemiically in one grain doses for ten 
days. Kurchi bismuth iodide, containing the total alkaloids, can 
be given in doses of 10 grains three times a day for 10 or 15 days. 
Treatment with kurchi is much plea^ter and more efficacious than 
treatment with emetme bismuth iodide. It has been shown that the 
bark must be collected at the right season of the year, and the 
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of great medicinal value in India. The snake venom is called Sarap 
visha m Hmdi and Garala in Sanskrit. The use of snake venonw in 
Hindu medicme is comparatively recent in origin. The Hindu 
practitioners obtain the poison by making the reptile bite a piece of 
wood ; when the poison flows out it is collected on a plantain leaf. 

The venom of Indian cobra {N. naia vel tripudians) produces death 
by respiratory failure which is initially stimulated before a complete 
paralysis. It has no action on the gastro-intestinal tract and does 
not produce any action on the accelerator mechanism of heart. 
There appears to be no justification for its uses as a cardiac stiraulMt. 

The venom of Indian daboia (Vipera russellii) is slow in action 
and produces mainly localized eCfects. Death is due to a collapse 
produced by acute dilatation of the capillary circulation mainly of 
the splanchnic area and resembles that of histamine shock. The 
venom prolongs the coagulation time of blood. Drugs like adrenaline 
and Pituitnn, and perfusion of large doses of saline, may save the 
victim from impending death. 

The venom of Indian phoorsa (Echts car'matd) is also more or 
less similar to Indian daboia venom in action. 

Coirti iwew in doses ofOT miUigram of ihe dried venom increas- 
ing up to 6 milli grams, has been as an analgesic, instead of 
morphia, but its effect is erratic. 

Russell's \iper venom is used as a local haemostatic, and is one 
of the most powerful we have; it is particularly effective In stopping 
the bletdmg m cases of haemopluUa. Proprietary names are Rusven 
(Boots), and Stypven (Burrou^ Wellcome). It is supi^ed in 
powder form and is mixed with distilled water containing 0-5% 
carbolic aad immediately before use. 

Fer-de-Lance ienom (Lederle) is used in the same way. 

All the above are particularly useful in stopping bleeding after 
tooth extraction. 


INDIAN POISONS ACT (XH OF 1919) 

(Passed by the Indian Legislative Council) 

{Received the Assail of the Governor-General 
on the 3rd September, 1919) 

An Act to consolidate and amend the law regulating the importa- 
tion, possession and sale of poisons throughout British India. 

Whereas it is expedient to consolidate and amend the law regulat- 
ing the importation, possession and sale of poisons throughout 
Bntish India; it is hereby enacted as follows: 


Short Title and Extent 

1. (1) This Act may be called the Poisons Act, 1919. 

(2) It extends to the whole of Bntish India, including British 
Baluchistan and the Southern Parga^. 
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Presumption as io Specified Poisons 

5. Any substance specified as a poison in a rule made or notifica- 
tion issued under this Act shall be deemed to be a poison for the 
purposes of this Act. 

Penalty for UnlaMful Importation, etc. 

6. (1) Whoever — 

(fl) commits a breach of any rule made under Section 2, or 

(fi) imports into British India without a licence any poison the 
importation of wluch is for the time being restricted under 
Section 3, or . 

(c) breaks any condition of a licence for the importation of 
any poison granted to him under Section 3, 
shall be punishable : 

(i) on a first conviction, with imprisonment for a term which 
may extend to three months, or with fine which may 
extend to five hundred rupees, or with both, and 

(u) on a second or subsequent conviction, with imprisonment 
for a term which may extend to six months, or with fine 
wUch may extend to one thousand rupees, or with both. 

(2) Any poison in respect of which an ofience has been committed 
under this section, together with the vessels, packages or coverings 
in which the same is found, shall be liable to confiscation. 

Power to issue Search Warrants 

7. (1) The District Magistrate, the Sub^livisional Magistrate 
and, ID a Presidency-town, the Commissioner of Police, may issue 
a warrant for the search of any place in wUcb he has reason to 
believe or to suspect that any poison is possessed or sold in coaira- 
veotiOD of this Act or any rule thereunder, or that any poison liable 
to confiscation under this Act is kept or concealed. 

(2) The person to whom the warrant is directed may enter and 
search the place m accordance therewith, and the provisions of the 
Code of Ctinunal Procedure, 1898, relating to search warrants 
shall, as far as may be, be deemed to apply to the execution of the 
warrant. 

Rules 

8. (1) In addition to any other power to make rules hereinbefore 
conferred, the Govemor-Geoeral in Council, or, subject to the 
control of the Governor-General in Council, the Local Government, 
may make rules generally to carry out the purposes and objects of 
this Act. 

(2) Every power to make rules conferred by this Act shall be 
subject to the condition of the rules being made after previous 
publicauon. 

(3) All rules made by the Governor-General in Council or by 
the Local Govenunent under this Act shall be publishtsd in the 
Gazette of India or the local official Gazette, as the case may be, and 
on such publication shaU have effect as if enacted in this Act, 
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9. (1) Nothing in this Act or in any licence granted or rule made 
thereunder shall extend to, or interfere with, anything done in good 
faith in the exercise of his profession as such by a medical or 
veterinary practitioner. 

(2) Notwthstanding anything hereinbefore contained, the Local 
Government may in its discretion by general or special order 
declare that all or any of the provisions of this Act shall be deemed 
not to apply to any article or class of article of commerce specified 
in such order, or to any poison or class of poisons used for any 
purpose so specified. 

(3) The authority on which any pott'er to make rules under this 
Act is conferred may, by general or special order, either wholly or 
partially: 

(fl) exempt from the operation of any such rules, or 

(b) exclude from the scope of the exemption provided by sub- 
section (I), 

any person or class of persons cither generally of in respect of any 
poisons specified in the order. 

Repeal of Act I of 1904 

10. The Poisons Act, 1904, is hereby repealed. 

ALTERNATIVE PREPARATIONS 

Appendix XIX to the British Pharmacopoeia, 1914, gives the 
following altemative preparations sanctioned for use in tropical, 
subtropical and other parts of the British Empire. 

AURANTII CORTEX. — In parts of the Empire where bitter 
oranges cannot be obtained, either dried bitter-orange peel or fresh 
sweet-orange peel may be used in preparing Tincture of Orange. 

• EMPLASTRA. — In tropical and subtropical parts of the Empire, 
Varying quantities of Hard Soap. Colophony, or Yellow Beeswax, 
may be employed in the preparation of the Plasters of the Pharma- 
copoeia, when prevailing high temperatures otherwise render the 
basis too soft for convenient use; but the official proportion of the 
active ingredient must in all cases be maintained. 

EXTRACTA LIQUIDA. — ^In tropical and subtropical parts of 
the Empire any Liquid Extract, defined in the Pharmacopoeia, 
containing less than 30% v/v of ethyl alcohol, may have the propor- 
tion of ethyl alcohol increased to an amount not exceeding 30% v/v 
of the Extract, where otherwise the preparation would be liable to 
ferment. 

LIMONIS CORTEX SICCATUS. — ^In tropical and subtropical 
parts of the Empire, when fresh Lemon Peel cannot be obtained, 
dried Lemon Peel may be used in preparing Concentrated Com- 
pound Infusion of Gentian, Fresh Compound Infusion of Gentian, 
Syrup of Lemon, and Tincture of Lemon. 
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OLEUM OLIVAE. — In parts of the Empire, other than the 
Umted Kingdom and the Irish Free State, where Ohte Oil is not 
readily obtainable, Arachis 03, or Sesame Oil, but no other oU 
or fat, may be employed in place of Olive Oil in making the ofEeial 
Liniments, Plasters, Ointments, and Soaps for ^hich it is directed 
that Ohve Od be used. 

UNGUENTA. — In tropical and subtropical parts of the Empire 
varying quantities of Benzoinated Lard, Lard, Suet, Yellow Beeswax, 
or White Beeswax, may be employed in the preparation of the 
Omtments of the Pharmacopoeia mhen prevailing high temperatures 
otherwise render the basis loo soft for convenient use; but the 
official proportion of the active ingredient must in all cases be 
maintained. 

PREPARATIONS THAT CAN BE PREPARED LOCALLY 
AT ANY DISPENSARY 


1 ACID. Atmc Dn_ 

B Aad Acetic. ForL 2 02 . 4 dr. 
Aijua. ad . . . . Oj 

AUz the add cradually and shake 
welL 

2 AOD HVDROOOCnUC OtL. 

B Acd. Hydrochlonc. Fort. oa. 6 
Aqua, ad . . Oj 

Mix the add gradoally aad shale 
well. 

3 AOD STTIUC OU- 

B Aad. Nitne. Fort 3 oz. 7 dr. 
Aqua ad .. Oj 

Mix the and gradually aad shake 
well. 

4 AOD Kmo-mnDaocKLORia dil. 

B Acid. Nitnc. Fort. . . or. 3 

And. Hjdrochlor. Fort. oz. 4 
Aqua ad .. .. or.23 

Mix the ands gradually and leep 
the imxture u a glass^toppeied 
honle for fourteen days before 

5. ACID SULTHUWe DU. 

B And. Sulphunc. Fort. 

1 oz. 5 dr.lT 30 
Aqua, ad ... 0| 

Put half a pint of the waler^inio 
a bottle, then introduce tfac 
sulphunc aad and gradually 
add the mndning distilled 

f> CTTMt. Xt3D 

If this is not m stock esc Time 

Sole — All strong aads after dilii* 
tion should be kept for at te^ 
24 hours before they are used 
except Aad. Nliro-Hydro* 
chlor DQ , which should be 
kept for fourteen days. 


7. AQUA CAMPHOAtt 

B Camphor. . . . . gr. 9 

SpL Recufic. .. .. qA. 

Aquae Oj 

M« the camphor and spirit first 
and then add the water. 

8. AQUA CHLORoroua 

B Chloroform. .. .. 0^30 

Aquae oz. 25 

Mix and shake well until the 
chloroform is well dissolved. 

9. AQUA StZSTH. M?. 

BOL Menib. Pip. .. R 7 

Spl. Recufic. ,. .. QA. 

Aquae Oj 

Mlx the oil with the spirit, acd 
then add the water. Shake until 
well mixed. 

10. AQUA A.SISI 

R 01 Amsi . , . . m. 7 

Spt. Rectific. .. Q-*', 

Aquae Oj 

Mix the oil with the spirit first, 
and then add water. Shake 
until well mixed. 

Sole — In air mis if they do not 
mix well with water use a little 
alcohol in addluon. 

11. GLYCZXIN. ACID. BORIC. 

BPuh-. Add. Bone. ... dr. 2 

Glycenn. .. .. oz. 1 

(By measuretmit.) 
Heat the gtycenne, add the aod 
bone to n, and rub wdi in a 
mortar. 

12. CLYCnUN AOD. CAKBOUC. 

B And. Carbolic. .. .. dr. 1 

Cbccnn oz. I 

(By measurtmcni.) 
Heal the glyecrioe, mix the and 
carbolic with it, and rub well 
in a mortar. 
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13. OLVCERfN. ACID. TAKNIC. 

B Acid. Tannic dr. 1 

Glycerin. . . . . 02 . 1 

(By mcasureracnl.) 
Heat the glycenn, mix the tannic 
acid With it, and rub neil in a 
mortar. 

14. GLYCERIN. ALUM. 

R Pulv. Alum. . . . dr. I 

Aquae dr. 1 

Glycenn. ad . . . . oz. 1 

(By measurement.) 
Mix the water and alum, rub 
this down well in heated 
glycerine. 

15 GLYCERIN. BORAas 

R Sod. Biborat. . . . dr. I 

Glycenn. . . oz 1 

Heat the glycerin, mix the 

sodium biborate with it, and 
rub well m a mortar. 

16. GLYCERIN. ICIJTKYOt.. 

B IchthyoJ. . . . . dr. I 

Glycerin, . . oz. 1 

(By measurement ) 
Heat the glycerin, nu-x the 
khtbyol with it, and rub well 
in a mortar. 

17. GLYCERIN. BELLAbONNAB 

B Ext. BelUdoonae . . dr. 1 

Aquae dr. I 

Glycerin, ad . . . . oz. I 

Mix the water and Ext. Bella- 
donnae, then rub with healed 
glycerin in a mortar. 

Note . — In all the preparations of 
glycerin heat the glycenn 
before mixing it with other 
medicines, and ifthcpreparation 
IS not satisfactory heat it again, 
after it has been well rubbed 
together in the mortar. 

18. INEUSUM AURANTn 

B Bitter Orange Peel (dried, 

cut small) . . . dr. 2 

Boiling water . . . . oz. 10 

Infuse m covered vessel for fifteen 
minutes. Strain for use. Dose: 
j to 1 oz. 

19. INFUSUM AURAKfrn COMPOsmiM 

B Bitter Orange Peel (dried, 

cut small) . . . . dr. 4 

Lemon Peel (fresh, cut 

small) dr. 1 

Cloves (bruised) . . gr. 271 
Boiling water . . . . c«. 10 

Infuse m covered vessel for fifteen 
minutes; strain. Dose: 1 to 
1 oz. 


20. ISFVSUM BVCHU 

B Buchu leaves, brokdn . , oz. 1 
Boiling water . . . . Oj 

Infuse in covered vessel for fifteen 
minutes; strain. Dose; 1 to 
2oz. 

21. INFUSUM CALUMBAB 

B Calumba root (cut small) dr. 4 
Cold water .. oz. 10 

Infuse m covered vessel for fifteen 
minutes: strain. Use cold 
water. Dose : i to 1 oz. 

22 INfUSUM CARYOPHYLU (CLOVES) 

B Qoves (bruised) . . dr. 2 

Boiling water . . . . oz. 10 

Infuse in covered vessel for fifteen 
minutes; strain. Dose: i to 
1 oz. 

23. INtUSUM CHIBATAB 

B Chirata (cut small) . . dr. 4 

Boihng water .. oz. 10 

Infuse m covered vessel for fifteen 
miDUtes, strain. Dose: ^ to 
1 oz. 

24. INTUSUM DlCrTALB 

B Digitalis leaves (pow> 

oered) fir, 9 

Boding water . , oz, 1 

Infuse m covered vessel for fifteen 
miDUtes; strain. Dose: 2 to 
4 dr. 

25. INFUSUM GENTIAN. CO. 

B Gentiao root (cut small) dr. 1 
Bitter Orange Peel (dried, 
cut small) . . . . dr. 1 

Lemon Peel (fresh, cut 

small) dr. 2 

Boiling water . . oz. 10 

Infuse in covered vessel for fifteen 
minutes; strain Dose: \ to 

26. INFUSUM QUASSIAS 

B Quassia wood (rasped). . gr. 5 
Cold water . . . . oz. 1 

Infuse in covered vessel for fifteen 
minutes; stram. Use cold 

water. Dose; i to 1 oz. 

27. INFUSUM SENEOAE 

B Senega root (cut smaD) . . dr. 4 
Boiling water . . . . oz. 10 

Infuse for half an hour in covered 
vessel; stram. Dose: J to 1 oz. 

28. INFUSUM SENNAB 

B Senna oz. I 

Pulv. Zingib gr. 27i 

Boiling water .. .. oz. 10 

Infuse for fifteen minutes in 
covered vessel; strain. Dose: 
i to 1 oz, or 2 oz. 
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29. ISTLTCM DVAE CBSI (eEAREHI*!) 
E Bearberry lea\Ts(bniis«d) dr. 4 
Boiling water .. .. ca.10 

Infuse for fifteen minutes ia 
covered vessel; strain. Dose: 
i to 1 oz. 

Kote. — AH infusions decompose 
after 24 hours ; they must never 
be for Dse longer than this. 

30 UNDiEKT. CALOS (CAJIXOV OT.) 
ESolntion of lime (UaK 

water, Liq Calds) .. oz. 2 

SseeetOil .. .. oz. 2 

Mix and shake welL Olive and 
imw.'t can also be used. 

31 USMEsT. CAMraOR- 

BCampboi .. .. oz. | 

SpL Rectific. . . qi. 

Sweet Od . . . . oz. 4 

Mix well by rubbing in 4 monar. 
Olive and linseed oils on also be 
used. Dissolve the omphor in 
alcohol, then add the cnL 


31 uKWEyr. chloxofokm. 

B Lm. Camphor. .. .. oz. 2 

adoToforn). .. .. oz. 2 

Mix weEL 


33. UMMEVT. SIKAra (Ut-TTAJlb ITO- 
METT) 

B Camphor .. dr. 2 

SpL Recofic. . . . . cz. 4 

Castor Oil .. dr. S 

Mustard Oil . . . . dr. 14 

Dissolv e the camphor ia alcohoC 
add the castor and mustard 
oils Mix «'eIL 


34 UKIMErT TUHrENTIM 
BSoftSoap .. .. OZ.1) 

Water . . .. oz. 5 

Camphor .. .. oz. I 

03 of Turpentine .. oz.13 
Mn the soft soap with water 
2 oz. Dissolve camphor in c3 
of tuipentme, gradually aM 
the Utter solution to the former 
until the mixture be com es a 
thick creamy emulsion, lastly 
add sufiiaea! water to inake 
ooe pmL 

35. UQ. AMMONIAS ACETATB 
B Ammon. Carb . . . oz. I 

Add. Acetic. . . 3 oz. 4 <fr. 

Aqua, ad . . . . Oj 

Take pestle and mortar, rub 
Ammon. Carb. to a fing 
powder, add 10 oz. of water, 
then gradually add Aod. 
Acetic, until a solution is 
formed; to this solution add 
water to make up to one pint. 


36. UQ. CAICIS (UM2 WATOt) 

ELime dr. I 

Aquae oz. 4 

Mix wrO- and ke^ sbakmg for 
20 minutes. 


37. UQ. HYPRARG. PE31CHLORJD. 
EH>drarg.Peiidilor. .. gr. 10 

Common Salt .. .. gr. 10 

Aquae - Qi 

Mix well; a dear solncon is 
formed. 


38. (a) UQ. nrMBi subacttatb dji. 
(Goulards Louon or Water). 
E liq»Plim*i Sub. Fort. .. dr. 2 
Spe RecGSc. . . . . 2 

Aqua, ad -. .. Oj 

Mix the alcohol with water, to 
this add the strong sotsboa of 
lead subacsuce, and shake welL 


(6) UQ. nXMIl SCB-SCTTATIS 

(Lead Lotion) 

B Lead Acetate .. ., gr,30 

SpL Rectific. .. .. tlr- 2 

ad •• Oj 

Mix and shake mO. 


39. UQ. ktaSSaz 

EPoL Hydroxid. (Caustie 

Potash) . . . . gr. 27 

Aquae ez. 1 

Mix with the water gradually. 

40. umo RYCXAJio. >QOttA (Bladt 

Wash) 

B Calomel gr. 30 

Gbcenn. .. .. dr. 4 

Mucilige .. .. ccLli 

liq. Calcts .. .. oz. 10 

Mix olotnel with the glycenn 
aod mtidlage; add 2 oz. of the 
solution of lime to it, shake 
wen. then add the rerrainieg 
Uq. Galas. 


41. CnLCRlNT WATZa 
EFoLChloraL .. .. gr.30 

Acid.Hydiochionc.ForL C\40 
Aquas .. .. oz. 12 

Take a dry, air-tight, sto ppered 
bottle, put the pota^um 
chlorate powder into iL and add 
Acid. Hydrochloric. ForL; see 
that tbe gas does sot esape 
from the bottle. Mix water 
gradually, corking every time. 


42. conoRpg snxTUXZ 
B Quinine Sulphate .. gr. 2 
Aquae Chlonae . . oz. 1 
Mix for one dose. 

One dose to be gives three times 
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43. MUaUAO. ACACIAB 

II Gum Acacia (small pieces) 02 . 4 

Aquae oz 6 

Dissolve the gum in water and 
strain. To be kept in a closed 
vessel. 

44. MUOLAQ. TRAOACANTH. 

B Pulv, Tragacanth. . . dr. 1 
Spt. Rectihc. dr. 2 

Aquamad .. oz. 10 

Mix the tragacanth with the 
alcohol, in a bottle, and shake, 
add water, 

45. SPT. vet. OALUa SfDCTUFE (Egg 

Hip) 

B Brandy . . . . . oz. 2 

Cinnamon Water oz. 2 

Sugar dr. 2 

Yolk of egg . . I 

Rub the yolk of egg and sugar 
together, add cinnamon water 
and brandy. Dose : I to 2 oz. 

46. PIL. QUININAE SULPH. 

B Quinin. Sulph. . . . gr. 5 

Acid Citric or Lime juice q s. 
Mix and make pill. Polish with 
honey or glycerin. 

47. COUGH PtLU (country) 

B Kakra Singl . . gr. 1 

Popala Moot . . . gr. ] 

Oond Babool . . . . gr. I 

Sendha Namak . . . . gr. I 

Mix, One pill to be given three 
times daily. 

4S. COUGH PILU 

B Pil. Ipecac, cum ScilUe 

(BP.) .. .. .. er. 4 

Make into pills. 

One pill to be taken three times 
daily. 

49. Pit. iiyDRARo. (Blue Pill) 

B Mercury gr. 16 

Conf. Rosae or Syrup. 

Simpl. . . gr. 24 

Liquorice Root (fine 

powder) . . . . gr. 8 

Rub the mercury with Conf. 

Rosae or syrup until gtobnles 
of mercury arc no longer 
visible, then mix in ,thc 
irfluonce powder. Divide into 
12 pills. Dose: One pill two or 
three times daily, as necessary. 

50. PIL. ASAFOCTiDAE (Hysteria Pill) 

B Aloes gr. 12 

Asafoetida . . . . gr. 12 

Conf. Rosae or Syrup. 

SimpL gr. 12 

Soap gr. 12 

Mix and divide into 12 pilla. 
Dose: 2 or 3 pills daily, as 
necessary. 


51. Pit. POT. PERStANOANAT. 

B Pot. Permanganat. , . gr. i 

Kaolin .. .. q.s. 

Vasehne q.s. 

Mix Pulv. Pot. Permanganat. 
with kaolin q s., then add 

Vaseline q s. and make into a 
pill. 

5Z CATHARTIC PILL 

B Calomel gr. 3 

Ext. Hyoscyami . . gr. 2 

Ext. Colocynth. Co. . . gr. 5 
Mix and divide into two piUs for 
one dose. 

53. TONIC PILL 

B Aloin gr. i 

Fern Sulph gr. 2 

Ext. Nuc. Vomic. . . gr. -J 
Ext. Gentian q.s. 

Make one pill. 

One pill to be given two or three 
times a day. 

54. PULV. lALAPAE CO. 

B Pulv. Jalap oz. 5 

Pot. Tart. Acid. . . oz. 9 

Ginger oz. 1 

Mu well. Dose; 20 to 60 gr. 

55. PULV. RHEi CO. (Gregory’s 

Powder) 

B Pulv. Rhubarb Root oz. 2 

Mag. Carb. Levis . . oz. 6 
Pulv JUingib. oz. 1 

Mix. Dose ; 20 to 60 gr. 

56 PULV. SOD. TART. EFFERVESCENS 
(Seidlilz Powder) 

B Pulv. Sod Pot Tartrac. dr. 2 
Pulv. Sod. Bicarb. . . gr. 40 
Wrap in one paper. 

Acid Tartaric , dry, 38 gr. Wrap 
in another paper. 

57. FULV. GLYCYRRHIZAB CO. 

B Pulv, Senna . . oz. 1 

Pulv. Liquorice . . . . oz. 1 

Pulv. Fennel Fruit . . oz. i 

Sulphur oz. i 

Sugar 02 . 3 

Mix. Dose: 1 to 2 dr. 

58. PULV. CRETAE AROMATICUS 

B Cinnamon . . . . dr. ' 4 

Pu!y. Nutweg . . dr. 3 

Pulv. Cloves .. dr. li 

Pulv. Cardamom. . . dr. 1 

Sugar . . . . oz. 3 dr. 1 

Prepared Chalk oz. 1 dr. 3 
Mix. Dose: 10 to 60 gr. 

59. SPT. CMLOROFORMi (Chloric 

Aether) 

B Chloroform. .. .. oz. 1 

Spt. Rectific. ad . . Oj 
Mix. To be kept in a stoppered 
bottle. 
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60. SPT. CAMPHOR. 

E C^phor. .. -• oz. 

Spt. RecUfic. ad . . oz. H 
Mix. To be kept ifl a stoppero 
bottle. 

61. SYRUP. ADRANin 

B Tr. Aurant . . . . oz. I 

Syrup. SunpL ad . . oz. 3 
Mix. 

62. SYRDP SIMPLEX 

E Sngat lb. < 

Atjuae . . . . . . lb. ^ 

Mix and boQ down to 6 lb. 


63. TR. lODINI 

Blodioe .. .. dr. 4 

Pot lodid. . . . . dr. 4 

Aquae .. dr. 4 

Spt. Recufic. ad .. Oj 

Place the iodise and potassium 
iodide in a bottle «iih ibe 
water, vben this is dissolied 
add rectified spinL 
(A UNO ACID. BOMC. 

E PtUv. Acid Boric. .. oz. 1 

Vaseline oz. 9 

Mix»eU. 

65. UNO. AOD CARBOUC 

B Add. Carbolic oz. \ 

Glycenn. .. oz.l| 

Vaseline . .. oz.lOi 

Dissolve the phenol with the 
cenn and add the Vaseline. 

66. UNO. AOD lAUCYUC. 

BPulv Acid. Salicylic. .. gr. 10 

Vaseline oz. I 

Mix. 

67 UNO. BELLADONNAE 

B Exl. Belladonnae . . dr. 1 

Spt Recbfic dr. I 

Vaseline . oz. I 

Mix. 

68 UNO CKRYSAROBINUM 

B Chiysarobm (Goa 

Powder) . . gr. 20 

Vasclme oz. 1 

Mix these well; heat if necessary. 

69 UNC CALIAE CUM OPIO 

BPulv GaU. .. .. dr. 2 

Opium .. .. dr. 

Vaseline . . . . oz. I 

Ma well , if necessary, beat. 

B Ext. Hamamehdis Liq... dr. 2 
Vaseline .. .. oz. 2 

Mix wen. 


71 use. HYDRARC. 


B Mercury oz. 1 

Vaseline oz. 2 


Mlx until metallic globules 
cease to be visible. 


72. UNO. HYDRARO AMMOMATA 
(White Preapitate Omtstenn 
B Hydrarg. Amiaooiata .. oz. 1 

Vaseline oz. 9 

Mix. 


73. CVG. HYDRARO. CO. (ScOtt's 

Ointment) 

E Ung. Hydrarg. .. .. oz.10 

Wax cz. 6 

Olive Oil or Sweet Oil . . oz. 6 
Camphor . . . . oz. 3 

Mix ling. Hydrarg., olive oil and 
wax by hating; add camphor 

74. UNO HYDRARG. ItKHD] RUR. (Rcd 


Ointment) 

B Hydrarg lo^d. Rub. .. gr. 20 
Vaseline . . . . . . oz. 1 

Mix. 


75. UNO. HYDRARO. su»an.oR. 

(Calomel Ointment) 

E Hydrarg Subchlof. .. dr. 2 

Vaseline oz.2i 

Mix. 

76. wo. tool 

B Iodine gr. 20 

PoL lodid s. 20 

Gly cenn. . . . . dr. I 

Vaseline ez. I 

Mlx iodine, poiassum iodide, 
and giycerin in merur; add 
Vaseline gradually to it. 

77. wo. lODOrORMl 

B Pulv. Iodoform. .. dr. 2 
Vaselme . . . . oz. 2 dr. 2 

Mix. 

78. UNO. SL-LPHURB 

B Pulv. Sulphur. Sub. .. og 1 

Vaseline oz. 9 

Mtx. 


79. uvG. zr*ci 

E Zinc. Oxid. . . . . dr. 1 

Vaseline oz. I 

Add zinc oxide gradu^y to the 
Vaseline ; nut well ; if necessary, 
heat It. 


80. WG. HYDRARG. KJT. DH- (Dilute 
Gtrine Omlment) 

BUng Hydrarg Nil. Fort. oz. 1 
Vaseline . , . . . . ot 4 

Mix. 


81. UNO. PIOS UQLTDAE 

E Tar 

Wax 

Heat and mix well. 


82. wo. PLUMil 

B Lead Acetate .. .. gr. 20 

Vaseline og I 


hiix. 
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INCOMPAUBUJIY 
Incompatibility is of three kinds: 

(а) CHEMICAL INCOMPAUBILITY.— Usually the result 
of interaction between two soluble salts, leading to the 
formation of another salt. 

(б) PHYSICAL INCOMPATIBILrrY.— This occurs svhen the 
nuxture of the substances will not form a clear solution. 

(c) PHARMACOLOGICAL INCOMPAXIBILirY . — The 
combination of drugs having directly opposite actions, 
although this is sometimes deliberately done. 

With the follow ing drugs, it is particularly difficult to avoid chemical 

incompatibility: 

Antipyrm. Liquor Potassae. 

And. Hydfocyanicum Dil. Mineral Acids. 

All Bromides. Mercuric Chloride (especially). 

Chlorine in solution. Nitrites. 

Gtiaiacum Tr. Potassium Permanganate. 

Gallic Aad. Poussium Acetate. 

Iodine in solution. Quinine Snlphate. 

All Iodides. Silver Salts. 

Iron, liquid preparations of. Tannic Acid. 

Lead Saits. 2 dc Salts. 

The following combinations are or may' become dangerous, and 

should in no circumstances be prescribed: 

Arsemc and its Salts .. with Mercuric Chloride, Mag- 
nesia, Lime water, astringent 
'Tinctures. 

Bromides or Iodides . . with CalomcL Spint of Nitrous 

Ether, Potassium Chlorate, 
strong Acids. 

Poisonous Alkaloldal Salts . . with Alkalies, Alkaline Carbonates, 
Borax, Tannic Acid, astringait 
■nnctures. Iodides, Bromides, or 
Mercuric Chloride. 

Chlorates .. Should nt>er be rubbed together 

.with any readily oxidisable sub- 
stance, such as Sulphur, 
Creosote, Sugar, Iodine, Carbolic 
Add,Sahcyhc Acid, T anni c Add, 
etc. 

Chromic Acid or Potassium Should not be mixed with Glj’cerin 
Permanganate. or Alcohol. 

Chloral Hydrate . . . . with Alkalies or Alkaline 

Carbonates. 
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The following drugs, frequently used in prescribing, arc incompatible: 


Drug 

Mucilage Acacia 

Acid. Arsenious. 

Acid. Hydrochloricum 
Acid. Hydrocyanic. Dil. 

Acid. Phosphoric. 

Acid. Sulphuric. 

Acid. Tannic. 

Liq. Ammon. Acetatls 
Alum 

Ammon. Carbonas . . 

Ammon. Chlorid. 
Bismuth Subnitras . . 

Calomel 

Cinchona preparations 
Digitalis 

Ergot 

Ferri et Ammon. Qtras 
Ferri et Quininae Citras 


Incompatible with 

Alcohol, Borax, per-salts of Iron. 
Sulphuric Acid, Subacetate of 
Lead. 

Salts of Iron. Magnesia, Lime 
water. Tannin and other 
astriagents. 

Lead and Silver salts. Alkalies and 
their carbonates. 

Salts of Silver, Copper and Iron. 
Red Oxide of Mercury, and 
Sulphides. 

Calcium preparations. Sodium 
Carbonate. 

Alkalies and their carbonates, salts 
of Lead and Calcium. 

Mineral acids, Alkalies, salts of 
Antimony, Lead, Silver, pet'Salts 
of Iron. Alkaloids, and Gelatin. 

Acids, Lune water, Caustic Potash, 
Caustic Soda, Alkaline carbon* 
ates, salts of Lead and Silver. 

Alkalies and Alkaline Carbonates. 

Mercuric compounds. Solutions 
containing free Iodine, Bromine 
or Chlorine. Phenols, Chloral 
Hydrate. 

Alkalies. Lead and Silver salts. 

Sod. Bicarb., Pot. lodid., sub« 
stances containing Tannin. 

Solutions of Alkalies and their 
carbonates. Iodides, Bromides, 
Cyanides. Nitro-Hydrochlorio 
and Hydrocyanic Acids. 

Ammonia, metalhc salts, and 
Gelatin. 

Pcr-salts of Iron, Lead Acetate 
and Cinchona. Strong acids or 
alkalies. 

Tannic Acid and preparations con- 
taining it. 

Mineral acids, vegetable astringents 
and fixed alkalies. 

Alkalies and their carbonates. 
Tannic Acid, vegetable astrin- 
gents. 
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TliefoIIoH ing drugsjrequaitfy used in prescribing, are incompatible: 


Drug 

Tr. Ferri Perchlor. . . 

Hydrarg. Perchlor. .. 

Ipecacuanha 

Lead Acetate 

Magnesia 

Mag. Sulphas 

Opium 

Pot. Bronud. . . 

Pot. lodid 

Quiain. Sulphas 
Salicylates (alkaline) 

Spintus Aethens Nilrosi 

Zinc Valenanate 


Incompatible with 

All s'egetable astringent solutions, 
except infusions of Quassia and 
(^□mba. Alkalies and their 
carbonates, Lime water. Carbon- 
ates of Calcium and Magnesium. 
Mudlage. 

Most substances. Alkali» and their 
carbonates. Pot. lodid.. Lime 
water, Tartar Emetic, Silrer 
Nitrate, Lead Acetate, Albumin, 
Soaps and Tannic Acid. 

Mercury, Lead salts. Vegetable 
acids, and Astringent infusions. 

Adds, Albumin, Alkalies, C;!arbon- 
ates. Chlorides, Chromates, 
Citrates, Iodides, Phosphates, 
Soap, Tannin, Sulphates, 
Tartrates. 

Adds. 

Alkaline carbonates. Lime water, 
Lead Acetate, SQm Nitrate. 

Has the incompatibUities of its 
constitueols. The allnlies, and 
their carbonates. Lime water, 
salts of Lead, Iron, Mercury, 
Zinc. Liq. Arsenicalis and 
xcgctable Astringents. 

Adds, Add sails, Metallic salts 
and Strychnine. 

Bismuth Subnitrate, Liquorice, 
preparations containing Starch. 
Sweet Spirit of Nitre, Calomel, 
soluble salts of Mercury, Silver 
and Lead. 

Alkalies and their carbonates. 
Astringent infusions. 

Adds. Ferric Salts and Spirit of 
Nitrous Ether. 

PoL lodid., Tr. Gnaiacum, Gallic 
and Tannic adds, Antipyrxne, 
Feni Sulph., Emulsions. 

Adds, soluble carbonates. Tannin 
and metallic salts. 
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TABLE OF SOLUBILITIES 
In Water 


Acetanilide . . 

Acid Arsenious 
„ Benzoic 
„ Boric 
„ Cacodylic 
„ Carbolic 
„ Citric 
„ Oxalic . 

„ Tartanc 
„ Gallic . . 

„ Salicylic 
„ Tannic . . 

Aloin 
Alumen 
Ammon. Catb 
„ Benzoat. 

„ Bromide 

„ Chloride 

„ Iodide 

„ Phosph. 

Antipyrinc 
Antim. Tart. . . 
Aspirin 
Atropine 

Butyl Chloral Hydrate 
Cblorolamide 
CafTeine 
Caffeine Citras 
Camphor 
Chaulcnoogra Oil 
Chloroform . . 
Codeine 
Ether (0 720) 

Eucaine Hydrochlor. 
Ferri Tart. 

„ Sulph. . . 
Heroin. Hydrochlor. 
Hydrarg. Perchlor. 
Lithia Benzoate 
„ Citrate 
„ Carb. . . 

„ Salicylate 
Mag. Sulph. .. 
Morph. Hydrochlor. 

„ Acet. 

„ Sulph. 

„ Tartras 
Phenacetiti . . 
Phenalgin 
Pilocarpine Nit. 
Plumbi Acet. 

Potass. Bicarb. 

Bichromate 
Bromide 
Chlorate 
Citrate 
Iodide 
Nitras 
Pennang. 


at 60’ E 
lio 200 
1 in 100 
1 in 400 

1 m 30 

2 in 1 

1 in 12 
10 in 6 
1 in 8 
10 in 8 
1 in 100 
1 in 500 
1 in 1 
1 in 120 
1 in 10 
1 in 4 
1 in 6 
I m li 
I in 3 
1 in 1 
1 m 4 
1 ID 1 
1 in 17 
1 in 400 
1 in 300 
i in 50 
1 in 10 
1 m80 
lin 32 
1 m 700 

1 in 100 

1 ID 80 

1 m9 
1 in 22 
1 in 4 
I in 2 
1 in 2 


1 in 6 
1 in IS 
1 in 11 
shghtly 
1 m 110 
I in 9 
1 m 3 
1 in 3 
1 in 10 
1 in 2 
1 ID 16 
10 in 6 
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In Alcohol 
90 per cent. 
1 in 1 
1 in 140 
1 in 2} 

1 in 18 
1 in 31 
readily 
10 in 15 
1 in 6 
1 in 8 
1 in 5 
1 in 3 
5 in 3 
1 in 18 
insoluble 
shghtly 
1 m30 
1 in 13 
i m 60 
1 in 9 
insoluble 
readily 
slightly 
1 in 5 
1 in 8 
llnl 
readily 
readily 
Im 22 
readily 
readily 
readily 
readily 
readily 
1 in 14 
sparingly 
insoluble 
1 in 11 
1 in 3 
1 in 13 


insoluble 

readily 

1 in 50 
1 in 100 
1 m460 
insoluble 
1 in 20 
insoluble 
slightly 
1 in 30 
insoluble 


1 in 90 


insoluble 
1 in 16 


decomposed 
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TABLE OF SOLUBILITIES— 


Protargol 
Qamme Bibydrochlor. 
Bisulph. 

» Hydrobrom. 
n Hydrochlor. 
n Sulphate 
Saccharin 
Sacc. Lact 
Sahcin 
Sodu 


Bicarb. . 

Bibor. . 

Cacodyl 
Hypophosph. 
Phosph. 

SalicyL . . 

Sulph. .. 
Sulphocarb. 

.. Tart. 

Strychnine Hydrochlor. 
« Nitraa 

SuJpSonal 
Tetronal 
Thalliam Sulph. 

Tnoaal 
Uretropiae 
Veronal 
Zme AoeL . . 


Sulphocarb. 


1 m 3 
line 
1 in 2 
I in 35 
I In 42 
1 in 31 
1 m450 
1 iaS50 
lin? 
tin 320 
5 in 6 
lin 160 
1 m 2 
10 in 7 
1 in 2 


NEUTRALIZATIOX T/VBLE 


AraoL Carbonate 
Magnes. Carbonate 
Pot. Bicarbonate 
Pol Carbonate 
Sod Bicarbonate 
Sod. Carbonate 


Qtric 

•VI . ^'’<1 

20 gr. neutralizes 27 gr. 


20 gr. 

20 {T. 

20 gr. 
20 gr. 
20 gr. 


14 gr. 
17 gr. 

10 gr. 


Aad Benzoic 
„ Carbolic 
.. SalicyLc 

Camphora 
Cera Alba 
Cera FTava 
Cetaceum 
Chloral Hydras 
Japan Wax 


TABLE OF MELTING POINTS 


1 inS 
1 in 18 
I in 0 -7 
1 in 3 
1 in 85 
lin 30 
insoluble 
lin 60 
slightly 
I m25 


1 in 6 

1 ^150 
insoluble 
lin 50 
tin 120 
1 to 65 
110 50 
I in 12 
lin 100 
I in 11 
I in 8 
1 !a8i 
1 in 40 
insoluble 
lia2} 


Tartaric 
Aad 
28Jgr. 
31f gr. 


314-6 

156-6 

1004 

347 

149 

14S-147 

122 

136 
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TABLE OF MELTING POINTS— conl/nucrf 


luinolinum 
Menthol . . 
Naphthalin 
Oleum Thcobrom. 
Paraffin Dura . . 
Paraffin Moll. . . 
Resorcin 
Salol 

Sevum Praep. . . 
Stcann . . 
Sulphur . . 
Thymol 
Ung. Cctacci 
Ung. Resinae . . 


109 4 
176 
86-91 
130-135 
95-102 
230-246 
107-109 
112-120 
127-129 
239 
122 
96 8 
129 2 


ALCOHOL DILUTION TABLE 

FOR THE DILUTION OF ALCOHOL 90% TO 
WEAKER OFnCIAL B.P. STRENGTHS 

To make; 

(1) Alcohol 70%, I pint (Sp. Gr. 0-8900, ll-T O.P.)— 

B Distilled Water Slv Ii\ 398 

Alcohol 90% $xv m 266; 

(2) Alcohol 60%, I pint (Sp. Gr. 0-9135, 5-20’ O.P.)— 

E Distilled Water Svii 74 

Alcohol 90% Ixiii 11(160; 

(3) Alcohol 45%. 1 pint (Sp. Gr. 0-9436, 21 -2* U.P.)— 

E Distilled Water Sx 8(256 

Alcohol 90% |x; 

(4) Alcohol 20%, 1 pint (Sp. Gr. 0-9760, 64-9“ U.P.)— 

B Distilled Water f xv JJ( 390 

Alcohol 90% Siv 8( 213. 

To mix an alcohol of 10% strength (by volume), commencing 
with 90% (volume) alcohol, take 10 parts, by volume, of 90% 
alcohol, and make up to 90 parts by volume, with water, when 
cooled to 15-5'’ C. (60^ F.). 

Example . — ^To make 68% alcohol, take 68 fluid ounces of 90% 
alcohol, add about 20 ounces of svater, cool the mixture to 15'5° C. 
(60° F.) and make up, with water, to 90 fluid ounces. 

DYSENTERY 

ACUTE DYSENTERY.— In brief, there are two kinds of 
dysentery: amoebic and bacillary; the former is treated with emetine 
and the latter with sulphonamides. 

As it is important to distinguish between the two, the main 
points of difference are ^ven in the following Table. Mixed forms 
occur, probably about 15%, but figures vary. 
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Incubation penod 


Onset 

Number of stools 
in 2A hoars 
Situation of pain 
and tenderness 


Nature of Stool 


Microseopieai 
appearance 
of stool 


jtinoetle 

Three «-eeks or nWHc. (Only 
10% of perscos harbounng 
amoebae haw syuiptoms of 
djsentery (ACton) ) 

Gradual (iiies to w-orl) 
Rarely more Ihao 12 

Epigastnom and right side 

of abdomen 

Rare 

Rare except with hepatitis 

Small, dark, liquid, ofien* 
sne, contains blood- 
streaked miicaSv add 


Few pus cdls. Many red 
c»Es, often in dumps. 
Some amoebae, contauung 
red cells. Chareot.Leydes 

a -stals 

As a start eon an ounce 
of castor o3 with 15 
mtoucs Tioct. Opii 
(6) Give esetme. one grain 
moamnscnlarly every 
day for 8 days. Stop for 
4 days and give four 
more ipjecoons 
(c) Keep the patient m bed 
throusbout the course 
of emeune. because it 
affects the my ocardmm 
(d) After the emetine course 
gxw Carbarsone or 
Leucarsone(M & By, one 
tablet l»Ke a day for 
10 days 

(0 Every few days examine 
the stools, especially any 
nmeus. for cstamoebae 
or cysts 

If) Give Petrdagar. Ispha- 
gula or Isogd to prevent 


Sudden (goes to bed) 

J-50 or more (may be 
“^ed to the lavatory^ 
Epigastnum and kit side of 
abdomen 

Invariable. (“As thoegi 
someone had posted a red- 
hot poiw np my backside") 
UsnoL May be as high as 
103’ F. 

At first, diarrhoea. Then 
“red currant jelly”, siids to 
the bed pan. Later purulent. 
Finally pasty (^convales- 
ctoce). UfuaHv odourless 
and ana line: dccasrosaHy 
choleraic 

Manv pus cells. Some red 
ctllK^-Bacillary emdaie”) 


(a) Cnx rjlpbagua&idme, 
one tablet for every 10 
lb. of ght at the isitial 

dose, followed by half 
this dose every 4 hours 
(the usual adult dote 2s 
12 tablets — 6 grammes 
— to begin with. 
foUosed by fi tablets 
4-bourly); or grve 
sulphathiaznle or 
salphapyridifie in one- 
Uunl of the above dosage 
(£) GrvT plenty of Caitls; at 
least 6 pints a day to an 
adult 

(e) If there is dehydration, 
giv-e Rogers’s hyper- 
tome saline (see 
Chokia). In cbildrea. 
dehydration roar be 
combated: tobes- 

taoeous saline is ghen if 
intravenous is im- 
posribk 
(d) If sulpha drugs are «a- 
obtainable, give Sod. 
Solph.. 2 drachms in 2 
ounces of water, 2- 
hmaiy; in severe ca«s 
0ve serum 

Severe co/iccao be relieved by full doses of TmcL Hjosej-ami with 
some beUadonna, ojntxm asd kaolin, e.g.. 
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B Kaolin. . . . . 

Tinct. Hyoscyami 5j 

Tinct. Belladonnae . . . . . . ^ 5 

Tinct. OpH . . . . . . . . 5 

Aq. Menth. Pip ad .. . Sj 

Tenesmus . — bland rectal ^vasbout with Sod. Bicarb. 2 drachms 
to the pint has a soothing effect. 

Bacteriophage. — ^The writer has never seen any benefit from this, 
but it has its advocates. Large doses are said to be more effective 
than those usually advised, but it is not worth while suspending 
other treatment in order to try bacteriophage. 

Diet. — During the acute stage give nothing but glucose4imc juice 
water; later, add soup, milk, rice wafer, Marmite, jellies and fruit, 
minced apple having a high reputation in bacillary dysentery; 
later still, allow eggs, custard, halwa, junkets, rice, chicken, fish 
and vegetables. 

Dysentery in children is a serious disease carrying off many 
thousands yearly. Dehydration must be combated by fluids and 
toxaemia by specific remedies. 

CHRONIC AMOEBIC DYSENTERY.— This may be very 
hard to cure. It is important to distinguish it from sprue. The 
typical history is one of repeated mild attacks of diarrhoea; there 
is a chronic pain or sense of discomfort in the left side of the 
abdomen, usually worse after meals, which often induces a desire 
to defaecate ; in any case, there are generally frequent small stools, 
with or without mucus. There may be a good deal of flatulence and 
the patient’s pants or shirt often show faecal stains; he gets tired 
easily, feels depressed, lacks initiative and may have a slight evening 
temperature; he looks unhealthy, probably has lost weight and 
may be anaemic; when he has Iwn ill for some time he is apt to 
bore his friends and his doctor with plaintive descriptions of the 
latest misdemeanours of his bowels and of how the motions looked 
that morning. 

Stool examination. — The motion is usually soft, of a yellowish or 
greyish colour and may show mucus or blood. The microscope 
sometimes shows an amoeba or two or a few cysts, Charcot>Leyden 
crystals may be seen, and blood and pus cells are generally present 
(unlike sprue). 

Sigmoidoscopy should be done in every case and reveals small, 
easily bleeding ulcers, sometimes of a diamond shape. 

TREATMENT. — As the bowel is suffering from a mixed infection, 
treatment with sulphaguanidine forms a good beginning so as to 
help in cleaning up sepsis. Give eight tablets as the first dose and 
four, four times a day for five daj« thereafter. 

The patient must drink plenty of fluids. 

If the patient has not recently had a course of emetine, a grain 
a day may be given for eight days, as soon as the sulphaguanidine 
course_is over, or emetine bismuth iodide powder, gr. 2-3 may be 
given nightly in a capsule. The cmerine course may be followed by 
one of Carbarsone or Leucarsone one tablet twice a day for 10 
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days. Mapier rccotnmKids a dafly boirel of 2% Soi Bicri). m 

warm water, which tbs patient returns, followed by a retention 
enema of 1:1,000 sflw nitrate of 6-8 ounces, the strength being 
gradually increase up to 1 : 250 and tbs treatment being given for 
at least four weehs. 

In se\-ere cases or very intractabls cases. Har^caves has had 
great success with pcnidllm followed by emetine. 

The initial dose of peaicillui is lOO.OO units, followed by 3-bourly 
doses of 33.000 units, uatfl 2.<^OCO units have been given- Two 
7} gram tablets of Sulphasaxidxne or other sulphonamids are given 
four tunes a day. 

The abo\e treatment tahes a week and it is probable that lbs 
pemciUm dosage could be considnably reduced. 

Emetms bismuth iodide gr. 3 in ^Inline capsule, not compressed 
into a tablet or m a kerudne-coated pill, is now pvea e«ry mcht for 
10 nights, or emetine gr. 1, daDy may be given iatramusculari}'. 
The patient must remain in iKd. The coarse may be repealed if 
necessary. 

Diet . — Hus is important, the essential being that it should be 
easily absorbed, adequately noorishlas. containing the necessary 
vi tamins and leaving only 3 small residue. MUk, eggs, Hojiick's 
milk. Benger’s food, chocolate, soups, steamed or creamed fish or 
chicken, glucose, and Maimite are ^ useful. For the first two daj's 
of tieatmeot diet should be fluid, soUds bei^ added gradually. 
These patients sometimes fail to a^rb vitamins by the mouth, so 
it may be a good thing to give them by injection at first. 

CHRONIC BACILLARY DYSE-NTERY-— This is less common 
than it was before the advent of the sulphonamides and is usually 
due to the Flcxaet bacilhis. Solphagoanidiiie is the treatment and 
may be helped by colonic lavage. (Sje also Colitis.) 

DYSMENORRHOE.A ) 

r — See Gjiiaecology. 

DYSPAREUNIA ) 

DT’SPEPSLA 

In connexion with this frequent disorder it is important to 
remember that, with many patients who complain of indigestion, 
the organ at fault is not the stomach, and secondly that there are 
many vaneiies of d)-speiKia. Speal^g geneTuUy the three chief 
symptoms are - (1) Vomiting; (2) Pain; and (3) l^tulencc. It must 
be borne in mind that vomiting may be due to such conditions as 
uiaerma, pregnancy, phthisis or cerebral disease; that pum is a 
s>-mptom of gall-stones, pimxiq' or chronic appendicitis, etc.; and 
flatulence among other causes may be due to gall-stones or cardiac 
disease. 

Finally when we have dedded that the cause of the trooble is 
located m the stomach, we mist dedde as to whether it is functional 
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or organic; if there is marked interference with the general health, 
if the pain is so severe as to make the patient stop work and rest, 
and the vomiting is persistent, the balance of evidence is strongly 
in favour of organic disease, and conversely in favour of a functional 
condition. 

The general line of treatment should be directed to (1) discovering 
the cause and correcting it ; (2) the selection of a diet, including 
alcohol, suitable to the impaired function of the stomach ; (3) general 
hygienic measures such as regular exercise in the open air, careful 
attention to the teeth, meals taken at regular times and well 
masticated; smoking should be prohibited at first, and regular 
action of the bowels advised; (4) prescribing such drugs as are 
kno^vn to correct the particular function impaired. 

CHRONIC DYSPEPSIA.— Hurst lays stress on the following 
points : 

Successful treatment depends upon accurate diagnosis, the 
average duration of symptoms in his private patients with gastric 
and duodenal ulcer when they first came under his care was ten 
years, and with carcinoma of the stomach twelve months. It is 
thus obvious that there is room for improvement in the diagnosis 
of chronic indigestion. There are three stages in the diagnosis; 
with sufficient care it is possible to make an accurate diagnosis in 
about 75% of cases from consideration of the history, and this is 
most important. The patient should give a full description of every- 
thing he does, and everything he eats and drinks, in an average 
day, and to describe in detail the nature, position, time of onset, 
exciting causes and manner of obtaining relief of every unpleasant 
sensation he experiences. 

The second stage in investigating a case of indigestion is the 
physical examination, without which it is quite unjustifiable to make 
a diagnosis. Abdominal examination may show some localized 
muscular rigidity or an area of tenderness, which suggests organic 
disease of the stomach, duodenum, gall-bladder, appendix or colon. 

The third stage of investigation is by means of special methods, 
radiological and biochemical, there is little to choose between them. 
The discovery of occult blood in the stools is as valuable a sign as 
the X-ray picture; it is present in all cases of carcinoma of the 
stomach and in a large majority of cases of chronic gastric and 
duodenal ulcer. T^e fractional test-meal is often very useful, and is 
the only means of recognizing achlorhydria, whether due to chronic 
gastritis or achylia gastrica, and it may be a great help in diagnosing 
carcinoma of the stomach, and in deciding upon the correct treat- 
ment in cases of ulcer. It is remarkable to find how often patients 
with achlorhydria have been treated for years for supposed 
hyperchlorhydria. 

Indigestion is often caused by disease of other organs, whereas 
the frequency of appendix dyspepria has been much exaggerated ; 
gall-bladder dyspepsia Hurst beKeves is the most common cause of 
chronic indigestion. 
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B Bismuth. Suhnitras . . p.25 

CemOxalat .. .. gr. 10 

One cadiet t-is , afwt food. 


B liq. Bumuthi .. 3*s 

Aad.H)drocyaiuc.DiL.. ri 2 
liq Moiph. Acct. .. tj J5 

Spt- Am-n Aronat. Bl 15 

Via. Pepsini .. .. 3j 

Inf Auraniu Co ad .. Sj 

tdA. 


Sikeme Djnpfpita fEr«« cf HCT) 


BLia. Bissmthi et .A mm. 


C3l. 


Syrtj?. Proni A'irg. 

Aqnaa ad 

l.d.s. 

B Pepsin. ?r. 2 

Liq. Bismnthi .. ir 

Tr. Nbc. Von. . . 

Tr. Cird. Co. 

SpL ChJorofo.Tn. 

Iiif. Cent. Co. 

Aquam ad 

t.d.s. 


Cl 15 
n 5 
n3o 

H 10 


Asihtrae Djspfpaa ef liCD 


BAcid H>droc!dor. DiL .. Cl 25 
Ijq Sti>ehianae . .. Cl 5 

Gljxenn Pe{»ia. .. pi 
Aqua. MentiL Pip. ad .. sss 
With water, Ldn, imiiiediately 
after food. 
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D)tpepsia cf ike Ated 
B Fcm Peptonatt . . . . jr. 3 

Pascreaua . . . . sr. I 

StDchnne .. .. si.^ 


Pmnfut Dyspepsia 
BPulv Capsiei . .. jr-i 

PiL Saponis Co. . . gr. 3 

OL Auttenudis .. gr. } 

Ose pill aAer each meat meat 


The foDowiag drags inay also 
be added to this bfixlsre t 
liq. Fern PerahSor. 

Liq. Moiph. B>drach!or. 

Uq. Arsenic, Hid. 

QmoiOL H>drDclJoT. 

noTuIenee aid PeiifyJ Gasirte 

Spain 

B Spt Aezn. Arosst. .. Tl 15 

SpL Aetberis Co. .. tl 8 

Liq. Morph. Hydrodlor. ri A 

Aqua Meoth. np. ad .. %%t 

FTaiufeta Dj ipepsia irfrA DJsOed 
Siomaek 

EHjdrarp.PeTdJor. .. gf.A 

Stij'chnjsas SUph. . . gr- A 

Oeosotj . . . . Cl J or 2 

One piD beTcTC, l it tm igi i , ©r afier 
cicals. 


A’rrteuj Dyiptp^ 

& Fern Bronadi . . 1 

Qumm. Hydrobrom. gr- 1 
Eict. Rhei . . gr, •} 

One piO twice a day. 


3i . 


EAq Laorocerau .. 

B Tr. Cardamon. Co. 

Tr Zingibens 
Spt. Anna. AromaL 
Spt. Chlorofom. 

Acid Hj droc>-amc. DiL 
Aqua Cam ad .. 


.. oj 


Acid EructaiicKs, D^eer-fcrt, and 
Flasuiesd Dvaessioa 
ETr.Rbei .. 

Sod. Bicarb. 

Mag. Carb. gr. 10 

Spt. Ainn. AromaL .. o** 

AquaCarmad .. .. siss 

Tahea oceasIoaaDf. 


fiandeKi Diiprpsia 


B Chlorofomi 
Tr. Nuc. Vom. 

Tf Gentian. . . _ , 

Tea to 20 drops m water 20 
namius before a neaL 


ma) 

B Sod. Bicarb. 

. Er.l5 

n 15 


.. Cl 20 

Cl 10 

SpL Armm».-T!i» Cn 

.. Cl 20 

la 10 

lof. CAIomb. ad 

. 31 

m 3 

5« 

LtlS. 


B Menthol 


Otj 

OJomel .. 

. gr-l 


.. aij 


Polv Gtngrr 

Maliine q.>. 

One to he taken ewiy quarter 
of aa boar, tmiil rritensl. 
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Iitlestinal Flatulence 


E Oleum Cajuput n\ 2 

E\t. Gentian. q s. 


pill. 

E Tcrebene, 10 to ISIH on a lump of sugar, or in 
capsule, t.d a. 

DYSPEPSIA IN CHILDREN (Yee also Coeliac Disease.) 

ACUTE, — Stop all food; if the vomiting continues after some 
hours, wash out the stomach. Then give Calomel, gr. every 
three hours, until eight or ten doses have been given; then Bismuth 
in large doses. 

CHRONIC, — This condition occurs in children, generally 
between the ages of five and eight. The following treatment is 
recommended by Hutchison. Careful attention to the diet, the 
limitation of carbohydrates, and almost complete exclusion of 
sugar. Change of air and a regular aperient. 


With: 


B Pulv Rbei . . gr. 8 

Sod. Bicarb. . . . .. gr. 10 

Hydrarg. cum Cr«ia .. . .. gr. lto2 

Every nigbt, or, m milder cases, every second night. 


E PoC. Bicarb gr. S 

Pot. Cit gr. 5 

Tf. Nuc. Vom 1 

Inf. Gentian, Co. ad .. •• Su 

In a little water a quarter of an hour before meals. 


EAR, DISEASES OF 

Page 


Deafness 229 





.. 230 

Nerve . . 



.. 232 

Senile . . 



231 

Foreign Bodies 



. 226 

Lateral Sinus Thrombosis 



. . 228 

Acute Mastoiditis . . 



. . 228 

Meniere's Disease 



.. 231 




. 227 

Media, Acute 



.. 227 

Media, Chronic 



.. 228 

Otosclerosis 



.. 230 


EXAMINATION. — Examine the auricle and the pre-auricular 
gland, enlargement or tenderness of which suggests inflammation 
in the meatus; this is confirmed if pulling gently on the auricle 
causes pain. 

The auriscape. — Brunton’s auriscope is best used with a flashlight 
held to the trumpet-shaped opening, or it can be manipulated so 
that the sun shines through it. Always use the smallest-siaed 
speculum. An electric speculum is better because it can be moved 
more easily. 

Draw the auricle backwards with the finger and thumb of one 
hand and hold the auriscope in the other. If the meatus is narrow, 
tell the patient to open his mouth, this draws the condyle of the 
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iaw forward. Carefully examine the skin of the meatus, look for 
wax and examine the drum if viable. Alv.-ays ermine bath ears. 

REMOVAL OF WAX.— Pul the patient in a good light, tilt his 
head to the opposite side and pour in a few drops of frtsh hydrogen 
peroxide; let it fizz for 5 minutes (if it docs not fizz it is bad, and 
something else must he used). Fill the ear syringe with warm water 
or boric lotion, put a towel on the patient’s shoulder and let him 
hold a kidney tray a gains t the cheek an inch or two below the ear. 

Hold the syringe vertical, and expel all air. Draw the patient’s 
ear gently baeWards with the left hand, insert the nozzle of the 
syringe just inside the meatus and pointing slightly upwards so 
tha t the fluid will run along the roof. 

Press the plunger, at fet gently, but increasing the force as the 
end of the stroke is reached. 

Repeat until all the wax appears to have come out, then examine 
again with the auriscope and persevere with sjTinging until the 
meatus is seen to be clear of wax. Repetition of the peroxide often 
loosens obstinate pieces of wax. 

If the wax cannot be removed, put in some drops of warm olive 
oU or glycerin, or a mixture of the two, plug with cotton-w'ool, and 
syringe again after 24 hours. 

FOREIGN BODIES IN THE EAR- — Insects sometimes get 
into the external auditory meatus or cbildreo push in beads, see^, 
pieces of wood and the tike. More harm can be caused by clumsy 
attempts at removal than by the presence of the foreign body, as 
IS shown by the fact that many a foreign body has remainra in 
place for weeks. Ultimately, it is hable to cause infiammation. 

Trej/menr —Examine the foreign body with an auriscope to 
confirm presence, shape and size, noting any space between it and 
the skin of the meatus. If the foreign body is a piece of wood, or 
some such thmg, with a projecting end which can be gripped with 
a pair of forceps, these may be used. Otherwise, never use forceps 
for rcmovmg a foreign body; they only push it in. 

Generally, msects have to be drowned with warm oil or 
chloroformed, after which they can be syringed out, gently scooped 
out with a small blunt sjwn or vcctis, or drawn out with aural 
forceps. The only permissible instrument for removing other 
foreign bodies such as beads, seeds, etc., is an aural hook, which 
has a small hook at the end, 3 mm. long, is made of steel and is 
very fine ; if one is not available, aa eye “vectis" or an iris hook does 
fairly well. 

Pass the hook on the fiat, between the foreign body and the 
meatus, then turn it through a right angle, wWeb brings the hook 
behmd the foreign body, when judicious traction will remove it. 

If a body such as a bead, is tightly jammed, first put some 
adrenaline in the meatus, leave it for 10 minutes, and then put in 
some glycerin, after which removal may be easier. Never attempt to 
remove a foreign body while the meatus is infiamed, or while it is 
lacerated or swollen from {vevious attempts. Wait until things have 
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settled down. Children generally require an anaesthetic, otherwise a 
sudden jerk may cause disaster. After removing a foreign body, 
always inspect with an auriscope. The ultimate resort is to pull the 
ear forwards, make an incision behind it, incise the cutaneous and 
cartilaginous meatus and gouge away as much of the posterior 
wall of the bony meatus as may be necessary to enable an instrument 
to be passed deep to the foreign body. 

Otitis externa. — ^T his is very common in the tropics, 
especially where the air is damp and much bathing is indulged in. 
It may be due to furunculosis of the skin of the meatus, to infection 
from a discharging ear or to a fungus infection, of which the 
commonest is aspcrgillus. Furunculosis may be confused with 
acute mastoiditis, which often causes swelling of the posterior wall 
of the meatus. In furunculosis, however, there is no swelling or 
tenderness over the mastoid. 

Prevention . — ^The causes producing the infection must always be 
avoided and the cars kept dry. Anyone bathing m an endemic 
area should plug his cars with cotton-wool impregnated with a 
5ulphathia2ole ointment, or Ung. Hydrarg. Ammoniata and Vaseline. 

Furunculosis.— Dry the meatus with spirit and insufflate with 
sulphathia 2 oIe-l% flavine powder. Pain may be relieved by aspirin 
or other sedatives. Sulphathiazole may be given orally and in 
severe cases penicillin may be required. In chronic cases an 
autogenous vaccine should be given, and chemotherapy used in 
very acute cases. 

Aspergillosis and other fungus infections.— The “membrane” is of 
a dirty greyish colour and is generally described as resembling wet 
newspaper. It can be syringed out, generally leaving a raw surface. 
Microscopical examination will show the fungus. The best treatment 
is instillation of 1% flavine or 2% thymol in spirit twice daily. 
Oddly enough, one of the PenicUliura group of fungi occasionally 
infects the car. 

OTITIS MEDIA, ACUTE. — The advent of the newer sulphon- 
anudes changed this disease from a surgical emergency to a medical 
miracle, which has been enhanced still further by penicillin. 

It is commonest in adenoid children, but can occur at any age 
and is usually preceded by a nasal infection; it is not, comparatively 
speaking, common in India, thanks to the absence of a cold, damp 
climate. Owing to its former sinister reputation, it is often diagnosed 
when not present. 

When a child who has, or has lately had, a cold, holds its hand to 
its ear and cries, or complains of pain in the ears always suspect 
acute otitis media. The characteristic symptom is a throbbing pain, 
worse at night, and the characteristic sign a bulging, red, ear-drum. 

Treatment . — As already indicated, this is by sulphonamides and, 
if need be, penicillin, but if the bul^ng of the tympanic membrane 
is acute and it seems likely to burst it should be incised, the she of 
election being behind the han^e of the malleus, and the incision 
being made from below upwards. A special knife called a 
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myringotome should be used and the operation performed under 
direct STsioa through an electrically illuminated speculum. Owing 
to force of riicumstances the writer has performed it blindly with a 
TCry narrow cataract knife, but ibe method is not recommended. 
If the drum is to be incised or seems likely to burst the eitemal 
auditory meatus must be sterilized, as the great danger in ih^ 
cases IS secondary infection. A few' drops of 1% flarine in spirit 
should be poured into the meatus, which is then lightly plugged 
with sterile cotton-wooh 

Treatment of recently perforated drum . — ^Never syringe, as this 
may carry infection into the middle ear. 

Swab the meatus gently with a sterile swab on a stick, insufflate 
with sulphathiazoIe-1% flavine powder and L’ghtly plug with 
stcnle cotton-wool, which is changed once a day when it gets soaked 
with pus or muco-pus, and gi\e chemotherapy. Under this treatment 
recent perforations heal in a week or two and the ear becomes 
normaL 

ACUTE MASTOIDITIS — Extension to the mastoid is shown 
by the classical signs of inflammation, namely, pain, redness, 
swelling and tenderness appearing owr the mastoid process, tender* 
ness on percussion or pressure teiog the earliest of these. A rise 
m temperature and m the leucocyte count may be also presenl 

rreat/nenr.— This is to incise the drum if discharge is not already 
free, aod to push cbemotberapy. If there is fluctuation over the 
mastoid the abscess is incised. The modem trend is to rely on the 
treatment described above aod to remove any dead bone later by 
means of the sunple mastoid operation or to let it form a loose 
sequestrum, which it does in about 8 weeks. The external audlioiy 
meatus is kept as antiseptic as possible. 

lATERAL SINUS THROMBOSIS— This is indicated by a 
ngor or by severe sweating and is an urgent call for peoidllm and 
sulphonamides, the first few doses of the latter b^g ©yen intra- 
venously. The organism is usually the Streptococcw haemoJyticus 
(75%) and sometimes the pneumococcus or staphylococcus. The 
best surgical treatment is opening of the mastoid and ligation of 
the internal jugular vein. 

CHRONIC OTmS MEDIA WITH PERFORATED DRUM.— 
This follows neglect of the proper treatment for perforation advised 
m the last paragraph. The mastoid cells also are often infected. 

Chemotherapy and local treatment arc usually follow^ by 
considerable improvement. It is essential to attend to the nose, to 
remove adenoids and to treat chronic catarrh by means oCinhalations 
and vaa:ines. 

Indications for operation . — 

Cerebral symptoms 

Attacks of vertigo, indicating spread of inflammation to the 
inner car 

Repeated exacerbations of symptoms 
Granulations, indicating dironic osteitis 
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Cholesteatoma (usually has a bad smell) 

Chronic suppuration which is not amenable to other treatment. 
The radical mastoid is the operation usually done in such cases. 
The general opinion is that the compact type of mastoid is both 
more liable to chronic suppuration and more difficult to cure than 
the cellular type, so X-ray examination may help in deciding the 
best line of treatment. 

DEAFNESS. — It used to be said that “Diere arc two kinds of 
deafness; the kind you can cure and the kind you can’t cure: the 
kind you can cure is due to wax”. The operation of fenestration 
for otosclerosis is, however, giving very promising results, and 
hearing aids improve every year. The essential point about a hearing 
aid is that it should be brought into use early, otherwise the patient 
is apt to discard it. The fenestration operation is one for the expert. 

Apart from wax, the common causes of deafness are old age, 
heredity, otosclerosis, and chronic otitis media, often the result of 
neglected or imperfectly removed adenoids in childhood. Even in 
adult life a severe cold or an attack of influenza is liable to be 
followed by otitis media. The deafness of old age appears to be 
caused by degeneration of the cochlea. 

The sound path to the brain is as follows : 

Conducting apparatus 
External auditory meatus 


EAR DRUM 


Ossicles in middle car to Air in middle ear to 

oval window round window 


Endolymph in labyrinth 


Nervous apparatus 
Nerve endings in organ of Corti 


Eighth nerve 


Temporal lobe of brain 
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Dea&iess is therefore dj\ided into that due to soine defect in the 
conducting apparatus and that dne to some defect in the nervous 
apparatus (auditory nerse). The former is the commoner. 

Let the reader hum a tune and suddenly stop his ears; if, as we 
hope, his hearing is nonnaL the tune at once sounds louder because 
he has temporarily put his conducting apparatus out of actioa. 
This is the basis of the tests for distinguishing betwcCT conducting 
deafness and ncrse deafness, of whkh Weber’s and Rinne’s are the 
best known. . , 

Weber's rest.— Place a tuning fork on the strtni of the patient s 
skull; if the deafness is unilateral the sound is louder in the affected 
ear in conducting deafness and <juiclCT in nerve deafness. 

Rime's test . — Knock a tuning fork on the table and listen to it 
until you can hear it no longer; then put the base of the tuning 
fork on your mastoid process; you stil! cannot hear it if your car 
IS normal or if you hate nerve deafness. Slop your ear with a finger 
and re peat the experiment ; yon bear it on the mastoid process aito 
you have ceased to hear it with the stopped ear. The same applies 
to patients with conducting deafness. 

OTOSCLEROSIS is a slowly proeitssite ostdtis wh^ 
immobilizes the stapes and seems to affect both the roecbaiucs 
and the nerve endings in the bbyiintb. It is olleo hereditary and 
it is interesting to note that when sesTral cases occur in a family, 
the latter are all of the same blood group; it usually begins before 
the age of 50. 

Treatment.— The operation of fenestration where a new round 
window is made, and kept open by a plug of cartilage gim the 
best results. Otherwise, bearing aids may be used. 

MIDDLE-EAR DEAFNESS, the result of chronic infiammation 
or catairb, is reiy common. Sometimes there is chronic catarrh 
of the Eustachian tube, a condition peculiarly troublesome to 
those who fly, because rapid equalization of pressure on both sides 
of the drum is impossible. 

Treatment — Attention to the nose, especially to adenoids and 
the turbinals u carefully ^cmThc condition can often be improved 
fay inflating the middle car, which can be done in three ways. 

(o) The patient holds the end of his nose and tries to blow it; 
if the Eustachian, tubes are patent, he hears a “pop” in the 
ears 

(ft) A Politzer’s bag is connected with a rubber tube which has 
an ohve-sEap^ piece of sukanite at the encL Put the “oUre” 
m one nostril, dose the other, tell the patient to open his 
mouth, and squeeze the bag sharply. Air should pass into the 
middle ear. 

(c) Eustachian catheter. Tlas is passed as follows: 

(i) spray the nose three times with 10% cocaine solution 
containing a bttle adrenaline; 

(ii) connect your ear with the patient's by means of a 
rubber tube; 
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(iii) take the catheter and pass it, beak downwards along • 
the floor of the nose until it reaches the posterior 
pharyngeal wall; 

(iv) turn it through 90 d^rees so that the beak is in the 
middle line; 

(v) withdraw it until the beak meets the septum ; 

(vi) turn it through 180 degrees; the beak is now in contact 
svith the opening of the Eustachian tube; 

(viO apply Politzer’s bag to the catheter and blow; 

(viii) if the catheter is in the right place and the tube is 
permeable to air, you will hear the patient’s eardrum 
click, and the patient will feel it “pop”. 

SENILE DEAFNESS . — This is part of the general degeneration 
which affects ageing tissues and is increased by arteriosclerosis. 
According to one theory the nerves in the organ of Corti degenerate 
and according to another there is calcification of the membrane in 
the labyrinth which vibrates under the influence of sound. The 
abiUty to hear high-pitched notes is the first to disappear. As the 
deafness is of the nerve type, bone conduction is less than air conduc- 
tion and in contrast to the soft tones of the middle-car or otosclerotic 
type, the patient is apt to talk in a loud aggressive voice to the 
frequent consternation of bis younger relatives. 

Treatment . — Vitamin B has been given in brge doses but with 
little benefit; arteriosclerosis should be attended to and a good 
hearing aid prescribed. 

MfiNifiRE’S DISEASE— The combination of severe tinnitus 
followed by extreme vertigo (“I thought the tent-pole was going to 
hit me” a patient on a camp bed in Burma once said to the writer) is 
so characteristic that it cannot be mistaken. Vomiting and collapse 
may follow, and a spontaneous remission occurs after minutes or 
hours. The disease is accompanied by progressive nerve deafness 
and attacks come at varying intervals with complete freedom in 
between them. 

(Distinguish thrombosis of the posterior inferior cerebellar 
artery, “cerebellar apoplexy”; no sudden remission and usually 
followed by facial hemianaesthesia.) 

The cause appears to be an acute rise in the pressure of the 
endolymph contained in the labyrinth and the semicircular canals of 
one ear ; a sort of glaucoma of the inner car. The patient is usually 
middfe-aged. 

Treatment has two objects; to reduce the pressure of the 
endolymph and to reduce the patient’s sensitivity to the unpleasant 
stimuli. 

The first is carried out by various means : 

(a) Reduce the salt and the fluid in the patient’s diet and 
encourage diuresis by means of ammomum chloride with 
or without a mercurial diuretic. 
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(5) Give nicotinic acid to dilate the peripheral vessels and 
increase absorption, 

(c) Shelden and Horton adtdse the giving of histamine in 
order to increase capilla^ absorption; they give 2*75 
milligrams of histamine diphosphate in 250 c.c. of 0-8% 
potassium chloride solution intravenously, the injection 
taking one hour and being repeated daily for three or four 
days. At the same time they give one-hundredth of a 
milli gram of histamine subcutaneously, increasing up to 
one-tenth of a niilligram. A maintenance dose of sub- 
cutaneous histamine is also advised. 

Sensitivity to the stimuli is best reduced by Luminal (Gardena!, 
phenobarbital); the usual dose is -J-IJ grains night and morning. 

If the case resists all the above measures, the labyrinth may be 
destroyed by alcohol injection or the vestibular portion of the 
eighth nerve cut. 

The disease has been known to occur because of a haemorrhage 
in myelogenic leukaemia, and thcotelically the same thing mi^t 
happen in scurvy. 

NERVE DEAFNESS occasionally occurs with mumps, when it is 
unilateral and incurable; the ^mptoms may resemble those of 
Memire’s disease. Other rare miscellaneous causes of deafness are 
influenza, measles, scarlet fever, typhus, enteric, syphilis, meningitis. 



smallpox, eighth nerve tumour, quinuie, the salicylates, alcohol, 
tobacco, lead, mercury and arsenic. The last two are of interest 
because if a syphilitic becomes deaf before treatment it may be 
due to the disease, but if deafness occurs during irealtnent it is more 
hkely to be due to the remedy. 
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ECLAMPSIA 
ECTOPIC GESTATION 


— See Gynaecology. 


ECTROPION—Ji'c Eye. 

ECZEMA 

Some 25 years ago an effort was made to delete the word eczema 
from the medical vocabulary, dermatitis, due to various causes, 
being substituted. Unfortunately for this praiseworthy effort we 
do not know the cause in all cases, so c<aema remains as meaning 
an inflammatory exudative skin lesion due to an unknown, but 
probably allergic cause. Many varieties of eczema have been 
described, but they all at some stage exhibit the characteristic 
"weeping”. 

Treatment — general . — If possible find the cause, which may be 
similar to and as elusive as that of an attack, of asthma. Otherwise 
treatment is devoted to avoidiog contact with certain welJ-lcnown 
causes such as alcohol internally, irritants and adverse climatic 
conditions externally, keeping the bowels regular but not purged, 
eliminating septic foci and secondary infection, and allowing a 
good generous healthy diet (special dieting is, as a rule, useless, the 
patient often knows what food, if any, is likely to be followed by 
eczema). Unsuspected amoebiasis is a not uncommon cause of 
eczema in India, so a course of emetine is often worth a trial. 

Another line of treatment sometimes found successful is 
desensitization of the patient by ephedrme, injections of adrenaline 
in oil, calcium gluconate, peptone or the patient's own blood. As 
in all other diseases, vitamins and sulphonamides are now popular, 
and both have been given with benefit; vitamins A, B and C, 
especially A, should always be given a trial and the sulphonamides, 
cither by mouth or locally, are useful where there is secondary 
infection, but several cases of “eczema” have been reported as due 
to the local application of sulphonamides. Penicillin so far has not 
been reported as curing eczema itself, but it cures any superadded 
infection. Benadryl is always worth trying. 

Local treatment can almost be summarized in the one word 
“zinc”, which in an ointment, a paste, a cream or a lotion forms 
the basis of most applications. Lotions and creams arc useful for 
the acute stage, and pastes and ointments for the chronic, when a 
stimulant such as Ichthyol, coal tar or pine tar may be added. The 
following are useful examples: 


Calamine lotion 
U Calaminac Praep. t 

(“impure Zinc. Catb ) 1 
Zinc. Oxid. J 

Glycerin, . . 

Aq. Rosaead 


LOTIONS (for aiaitc stage) 


gr.30 

30 


Zinc amt Lead lotion 


R Zinc. Oxid. 

Liquor. Plumbi Subacet. 
Fort. 

Glyccrini . 

Aq. Calcis 
Aq Rosac ad 


m 10 
HI to 
7>y 
5j 


Protargol or Argyrol 1% is also useful for the “weeping” stage. 
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Zinc Cream 
E Zinc. Oud. 1 
Adep. Lanae J " 

Ol. Ohv. 1 
Aq Calcis 


Calamine Cream 
E Calaminae Pracp. 1 
Zinc. Oxjd. { 

OLOUv.. I 


Aq. C^cii 


10 . 


Ichthyol, 3j. Mcathol, „ . 
Camphor, gr. 10. etc., may be 
added to either. 


Lassar's Paste 
(without ulicylic add) 
B Zinc. Oxid. 1 ia. 

Pulv Amyli J " 3 j 

Paraff Moll, ad .. 3J 


Odd. I 


5t« 


Vnna's Paste 
E Zinc . Odd. 1 
Glyceno. 

Gelatin. 

Aq. ad 

Ichibyol, di. 1-2, may be added. 

Siccolam (British Drug Houses) is one of the best applications 
for the exudative stage. 


ocmiEim 

Zinc Ointment and Ung. Zinc. Oleat. (B.P.) are useful and an 
old favotmltt for lesistant cases is; 


Vnguenium Metolhrum 

B Zme. Odd. 1 Si 

Ung Hydrarg. NiU Fort, j » ■' " gr. 20 

Plumbl Aceutis ) . 

Hydrarg. Subchlor. j gr. 10 

Paraff. MoU. ad 51 

or another ointment contaiaing tar, may be used: 

B Zinc. Oud 

Liquor. Carb. Deterg. t) 30 

Paraff. Mo3 ad 5j 

ECZEMA IN CHILDREN.— In children, eczema generally 
be^s on tbe head or face, and for some reason is commonest in a 
first child. Treatment is on the same lines as for adults, but great 
care must be taken to prevent the child from scratching. Crusts 
are removed by starch and boric-acid poultices made as foUotvs. 
Take a teaspoonful of boric add and a tablespoonful of starch; 
mix to a paste with cold water and add a pint of boiling wnter. 
Spread tbe paste on gauze or muslin and apply with the gauze or 
muslin side to the skm. Sedatives may be ne^ed (o keep Uie child 
quiet. 

ELECTRICAL TREATMENT 

By E. P. CuuBERBATCir, M.B., F.R.CP. 


In treatmg disease or injuiy electricity acts in one of three ways: 
(I) by heating the tissues; (2) by producing chemical changes in 
them; and (3) by stimulating muscle and nerve. (Tertain adrantages 
are gamed if electricity is chosen for producing these effects. They 
are as follows: (I) Eleclridty can raise the temperature of parts 
which are loo deeply situated to be reached by heat applied 
externally. An cicctnc current is passed through the tissues. It 
produces heat by overcomit^ their resistance. The heal is generated 



O’Meara’s Medical Guide 235 

fa the superficial and deep tissues alike. In other words, diathermy 
is produced. The current is known as a diathermic current. 
(2) Electricity can produce chenucal caustics within the tissues. 
The quantity formed is under the control of the operator. The 
destruction of abnormal tissue by this method is a form of treatment 
known as electro-chemical cauterization. The galvanic current is 
used for the purpose. The same current is used for treatment by a 
process which cannot be copied by other agents. Thus, when 
solutions of therapeutic chemicals (drugs) are placed in contact 
with the skin or mucous membrane, the galvanic current can make 
them penetrate to a depth which cannot be reached by the simple 
process of diffusion. This constitutes a form of treatment known as 
medical ionization. (3) The use of electricity for stimulating muscle 
and nerve enables us to bring about one effect, at least, which 
cannot be achieved fay other artificial agent. Voluntary muscle 
can be made to contract ; it can be made to give a twitch, or a series 
of twitches, or a prolonged contraction, both when voluntary power 
is preserved and when it is lost. Faradic and sinusoidal currents are 
generally used for procuring contraction when reactions of the 
muscle are of the normal type. If, in addition, the use of electricity 
has an encouraging efTect on the patient’s mmd, it should not, 
therefore, be deprecated, and the therapeutic m'hilist will be furnished 
with a reason for attributing some value to it. 

Diathermy is now employed to raise the temperature of the 
whole body to 105* F. and to procure the so-called “therapeutic 
fever”; in general paralysis of the insane it yields as high a propor- 
tion of successful results as the artificial production of malaria and, 
moreover, is safer. Mention might also be made of the use of a 
current (belonging to the same family as the diathermic current) 
in the treatment known originally as fulguration, or better as 
electro-desiccation. In this form of treatment abnormal tissue is 
killed by directing sparks on it. Those who have not heard of it may 
be inclined to laugh. It is true that other methods, such as burning 
and chemical cauterization, will destroy tissue. "llie sparks diy or 
desiccate the tissues, and the subsequent reaction is much less, and 
the cosmetic results far better than those of the actual cautery or 
chemicals; the scars are soft, smooth and never contract. In a 
patient with a vascular fibrous growth of a vocal cord treated by 
electro-desiccation voice was fuUy regained and the scar left was 
almost imperceptible. 

Various examples can be given to show how the employment of 
electricity (in the form of the galvanic current) for introducing 
germicidal or cauterizing ions can achieve success in diseases in 
wMch the simple appUcation of solutions or solids to the surface 
usually fails. The value of the electrical method (ionization) can be 
seen in the treatment of cervicitis; although a much greater 
experience has been obtained with diathermy in this disease, ioniza- 
tion is much more effective than the treatment commonly employed, 
viz., the packing of the cervical canal with germicidal preparations, 
and will succeed when the last-mentioned method fails. If a anc 
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rod is placed in the canal and connected to the posirive pole of a 
galvanic battery there wQl be a migration of zinc ions into the 
mucous membrane. They will IuH bacteria in their path. ThCT 
will unite with the tissue proteins and fonn zinc albuminate which 
provides a sterile protective linin g and remains in position for ten 
to fifteen days. During thi^ time reinfection from without cannot 
take place. If, on the other hand, the zinc rod is connected to the 
negative pole of the battery there will be a migration into the cervix 
of hydroxyl ions which have gennlddal properties and in addition 
act mdirectiy on the ^nds of the cervix and increase their secretion 
for a day or more after the ionization, thus securing most efGcient 
drainage. \^ea the discharge is inspissated it is advisable to begin 
the treatment with the zinc rod attached to the negative pole, and 
when free drainage is established the rod should be connected to 
the positive pole so that the protective lining of zinc albuminate 
may form. 

The following examples illiistrate the value of the galvanic current 
as a cauterizing agent. A fine ne«IIe electrode can be placed in the 
foILcle of an unwanted hair. The passage of the current leads to the 
formation of caustics around the needle. The caustics destroy the 
follicle, and the hair .with its pigmented bulb can be lifted out IT 
the ne^e is insulate^ except at its free end. the cauterization can 
be restneted with precision to ^e base of the follicle, the skin 
being undamaged. By inserUng the Up of a zinc needle into the 
central vessel of a stellate vein or the base of a pedunculated wart 
and passing the current, the whole of the stellate vein or the entire 
wart will disappear, leaving no mar^ As already stated, the valne 
of the galvanic current, as a cauterizing agent is that it produces the 
caustics 10 the situation needed and in &e amount desired. Other 
advantages are the shght rcacUon after the treatment and the 
excellence of the cosmetic results. 

Among the morbid conditions in which cleclridty is useful on 
account of its power of stimulaiing the excitable tissues, the most 
obvious are those in which some muscular weakness and wasUng 
persist after the responsible factors have ceased to act; thus, when 
inflammation m a joint, due to injury or disease, has subsided, the 
muscles controllmg the movement of the joint can be helped to 
regain their power if they are artificially exercised bv the faradic 
or smusoidal current. This help is requir^ when the patient cannot 
use the muscles or cannot use them adequately; thus, when extension 
of the knee is weak and limited, the vastus intemus may be more 
wasted and weak than the rest of the quadriceps. TWs part of the 
muscle can be ©ven a greater share of aiti&sal extroac, and an 
increase in its size can be seen to take place. \STien muscles are 
weakened or paralysed in consequence of disease or injury of thdr 
motor nerves, recovery can'be accelerated if they are artifidally 
exercised by electrical methods, provided, of course, the injury or 
disease has been adequately treated. Further, most patients are 
encouraged when they see their paralysed muscles contract 

Electrical contraction of musde can usefully ^ jvactised when 
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movement is painful in consequence of adhesions left between 
muscle and fibrous tissue in cases of past fibrositis; the contraction 
should take the form of separate twitches, thirty or so per minute ; 
the twitches are painful at first, but the pain soon diminishes and 
disappears while the initial treatment is being administered. The 
range of painless movement can gradually be increased by this 
method. A preliminary apphcalion of heat, especially diathermy, 
hastens the results, if it is made before the twitches are produced. 
An induction coil provided with a slowly acting interrupter may be 
used, but the twitches can be more cfiectively obtained by means of 
the static machine when large masses of muscle, such as the gluteal 
and lumbar, are involved. 

The value of the sinusoidal current, administered in full-length 
baths, in poliomyelitis, after the acute stage has subsided, is known 
to few. It was introduced by the late Lewis Jones, who practised 
the treatment for many years at St. Bartholomew’s Hospital. The 
current does not cause contraction of muscles showing the reaction 
of degeneration, and when administered by the bath method its 
strength is not raised to a value sufiicicntly high to make the normal 
muscles contract. This reason and the fact that the method of action 
of the current is not precisely understood are responsible for the 
present neglect of the sinusoidal current is the treatment of 
poliomyelitis. 

ELEPHANTIASIS— i’cc Filariasis. 


EMISSIONS, NOCTURNAL 

These arc physiological and should be treated only if they are 
caused by a posterior urethntis or phimosis. Constipation, if 
present, should be treated, the patient reassured and his attention 
diverted from his sexual organs by exercise in the open air. The 
habit may sometimes be broken by giving Sod. Bromid, gr. 30 with 
Tr. Opii in. 7 just before bedtime for 4 or 5 nights. 


EMPHYSEMA OF THE LUNGS 


Treatment in the first place should be preventive by stopping 
the recurrent acute attacks in a case of chronic bronchitis. Climate 
is an important factor ; it should be warm and moist, free from wind 
and more especially from dust. The condition, while it may be 
atie.e.te.d, can'MA be. twrei, b’at is consvdfttaUy benefited in tnany 
cases by potassium iodide which may be given in one of the following 
prescriptions : 


E Pot, lodid. . . . . gr. 5 

Pot. Bicarb gr. 15 

Amm. Carb gr. 3 

Aqua. Camph. ad . - 5j 
t d s.p c. 


B Pot. lodid. gr. 2 

Liq Arsenicalis . . . . lit 2 

Tr. Nuc. Vom HI 2 

Inf. Gentian. Co. ad .. Sj 
t.d.s p c. 

The potassium iodide is gradually 
increased. 
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rod is placed in the canal and connected to the posi^ pole of a 
galvanic battery there will be a migration of rinc ions intc^e 
mucous membrane. They will kill bacteria in their path. They 
will unite with the tissue proteins and form anc albuminate winch 
provides a sterile protective lining and remains in position for ten 
to ^teen days. During tMs time reinfection from without cannot 
take place. If, on the other hand, the zinc rod is connected to the 
negative pole of the battery there will be a migration into the cervix 
of hydroxyl ioQS which have gennicidal properties and in addition 
act indirectly on the glands of the cervix and increase their secredon 
for a day or more after the ionization, thus securing most efficient 
drainage. When the discharge is inspissated it is advisable to begin 
the treatment with the zinc rod attached to the negative pole,- and 
when free drainage is estabUsbed the rod should be connect^ to 
the posidve pole so that the protective lining of zinc albuminate 
may form. 

The following examples Qiustrate the value of the galvanic current 
as a cauterizing agent A fine needle elecliodt can be placed in the 
folhcle of an unwanted hair. The passage of the current leads to the 
formadon of causdes around the needle. The causdes destroy the 
follicle, and the hair.with its pigmented bulb can be lifted out If 
the ne^e is insulate^ except at its free end, the cauterization can 
be restneted with predsion to the base of the follicle, the skis 
bemg undamaged. By insertlns the tip of a zinc nee^e into the 
central vessel of a stellate veto or the base of a pedunculated 
and passing the current, the whole of the stellate vein or the entire 
wan win disappear, leaving no mart As already staled, the value 
of the plvanic current, as a cauteriziog agent is t^t it princes the 
causdes m the situadon needed and in the amount desired. Other 
advantages are the slight reacUon after the treatment and the 
excellence of the cosmetic results. 

Among the morbid condidons in which electricity is useful on 
account of its power of stimulating the excitable tissues, the most 
obvious are tbo« in w-hich some muscular weakness and wasting 
persist after the responsible factors have ceased to act; thus, when 
inflammation in a joint, due to injury or has subsid^ the 

muscles controlling the movement of the joint can be helped to 
regain then power tf they are aitificiafly exercised by the faradic 
or sinusoidal current This help is requirrf when the patient cannot 
use the muscles or cannot use them adequately; thus, when extension 
of the knee is weak and limited, the vastus intemus may be more 
wasted and weak than the rest of the quadriceps. This part of the 
muscle can be ^ven a greater share of artificial exemse, and an 
mcrease in its size can be seen to take place, ^ben muscles are 
weakened or paralysed in consequence of disease or injury of ihrii 
motor nerves, recovery can 'be accelerated if they are artifidafly 
exercised by electrical methods, provided, of course, the injury or 
disease has been adequately treated. Further, most patients are 
encouraged when they see their paralys^ muscles contracL 

Bectircal contraction of musde can usefully be practised when 



O’Meara’s Medical Guide 


237 


movement is painful in consequence of adhesions left between 
muscle and fibrous tissue in cases of past fibrositis ; the contraction 
should take the form of separate twitches, thirty or so per minute; 
the twitches arc painful at first, but the pam soon diminishes and 
disappears while the initial treatment is being administered. The 
range of painless movement can gradually be increased by this 
method. A preliminary appitcatton of heat, especially diathermy, 
hastens the results, if it is made before the twitches are produced. 
An induction coil provided with a slowly acting interrupter may be 
used, but the twitches can be more effectively obtained by means of 
the static machine when large masses of muscle, such as the gluteal 
and lumbar, are involved. 

The value of the sinusoidal current, administered in full-length 
baths, in poliomyelitis, after the acute stage has subsided, is known 
to few. It was introduced by the late Lewis Jones, who practised 
the treatment for many years at St. Bartholomew’s Hospital. The 
current does not cause contraction of muscles showing the reaction 
of degeneration, and when administered by the bath method its 
strength is not raised to a value sufliciently high to make the normal 
muscles contract. This reason and the fact that the method of action 
of the current is not precisely understood are responsible for the 
present neglect of the sinusoidal current in the treatment of 
poliomyelitis. 

ELEPHANTIASIS— See Filariasis. 


EMISSIONS, NOCTURNAL 

These are physiological and should be treated only if they are 
caused by a posterior urethritis or phimosis. Constipation, if 
present, should be treated, the patient reassured and his attention 
diverted from his sexual organs by exercise in the open air. The 
habit may sometimes be broken by giving Sod. Bromid. gr. 30 with 
Tr. Opii ni 7 just before bedtime for4 or 5 nights. 


EMPHYSEMA OF THE LUNGS 


Treatment in the first place should be preventive by stopping 
the recurrent acute attacks in a case of chronic bronchitis. Climate 
is an important factor ; it should be warm and moist, free from ^vind 
and more especially from dust. The condition, while it may be 
arrested, cannot be cured, bat is coosideraUy benefited in xaany 
cases by potassium iodide which may be given m one of the following 
prescriptions : 


E Pot. lodid. . . . . gr. 5 

Pot. Bicarb gr. J5 

Amm. Carb gr. 3 

Aqua. Camph. ad ■• $} 
t.d s p c. 


B Pot, lodid. . . . . gr. 2 

Liq. Arsenicalis . . . . m 2 

Tr. Nuc. Votn nt 2 

Inf. Gentian Co. ad . . Sj 
t d s.p.c. 

The potassium iodide is gradually 
increased. 
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EMPHYSEMA, SUBGICAL 

This resultiDg from laceration of the pleura and lung, wfcils 
cauang dikomToit is not in ilself a serious complication although U 
may spread as far as the uTist and anlles, causing a fine ciacUing 
under the sldn. 

EMPYEMA 

There are three sarieties, common, uacommoa and rare. DuUatss 
to percussion aronses suspkioo. but a good X-ray picture and the 
aspiration of pns make the diagnosis certain. 

COMMON.— 

Pneumonococetd empyema is the commonest of all. It foUorts an 
attack of pneumonia or pleuii^, often after an apjTciial tnlcp’aL 
The sk’alls of the ca^ity are tlucfc and so is the pus. The rmssed 
empj’cma sometimes explains hectic fes’er in a child. 

Treatment . — ^This is by chemolherapj’, indudmg aspiration, 
uushing out and leading penldllio (5.000 units per <lc.) solution 
inside. If this fails or is imposablc, driin as follow's. 

(o) Aspirate pus at point of maximil dolbess. leasing needle 
in sitv. 

(b) Inject a local anaesthetic under tbs skin and douu to the 
rib for tn-o inches on each ride of the needle (four indies 
altogether). 

(c) Cut down on to the rib and throngh the periosteum, detach 
the periosteum from its deep and supeifidal aspe^ and 
resect two inches of rib. 

(d) Incise the deep periosteum and pleura aBoniog pus to escape, 
but apply a swab during inspiration to pre\mi rapid sacking 
in of air. 

(e) Insert a wide drainage tube with holes at the ride and a safety 
pm throu^ the outer end. 

CO Apply ample dressings. 

Afier-treatment . — Continue dicniotherapy, shorten the tube as 
required, encourage the patient to blow throu^ bottles, inSate 
balloons or to blow a (sDent for the sake of the other patients) 
tiumpeL The cavity may be washed out with eusol if the pus is 
sery thick. Qosed drainage, with the end of the lute in a bottle 
on the floor, is often helpful in dosing the caTit>'. 

Streplococeal Empyema . — ^This occurs during an attack of 
influenzal strepiococxal pneumonia. The pus is i>i»n and so are the 
walls of the empyema, so open drainage must not on any account 
be tried. 

Treamoit . — ^Tltis is by chemotberapy, aspiration of the pus and 
replacement by penidllm solution 5,000 units per c.c., repeated daD)’ 
if necessary; produces brilliant re^ls. If pe niallin is not 
available, gise sulphonamides and aspirate the pus. 

UNCOMMON. — EmpjTma due to injury or w ound (common in 
war). Treatment is by chemothaap;)’, gcnejral and local, escisjoa of 
damaged tissues and drainage. 
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Tuberculous empyema sometimes complicates pneumothorax, 
artificial and spontaneous, or a secondary infection may be super- 
imposed on a pleuritic effusion, which is almost always tuberculous 
in origin. Treatment is mainly to prevent or cure secondary infection. 
Burrell describes a cold benign, and a malignant pyothorax type. 
The former should be treated by repeated aspiration so as to allow 
the lung to expand; the latter may complicate a spontaneous 
pneumothorax or artificial pneumothorax with a tom adhesion and 
is a very serious condition ; the treatment is aspiration, irrigation 
and chemotherapy. When things have quietened down thoracoplasty 
may be helpful in tuberculous cases. Amoebic empyema occurs 
when a liver abscess bursts through the diaphragm, treatment 
being by aspiration and by giving emetine. Sometimes rupture into 
a bronchus occurs, when Ibe patient coughs up “anchovy- 
paste” pus and spontaneous cure may follow, but emetine and 
chemotherapy must be given. 

RARE. — Malignant disease, actinomycosis and very occasionally 
ruptured infected hydraiid cyst, which may be in the upper lobe. 
ENCEPHALmS LETHARGICA 
There is no known treatment which affects the active phase of 
the disease. Post*eDcephalitlc Parkinsonism can be considerably 
improved by scopolamine (hyoscine) with stramonium, e.g., 

B Hyoscifl Hydrobrom. gr. tH 

Extr. Stramonu Skc. gr. 1 

Excipient 

Ft. pil. SIg. one or more as directed by the physician. 

'^e dose may have to be increased considerably, but a suitable 
maintenance dose is one pill two or three times a day. 
ENDOCARDITIS, INFECTIVE 
This is uncommon in India, and is usually due to the Streptococcus 
viridans, which becomes engrafted on an already damaged heart. 
Diagnosis is made from the histop^, symptoms and signs, from the 
fever and unusual pallor of the patient and from the blood culture. 

TREATMENT. — Penicillin in full doses, often one million units or 
more every 24 hours, is given over a i^riod of many weeks or even 
months. Under this treatment a high proportion of cases recover 
from this formerly incurable disease. 

ENDOMETRITIS — See Gynaecology. 

ENTERIC FEVER 

This is a septicaemia, the badDus being present in the blood- 
stream from which it can be cultivated during the &st eight days of 
the illness, before the Widal reaction becomes positive. 

The severity of the disease varies greatly both in individual 
cases and in epidemics. There is wide-spread infectmty as the 
organism can be isolated from the ur/oe, stools, bile, vomit, sputum 
and pus from abscesses ; this shows that care should be exercised 



240 O’Meara'S Medical Guide 

as to disinfection, in handling the patient and all utensils used in 
nursing. . 

As regards treatment, nui^g is of the first importance and 
absolute rest lying down is essential; typhoid patients stand ^•e^y 
badly any form of transportation or movement. Careful attention 
must be paid to the cleanliness of the sldn, month and fauces. 

On the subject of diet there are two schools, one holding that a 
liquid diet is absolutely essentia!, the other advocating a liberal 
diet to increase the resistance and lessen the liability to haemorrhage 
and perforation ; on the other hand food undigested and unabsorbed 
will cause dangerous meteorism and diarrhoea. Common sense 
must guide the doctor in each indhadual case, as a patient with 
profound toxaemia and high temi^rature has little power of 
digestion. 

Milk should be the basis in all severe cases; up to three pints 
in the 24 hours, divided into two-houily feeds of 5 oz. each; the 
'milk may be iluted or flavoured with tea or coffee. Water must 
be taken in considerable quantity between feeds, or orange juice or 
still lemonade. When there is constipation this should be corrected 
by giving beef*tea. If the stools show undigested particles or curds, 
the mflk should be cltrated by adding sodium dtrats 1-2 gr. to the 
ounce. When additional carbohydrates are ^uired Dertn'inaltose 
may be added to each feed, or extra calories obtained by adding 
1-li oz. of cream in the 24 hours. 

iMter the temperature has fallen to normal the patient should be 
kept recumbent for 14 days, and no addition made to the diet for 
7 days; over-feeding is a fr^uent cause of return of the fever and 
a relapse. 

There is no specific drug treatment ; serum or vaccine therapy 
either latravcoous or subcutaneous have no direct effect. 

Hydrotherapy in the form of spoo^g and wet packs is useful 
in some cases, especially in cases with prolong^ pyrMia over 
lOl’ F., but the bath involves so much disturbance of the pauent 
that this is not compensated for by reduction in temperature. It 
has been claimed for by’drotberapy that it stimulates the circulation 
with a fall in the pulse rate, that there are fewer nervous symptoms 
such as delirium and tremors, that there is a reduction in the 
temperature with increased cxcrelion of toxins by the Kdneys, that 
there is less liability to bed-sores, that the initial bronchitis is 
duTunished, and finally that the death rate is reducei It is contra- 
mdicated in great prostration, haemorrhage, peritonitis and 
phlebitis. 

Quinine and nascent Chlorine mixture every 4 hours is claimed to 
produce a shorter course of the disease, a lower temperature and an 
improved general condifioo. 

TREATMENT OF COMPUCATIONS.— 

Myocardial Weakness .— is shovvn by rising pulse rate, 
displacement outwards of the apex beat and alteration of the first 
sound. Give camphor in oil 2-3 gr., or Coramine hypodermically. 
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Toxaemia. — Give brandy or whisky up to 4 oz. in the 24 hours. 
Vomiting. — ^This is only common in paratyphoid B. Give iced 
champagne. 

Tympanites. — ^This is probably due to unsuitable diet. Stop food ; 
give a turpentine or asafoetida enema or pass the rectal lube. 

B Pure turpentine . .. 3j B Tr Asafoetida. . .. i^ij 

Thm boiled Starch MuciJ- Starch Mucilage . . .. 5iv 

age . . . 5xu 

In extreme cases pass the stomach tube. Resume feedtng with 
care, commencing with albumin tvaler and whey. 

Haemorrhage. — Iced water only by mouth. An immediate 
injection of Morph, i gr., Calaum Chloride 1 gr, in 100 of sterile 
water intramuscularly or Haemoplastin 2 c.c. subcutaneously. 
Drugs by the mouth have apparently little elTect, but the following 
may be tried : 

Mixture Enema 


B Acidi Tannici . gr 10 BTannirt gr. 10 

Tr. Opii lii 10 Pulv. Ipecac. Co. .. ^r, 12 

Spt. Turpentine . 0^15 Starch Mucilage . . .. 3ij 

Tr. Chloroformi Co. . . Rl 15 

Mucilag . . Aij 

Aqua. Menth. Pip ad . 

Every two hours. 


Constipation. — Beef^tea, or grape juice, beginning with the juice 
of 15 grapes. Glycerin or cold water enemas. A small dose of 
castor oil or regular doses of liquid para/hn. 

2)/flrr/joeo.— Careful attention to the diet. R Pil. Plumbi cum 
Opio gr. 2-4 or an enema of B Tr- Opii "I 30 with tbin cold starch 
mucilage Sij. 

Perforation . — Immediate laparotomy in some cases gives brilliant 
results, but the operation must be completed rapidly. 

Bed-sores . — Apply a mixture of R Tr. Benzoin. 3ij, Castor Oil 5j. 

Sleeplessness and Delirium . — Sponging and Pulv. Ipecac. Co. 
gr. 12. 

Femoral Thrombosis . — Absolute immobility of the leg and thigh, 
with the application of glycerin of belladonna. 

CONVALESCENCE. — In severe cases this is prolonged, and 
long leave is generally essential. 

PROPHYLAXIS. — This by combined typhoid and paratyphoid 
vaccine is very effective, probable rrantuntty ts far 2 years, with 
partial protection for another 2 years. 

ENTROPION— 5ee Eye. 

ENURESIS IN CHILDREN 

Many children wet their bed up to the age of two or even three 
years, when the habit should stop, but some continue up to the age 
of five or ten years. In the absence of mental deficiency or nervous 
disease, the outlook is uniformly good. Epilepsy should always be 
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remembered (but not mentioned to the parent) as a pos^le cause; 
in such cases the tongue is often Kttcn. btestinal worms are another 
cause. 

TREATMENT.— It is important not to pui^h or threaten 
patient for it only makes him worse, and circumcision, unless there is 
obtious phimosis, is generally useless. Both the child and the 
urine should be examined and the confidence of the parent and the 
child in the doctor established. 

Flmd intake should be cut dorni during the two hours before 
bedtime, the cluld should empty its bladder thoroughly at bedtime 
and should be wakened to do so at 10 p.m. 

Belladonna, ergot and ephcdrice are all useful, as also are the 
bromides. Tincture of beliadonna should be giren at first in a 
5- minim dose one hour before bedtime and increased by a minim 
a day until the condition is cured or until toxic symptoms such as 
dilatation of the pupils or excesstie thirst show thcmsehes. 

Liquid extract of ergot may be gi\-cn similarly, but a dose of 
30 mimms should not be excerfed. 

Half a gram of ephedtine, increasing slouly up to tuo grains, 
may also be tried. 

The wnter has found the foDouing pitscriptioo useful for cbUdren 
between 4 and ? years of age: 


& Potass atm. 

Sod Bromid. 

Ephednn H)drodilor. 
Tucl BelladODfiae .. 
Exiract. Ergotae Uq. 
Syrup SiBipL 
Aq Meotli. Pip. ad 


gr. IS 
gr. 10 

q 5 • 

51 


A tablespoonful to be takeo an hour before bedtime and increased 
by 20 drops daily until ^mptotns are r^e>Td; maximal dose, 
four XablespoonfulL 
Worms, if present, arc treated. 


EOSES’OPHIUA, TROPICAL 

This leccndy discorered disease is not uncommon on the west 
coast of todia. It usually begins with a week or two of fever, 
accompanied or soon foDowed by a dry ineffective hacking couch 
vkieh is Morse at nights and greatly disturbs the patient's sleep 
although he may be almost free from cough in the daytime. Some- 
times the attacks are aocompani^ by wheezing and dyspnoea, like 
astbnn. X*ray pictures show shadows, sometimes at the ba^ of 
the lungs, sometimes exactly like the shadow of miliary tuberculosis. 

Alway^ examine the blood in suspected ndliafy tuberculosis.) 

The cause is unknown; iu some cases cheese mites have been 
found in the sputum, but not by any means in all cases. 

If untreated the disease tends to be chronic, some cases having 
evidently lasted for 10 years or more. 

The blood picture is cbaractei^tic; the white cells vary between 
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10,000 and 40,000 per cubic mnUmetre, and the eosinophils between 
30 and 90%. 

TREATMENT. — The antUsyphiiitic arsenicals produce a rapid 
cure. The usual treatment is to give six intravenous injections of 
N.A.B. at wwkly intervals, the first dose being 0-3 gramme, the rest 
0-45 gramme. The course may have to be repeated after some 
months or years if symptoms recur. 

EPIDIDYMO-ORCHITIS 

There are three main kinds: gonorrhoeal, one due to Saciffus coU, 
and tuberculous; the pneumococcus is an occasional cause. 

GONORRHOEAL. — Since the advent of chemotherapy this is 
rare for the simple reason that it commonly begins in the second 
week of the disease, a stage which it is not allowed to reach nowadays. 

Treatment is by rest in bed, Amiphlogistine and chemotherapy. 

BACILLUS COLL— This is not uncommon especially after an 
injury and is often associated with constipation. Treatment is as for 
the gonorrhoeal type, but the patient may need some assuring that 
the disease is not venereal; the same applies to the pneumococcal 
variety. Penicillin is not eftectWe against Bacillus coii. 

TUBERCULOUS EPIDIDYMO-ORCHITIS.— This type is al- 
ways associated with tubercle elsewhere in the genito-urinary tract, 
the kidney or bladder often being affected and the seminal vesicle 
on the same side always. Tubercle bacilli may be present in the urine 
and there are generally sinuses, particularly over the globus major 
at the upper end of the testicle. 

In the present state of our knowledge, treatment is removal of 
the affected organ. 

EPILEPSY 

There are two types, grand mal and petit mal, of which the former 
is the commoner and the latter the harder to cure. 

The prognosis is bad when there is mental degeneration or when 
the fits cannot be controlled. Otherwise it is good, provided that 
the patient takes the prescribed drugs regularly and has no fits. 

Treatment must not be slopped merely because the fits have 
stopped, but after three years without a fit a gradual withdrawal of 
drugs is permissible. The later in life the disease begins, the better 
the prognosis and, in such cases, a definite cause may be found 
such as injury, tumour, alcoholism, syphilis, uraemia and calcifying 
Cysticercus ceiluhsae cysts which show on X-ray examination and 
have occurred chiefly in British soldiers returning from India. 

The three main remedies are the bromides, Luminal (Gardenal, 
phenobarbitone) and sodium diphcnylhydantoinate (Dilantin 
Sodium, Epanutin, Solantoin). 

The dose of any of them is the amount necessary to stop the fits 
without harming the patient in any other way. 
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Average doses are as folios: 

Addn: Bromide 10-30 grains 3 times a day. 

Luminal grains twice a day. 

Dilandn Sodium grains 3 times a day. 

Children: Be^ whh sroaDer doses but it may be necessary to 
work up to the above. Belladonna is a&o useful for 
children. 

Luminal is probably the best for petit mal and Pllantin has 
cured many cases of grand mal that were not amenable to treatment 
by the other two ^gs, and its effect on the patient’s intellieence 
and liveliness is less damping. In children it is important to remove 
anysontce of irritation, such as tonsils, adenoids, calcium deficiency, 
or a tight foreskin, and a ketogenic (hisb-fat) diet is often of striking 
benefit! 

When chan^g from one method of treatment to another the 
new drug sheSd be substituted gradually for the old, for fear that 
temporary cessation of treatment will produce a fiL 
MARRIAGE AND EPILEPSY.— Epileptics often come from a 
neurotic stock and migraine is common in the parents. The modern 
view is that the marriage of an oiheiwise normal epileptic should 
be discouraged but not forbidden, and that marriage where there 
IS “epilepsy in the famil y*’ sboidd 1^ viewed similarly. 

EPISTAXIS 

In about t0% of cases the bleeding comes ftom a spot on the 
septum about a centimetre behind and above the tip; this spot can 
easily be seen with a headlight or frontal mirror and tbs bleeding 
pomt cauterized under cocaine (without adrenaline, because if the 
bleeding stops the spot cannot be seen). The actual cautery' is pre- 
ferable to chromic aad or rilm nitrate, and an ampoule-opening file 
held in a piir of forceps and heated in a spirit flame does very woIL 
As temporary expedients the following are effective. Pinch the 
nose with a comfortable degree of firmness and apply a wet handker- 
chief to the bridge of the nose; in severe cases apply some cotton- 
wool or gauze soaked in adrenaline or snake v'cnom solution to 
the bleeding area; hydrogen perotide may be used but is less 
effectiv e. 

If the bleeding petrists, plug the anterior nates with ribbon 
gauze soaked in either of the above solntions, give haemoplastic 
serum and leave the gauze plug in jitu for 24 hours. Thrombin 
Topical may be swabbed on the bleeding point. 

Rarely, it is necessary to plug the posterior nares, the casiesi 
v.ny beuig to cocainize the nose, pass a ^e, lubricated rubber 
catheter ^ng the floor and catch it when it appears behind the 
soft p^te. A piece of adrenalme gauze is then tied to the catheter 
by a piece of strong silk or thread and drawn through the posterior 
cares; a string on the other end facilitates removal through the 
mouth- Haemoplastic serum is also given and morphia may help 
m serious cases. 
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The common cause of nose bleeding is a small abrasion at the 
bleeding site, due to nose picking, coryza or a dry climate. Other 
causes arc injury, a foreign body (not rare in children, and often 
associated with a purulent discharge from one nostril), puberty, 
new growth, high blood-pressure and back pressure from failing 
heart. 

Certain fevers, particularly enteric and malaria, may be associated 
with epistaxis, and of course, blood diseases such as scurvy, 
haemophilia, purpura and anaemia. 

ERYSIPELAS 

The treatment is chemotherapy, both the sulphonamides and 
penicillin being most effective. Fifty per cent Mag. Sulph.-glycerin 
paste is applied locally. The general health usually requires attention 
and a change to the hills should be advised in the hot weather. 
EXERCISE 

Of exercise in general, U may be said that the necessary amount 
depends upon individual requirements, which vary enormously. 
A powerful factor, however, in determining the amount is the 
quantity of food eaten. The person who eats largely must take 
plenty of exercise ; if this is impossible the amount of food must be 
reduced. This is an important point with Indians, as it is a matter 
of experience that those Indians who allow themselves to put on an 
excessive amount of abdominal fat are very liable to develop 
diabetes; to avoid this, walking is not sulBcient, as the abdominal 
muscles must be exercised to ensure adequate support of the internal 
organs and to prevent abdominal venous stasis, which is such a 
fniitf^ul source of disorders resulting from deficient metabolism. 
SWEDISH EXERCISES AND MEDICAL GYMNASTICS 

The following General Rules for a Gymnastic Table are recom- 
mended by Dr. J, Avredson of the Gymnastic Institute, Stockholm ; 

1. Special Exercises, i.e., those which have a direct effect on the 
pathological condition for which treatment is being undertaken. 

2. General. — ( a) To increase the vitality of the body as a whole 
by increasing the supply of oxygen, and so stimulating metabolism. 

. (b) Aiding the digestive or:^ns, and so improving digestion, 
absorption and ultimately nutrition, (c) To help the general circula- 
tion, and so promote the distribution of nutriment and removal of 
effete products, {d) A promotion of general increase of activity in 
the cells. 

When both special and general exercises have been chosen, they 
are combined to form a treatment table. The following is a typical 
scheme: 

(1) Respiratory Movements. 

(2) Limb Movements. 

(3) Movements for Neck and Hand. 

(4) Movements for Abdoir^Dal Organs. 

(5) Limb Movements. 
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foUcJwed four-honrly by two tablets, is gi^'ea at the same tot 
Under this trmtmsnt many a case wiD appear to be cu^ within a 
few hours, but sulphonamide treatment should be m a intai ned for 
four days or 4S hours after the disap|ya ranee of the Qmptoms- 
TTus ideal treatment is not always poaible, in which case both 
bds should be swabbed with ^ver nilrale solution 1% (not stroncer) 
in distilled water once a ^y (nesw ofteaer). The is also bathed 
with tone lotion three limes a day, the bds are smeared with Vaseline 
at to prevent them from stkiang and the condition iisiiall}i’ 
clears up within a week. The organic alver pirpaialions, ArgjTol 
and Protargol, may ^ used in 5% solution as drops instead of the 
Slim nitrate, liut are used three limes a day, after the eye is balhed. 
Crookes’ CoDosol Argentum is the best of the organic sDm 
preparations. 

PuraJfTjt eonjunctiTiJa of adijts is a rare disease nowadaj'S. is 
often gonococ^ and often affects only one ej’c, so that the ether 
must be protected. 

Sulphonanades (c.g., sidphalhiazols) by mouth are essential in 
all cases and must be gism in full doses, while local penkanin 
therapy, as described ahote, is desirable. Gentle irrigation with 
warm saline is better tVi'an bating with antiseptics and the lids must 
be Vaselined to allow the free escape of the discharge. 

The patient must be kept in bed. 

Xnfti/of con^uret/rifis is a chronic and annojing complaim doe 
to infection with the Moiax^Axenfeld bacillus ; it is often maintained 
by imcoirected errors of nrfjmctloa, etposure to sun, wind and 
dust, late nights, constant study, indifferent health or alcoholism. 

Treatment . — This is to attend to any of the con^ons just 
mentioned and to bathe the e>'c$ noming and night with the 
foDowing lotion : 

E Zinc. Suljli. cr. 1} 

LoUo Acidi Bone, ad .. .. Jj 

The zme sulphate smarts a little, but effect off gs the 

eje improves. Trcalment is kept ip for six weeks. The organism 
IS a saproph>1e, feetog on dead qiithelium, and silver preparations 
are useless, but pentcilljn or Albocid drops hav e an eio^enl effect. 
For mild cases of conjunctivitis or for patients with sensitive eyes 
the following lotions are useful: 


BSod.Bvcarb. ,, 
Sod. BJborat. 

Sod. Qilonil. 

Aq Camphorae .. 


.. £X. 15 


.. Er-25 
.. er-30 


Aq DesULsd .. Ji,uj 

Thjs IS very soothicfi. 


EL^. liaasineljdiStBJ'.C.} %i 


Uq Adreasluu .. .. ol 

Gbcena. 5o_ 

Louo Addi Boric, ad .. svwi 


Mvldly asaragBa. usetol tot 
“ibe aonsng after the aighi 


Normal saline solution and Hvdiarg. perchlorid. solution, one 
m ten thousand, are also useful ^"e lotions. 

OPHTHALMIA NEONATORUM 
Only about half the cases are due to the gonococcus, so always 
take a swab if only for the sale of the parents. The eaiiier the 
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disease begins the more severe it is likely to be, but chemotherapy has 
completely changed the outlook. 

TREATMENT.— 

(n) Get a nurse. 

(6) Swab the eyes, gently irrigate them with warm normal 
saline and Vaseline the lids. 

(c) Give half a tablet (i gramme) of sulphathiazole or sulpha- 
pyndine in milk immediately and repeat half this dose 
(i tablet) every four hours day and night until 24 hours 
after the eye is normal, usually 2-5 days. 

(d) Put two drops of 3,000 units per c.c. penicillin solution 
m each eye every half hour for the first six hours (some 
authorities direct every five minutes) and then hourly for 
12 hours and two-hourly thereafter. 

(c) Burn all infected swabs, disinfect all towels, etc., also your 
own hands, before and after treatment. 

If the above treatment js carried out promptly and conscientiously, 
100% cure m a few days can be guaranteed. The necessity for a 
nurse is obvious. 

Penicillin drops (3,000 units per c.c.) half-hourly are equally 
effective, but great skill is needed or the cornea will be damaged. 

PREVENTION. — When the child is bom swab the hds with a 
boric lotion swab and drop into the eyes Protargol or Argyrol 5%, 
silver nitrate 1%, or, best of all, Collosol Argentum (Crookes). The 
o^anic silver preparations are, on the whole, better than silver 
nitrate, especially if dropped into the eyes once daily for the 
first five days of the child’s life. 

TRACHOMA 

In Neame and Wilbamson-Noble’s Handbook of Ophthalmology 
the present writer describes trachoma as “A disease of people who 
huddle together in dirty surroundings, from which fact the discerning 
reader wUl deduce its social and geographical distribution”. The 
discerning reader will also deduce that the first steps in prevention 
and treatment are to ameliorate the conditions in which patients 
with trachoma live. 

Early trachoma is most frequently seen m children, when the 
original infection usually occurs; if the upper lid is well everted the 
typical trachoma follicles will be seen in the upper fornix and a 
strong light and lens will show the beginning of pannus, i.e., 
pathological blood-vessels invading the upper edge of the cornea. 

The later effects of trachoma, so often seen in India, are largely 
the results of secondary infection, and include pannus, entropion, 
trichiasis, corneal opacities, replacement of the conjunctiva by scar 
tissue and too much cauterization. 

TREATMENT. — The old treatment of two years of copper 
sulphate followed by cicatrization with luck is now, mercifully, 
obsolete, and in cases treated efficiently with suitable sulphonamides 
a clinical cure can be expected within six months. It must, however, 
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be lealiKd that once scar tissue has appeared it cannot be replaced 
in the eye any more than it can be in the skin, so our object is to 
get cases in the earlier stages and treat them so efficiently that 
scar tissue and comeal opacities never appear. 

The sulphonamides, while dealing efficiently with secondary 
infections, also seem to have an effiKt on the trachoma sirus, 
although this may be simply because, by Imping dowD the secon^ry 
infections, they give the body a fair chance to overcome ^e virtis. 
Penicillin, apart from its superb eSect on secondary infection, 
appears to have no action on the trachoma virus. 

Sorsby recommends the foDowing method of administering 
sulphonamides, from which he has had excellent results: 

(a) Early stage — with folhdcs and sodden fomices. 

(i) Give one of the nev\*er sulphonamides by mouth, in the 
usual full doses, for ten daj’s. 

(u) Under local anaesthesia express the contents of the 
follicles by means of Tyrrell's or Graddy's forceps. 

Paint the affected area -witb 10% sulpbacctarmde 
solution (Steramide, Albucid) or saturated (2%) solution 
of quinine sulphate in water, three tim« a day for 
7-10 days. 

(iv) Repeat expression of follicles after 14 day's, if necessary, 
and contmue painting. 

(6) Later stage — ^“Moist eye” with few or no follicles. 

(i) Paint with 30% sulpbacetamide once a day and apply 
6% sulpbacetamide ointment 3 times a day. ^temaUvely. 
the conjuQctime may be painted once a day with i-2% 
perchloride of mercury in glycerin, but this is both more 
painful and less effective. 

(c) Healing jMge— continue with 6% sulphacetamide ointment 
twice daily. 

The newer sulphonamides are ax-ailable all over India, but as 
sulphacetamide is not always obtainable an altemath-e drug has 
been mentioned in each case. 

Unfortunately, the counsefs of perfection Just advised cannot 
always be earned out ; the man has work, the woman has chfidren, 
or there is not a bed in the hospitaL If Uie patient were gi«n ten 
days’ supply of sulphonamide to take home with him , very little 
would go down lus throat, most of it would be gisen to relatives or 
sold, and a bottle is often valued more Ughly than the medicine it 
contams. 

In these circumstances the patient should be told to attend at 
least once a day, when he is given his day's supply of tablets, and 
drops or ointment are put in fiie eyes; the progress of the case will 
usually show whether he is taking his medicine or not. 

TREATMENT OF OLD AND CHRONIC C,4S£S’.— If there is 
any appearancs of active mfection, as shown by the presence of 
follicles or swelling, treatment is earned out as above ", but if, as often 
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happens, the patient does not appear until the results of chronic 
trachoma are present, they will require treatment as follows. 

First examine the eye, particularly the lids; it will often be found 
that a few lashes brushing the cornea are largely responsible for 
maintaining or aggravating inflammation. Examine with a strong 
light and a magnifying glass to sec the state of the conjunctiva, 
iris, cornea, and lens, which may be calaractous. 

Pamus . — Although this is an essential part of the disease, it is 
often aggravated by conjunctivitis, corneal ulcers, trichiasis, and 
secondary infection. 

Give sulphonamides and vitamin A by mouth. Once a week, 
under local anaesthesia (two or three drops of 5% cocaine two or 
three minutes before the injection) give a sub-conjunctival injection 
of 1-2 c.c. norma! sahne solution. Some surgeons give oxycyanide 
of mercury, which causes great pain and often frightens the patient, 
but has no compensating advantage. 

The operation of pentomy is despised by many surgeons, but has 
its advocates and is harmless. Under local anaesthesia run a pointed 
stick of silver nitrate round the conjunctiva at the limbus so as to 
make a track about 2mm. wide. 

Sorsby finds that massage of the upper cornea with a glass rod 
in the earlier stage prevents pannus. 

GLARE ASTHENOPIA 

There are two varieties, which might be called acute and chronic. 
In the former, the patient gets pain in the eyes and photophobia 
when he goes into a bnght light; the common cause is angular 
conjunctivitis, and the treatment is 1% zinc sulphate drops and a 
pair of glare glasses. In the chronic type the patient suffers from 
headache and irritability after a day in the sun and may protest 
against even the slightest light; the cause is debility and nervous 
strain and the treatment is rest, a change of scene and a pair of 
glare glasses. In both varieties examine carefully for errors of 
refraction and correct them if present. 

Glare glasses are advisable for anybody who feels uncomfortable 
or screws up his eyes in the bright Indian sun. Contrary to general 
belief, people who suffer from glare seldom get accustomed to it; 
in fact, they are liable to get worse, so there should be no hesitation 
in prescribing glare glasses; they are both benefleial and comforting. 

If, as is usually the case, the patient is to wear glare glasses for a 
long time, it is worth getting a good pair with any necessary 
• correction incorporated; this has the additional advantage that 
other people are less likely to take them. For temporary or occasional 
use the cheap kinds are quite good enough. 

NIGHT BLINDNESS 

The common cause is shortage of vitamin A, which can be 
replaced by the mouth, or by injection if absorption from the 
digestive tract is deficient. Prepalm is a good preparation for 
injection. 

The other chief cause is retinitis pigmentosa, which is diagnosed 
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by the typical black “bone corpuscle-shaped” areas in the retina ; 
the condition is hereditary, most often being seen in the children of 
related parents; it is also incurable and slowly proerasive, the 
patient usually being blind before srety. 

Opium eaters are liable to night blindness because the opium 
contracts their pupils, sometimes to pin-point size. 

Night blindness due to other causes sudi as choroiditis, cataract 
and retinitis punctata albescens is associated «7lh day blindness. 

The condition is often simulated by people trying to be excused 
night duty. An examination should be carried out in the dark-room 
and an obstacle surreptitiously placed in the patient’s way; much 
r unnin g may be needed to detect the malingerer. 

Full night iTSion takes about 45 minutes to develop, but adequate 
central dark-adaptation takes place in 3-8 minutes. 

TRICHIASIS 

A few lash^ may be removed by electrolysis under local infiltration 
anaesthesia, but this is not always easy if there is much scar tissue. 
ENTROPION— UPPER LID 

Of the many operations for this condition, the writer has found 
Anagnostica’s the best It is carried out under local infiltration 



anaesthesia combing with a few’ drops of 5% cocaine in the eye 
as foUon's 

(fl) Even the upper lid over an eyelid retractor. 

(b) About 2 nullimetres from the rfge make a lon^tudinal 
masion through the conjunctira down to the tarsal plate 
along its whole length. An old cataract knife is generally 
used. 

(c) Remo\-e the lid retractor and insert a shoe-hom shaped of 

flat spatiila, the ass^asvt holds. us* of baemostatif 

forceps, e.g., Snellen’s, prevents haemorrhage, but the forceps 
often do not allow the operation to be carried right to the 
ends of the cartilage or high enough under the upper lid.) 

(cf) Make an incision corresponding to that already made through 
the conjunctiva. 

(e) Dissect the skin and fibrons tissue off the tarsal plate; under* 
min e tbc skin upwards for about a centimetre and attend to 
bleeding points. 
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(/) Make a sloping incision right along the tarsal plate, going 
almost but not quite through iL 

(g) Make another incision parallel to the first but sloping in the 
opposite direction, so that it meets the deepest part of the 
first incision, thus forming a miniature trench right along the 
cartilage. 

(h) Pick up one end of the loosened strip with a pair of fixation 
forceps and excise it with a pair of “curved-on-the-flat” 
eye scissors. 

(0 Pass a horsehair stitch through the mid-point of the edge of 
the Hd just behind the lashes and bring it out m the wound 
(see Fig. 7). High up under the undermined skin, pass the 
stitch through the muscular and connective tissue and bring 
it out through the incision. 

Pass the stitch from the wound through the lid margin so 
that it emerges about two millimetres from where it originally 
went in. 

0) Pass two similar stitches, one near each canthus. 

(fc) Tie the stitches, when the lid margin will be seen to evert. 

(/) Fix the long ends of the stitches to the forehead with a piece 
of sticking plaster so as to maintain eversion of the lid. 

(»0 Apply Cibazol ointment and a pad and bandage. 

(n) Remove the bandage and stitches after about 10 days. 

Lower fid.— It is generally sufficient to excise a crescent-shaped 
piece of skin from just below the lid margin and sew up the resulting 
wound. 

SPRING CATARRH 

This has a superficial resemblance to trachoma, but occurs in the 
spring, and chiefly affects the tarsal conjunctiva, “pavement stone” 
follicles being present; there are three important diagnostic points: 
(I) there is no pannus, (2) there are usually some follicles situated at 
the limbus, running along one side of the cornea, and (3) a swab 
from the affected area shows large numbers of eosinophils. 

Treatment is unsatisfactory, but a change of climate and place 
may help. Radium has been used with great success in some cases 
but without effect in others. It must be applied by an expert or 
damage will be done to the eye. 

Acetic acid, adrenaline and Hazeline are the classical remedies, 
but the results are often disappointing; the following prescription 
may be tried, or any of the drugs may be used alone. 

E Acid Acetic. Dil j 

Liquor. Adrenalin Hydrochlor. 1 . . aaHl 30 

Liquor. HamameSidis I 

Aq. ad 

Ft. eye drops. To be used frequently. 

Ten grains of cocaine hydrochloride may be added if the irritation 
is severe. 

Under cocaine anaesthesia, carbon dioxide snow may be applied 
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Under cocaice-adrenalinc anacsihsna raise ihs pterj’pnrn with a 
pair of fixation forceps and pass a squint book through its bass. 
With the squint hook tear out the plcn'giuin from the cornea and 
cut ofi" the tag so formed ; stitches are nnneces&arv', Kamel’s method 
is to dissect the pterjgiuia \-ciy carefully and thoroughly fiom the 
cornea, and then with a pair of sosson to undermine it right up 
to Its origia at the camhus. The undersurface is lightly wabbed 
with pure carbolic acid and allowed to fall into place, redundant 
tissue being excised. 

Leucoma.—U this obstructs t-ision. do optical iridectomy. 
IRITIS, IRIDO-CYCLmS 

Infiammation of the iris, usually associated with inflammation 
of the ciliary body, may ^ doe to syphilis (secondary stage or 
congenital) or to gonorrhoea (prostatitis or posterior urethritis), 
so these conditions should always be looked for and tactfully 
enquii^ about, but nowadays a far more common cause is a septic 
focus, usually sometihere near the affected eye. The sinuses, teeth 
and tonsils, therefore, must be examined with the very greatest care, 
any suspicious lesion treated and, if possible, a vaccine made from 
the infected spot; sulphonamides are also pven. 

Local treatment is u-ith atropine drops or ointment, so as to 
keep the pupil widely dilated and prevent the formation of posterior 
synechiae (adhesions betwee n the iris and .the lens capsule). 

Considerable success has attended the use of d^y sub- 
conjunctival infectious of penicQlia. 500 units is half a c.c. of 
stenle water. Hot fomenutioos relieve pain and help to cure. 
GLAUCOMA 

This may be acute or chronic, the former being intensely painful; 
both are preientible, but are unfortunately common causes of 
blindness. 

Acute glaucoma is associated with redness, pain and tenderness 
of the eye, and a rise in tension, detectable when the eyeball is 
gmlly pupated with the two index fingers and compart with a 
normal e) e 

Treatment is by eseriue or Prostigmin drops, followed by a 
wide mdectomy. 

Treatment of chronic glaucoma, when sight remains, is by sclero- 
comeal trephining or mdencleisis. a neat and easy operation which 
bids fair to replace trephining. It is performed as follow's. 

(а) Dissect off a wide flap of conjunctisa abore and down to 
the cornea. 

(б) Insert the point of a cataract knife into the anterior chamber, 
under the flap at the sclero-cotneal juudion ami make an 
mcision about 3 mm. long. 

(c) Ullh a pair of iris forceps withdraw a segment of iris and 
cut it m half with a pair of iris sdssors. 

(<f) With an iris repositor tuck oitt end of the iris back but lease 
the other in the w ound, 

(e) Replace the conjunctival flap and dose the eye. 
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POINTS OF DIFFERENCE BETWEEN CONJUNCTIVITIS, 
IRIDO-CYCUTIS AND GLAUCOMA 



Conjunetiittis 

Indth-cyelitlS 

Glaucoma 

Redness 

Most marked away 
from pupil and on 
lids 

Most marked round 
pupil Lids not 
afTected 

Mostmarkedround 
pupil. Whole eye 
red m acute cases 

Chemosis 

Present in severe 
cases 

Absent 

Present in severe 
cases 

Discharge 

Muco-purulent or 
purulent 

Watery, due to 
lacnmaUoa 

Watery, due to 
lacrimation 

Organisms 

and 

Leucocytes 

Abundant 

Few or absent 

Few or absent 

Pain 

Moderate 

Severe 

May be very severe 

Photophobia 

Slight 

Marked 

Variable 

Vision 

Unaffected 

Variable 

Fields contracted 

Cornea 

Normal 

Usually normal 

May be steamy and 
anaesthetic 

Anlenor 

chamber 

Normal 

"Kcratic precipi- 
tates” seen as white 
dots in lower part 
vath strong lens 
and light 

Shallow Keratic 
precipitates absent 

Iris 

Normal 

Contracted 

Dilated, often does 
not react to light 

Tension 

Normal 

Normal 

Raised 

Optic disc 

Normal 

Normal 

Cupped, may be 
white 

Msy becataraccous 
or greenish 

Lens 

Normal 

Ins may be ad- 
herent 


A mydriatic must not be put into the eye until it is quite certain 
that there is no glaucoma. 

Finally, the association of vomiting with severe pain and redness 
in one eye indicates acute glaucoma. 

INFECTIONS OF THE EYELIDS 

STYES (Chalazion). — These are often kept up by an uncorrected 
error of refraction, so if a patient suffers frequently from styes the 
refraction should be carefully examined and, if need be, corrected. 

Local treatment is to bathe the eye with boric lotion two or three 
times a day and to apply sulphathiazole or, preferably, penicillin 
ointment. The stye should be pricked with a cataract knife, when it 
points but not before. 

The general health may need toning up or a change of air may 
be required. 

Salpbonamides bj' mouth, m the mdec's experisnce, have been 
disappointing, but occasionally a dramatic success has been scored 
by Stannoxyl treatment; an autogenous vaccine should always be 
made and given in chronic cases. 

Blepharitis responds very well to penicillin or sulphathiazole 
ointment. Boric washes are also given. 

CATARACT 

For practical purposes fhe varieties are congenital, juvenile, 
traumatic, diabetic and senile. 
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CONGENITAL CATARACT.— Hiis is osually in the centre of 
the lens, at either the anterior or the posterior pole or in the nncleus : 
the lamellar \-anety consists of a laiw of dense tissue enclosing the 
nucleus. Clinically, the point of interest is that a congenital cataract 
is both stationary and soft, so either no treatment or treatment by 
needling — sometimes repeated sereral times — is adtised because 
the soft remnants of the lens absorb in lime. 

JUVENILE CATARACT.— This appears in children or 
adolescents and is either hereditary or tmumatic. Treatment is by 
needling as a rule. 

TRAUMATIC CATARACT.- This term explains itself; the 
injury may be the result of inSammation such as a perforating ulcer. 

DIABETIC CATARACT.— This may be suspected in a youn^h 
person, bnt the urine is tested in all cases. 

SENILE CATARACT. — This commonly begins at the periphery 
like the spokes of a wheel, and gradually invohrs the whole lens; 
occasionally it begins in the centre, but the result is the same. 

The cause is unknown, but it lends to run in families and ts 
commonest in hot, dry tegions (compare “glass*blowti’s cataract"). 
Aritaminosis has been aDeged to be a cause of cataract (and of most 
other things) but there is no proof. 

PRELIMINARY EXAMINATION 
(fl) To tell whether a lens is "ripe" shine a torch on to the ej-e 
from one side; if the lens is ripe, and therefore completely 
cataractons, the opaque surface is in contact with the back of 
the ins, so the iris throws no shadow on the lens. 

(6) Test the reaction of the pupfl. If this is brisk, all is well ; if 
it IS sluggish hut the patient can localize the source of light 
all IS well ; if it is absent and the patient can localize the source 
of light, there are probably iris adhesions (synechiae), so there 
is a “comphcaled cataract"; if ibert is no reaction and no 
perception of light, operation wfll be useless — it is probably a 
case of old glaucoma and certainly a case of optic atrophy. 

(c) Estimate the tension with the fingers, as follows. Tell the 
patient to look down and •with the two forefingers lightly press 
on the upper eyelid ; after a little practice it is easy to detect 
raised tension m the globe and there are always plenty of 
normal ej-es about for comparison. Whenever possible the 
tension should be taken with a tonometer (Maclean’s is the 
test). 

(tf) Examine the lids for conjuoctiritis; if ihk is present it must be 
treated before operation is safe. Old trachoma is no bar to 
operation if the eje is otherwise clean. 

(c) Press oser the lacrimal sac bdow the inner canthns and 
watdi the punctum laciimate; if pus or muco-piis comes out, 
the sac must be treated. 
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(/) Take the patient’s blood-pressure; if this is high, it should 
be reduced by saline purgation for a few days. Choroidal 
haemorrhage may occur after cataract extraction even with a 
normal blood-pressure. 

PREPARATION OF THE PATIENT.— Each surgeon has his 
o^vn preferences, but the more elaborate methods of safeguarding 
the eye against accident and sepsis are not possible when one is 
operating on large numbers of poor patients, who may have come 
far in order to have their only chance of recovering sight. 

A quiet patient is essential to success, so the writer generally 
manages to give even the humblest a drachm and a half of bromide 
the night before, and a drachm and a half of paraldehyde two hours 
before the operation. 

PREPARATION OF THE EYE. — For 48 hours before and 
after operation give one of the newer sulphonamides, but stop it 
at once if it causes nausea or vomiting, because post-operative 
vomiting is far worse than a slightly increased risk of sepsis. 

The night before operation the face and eyelids are well washed 
with soap and water or, preferably, 1% Cetavlon, the lashes of the 
a^ected eye are cut short, and a few drops of penicillin, 3,000 units 
per C.C., put into the eye. 

During the three hours before operation a few drops of the 
penicillin solution are put into the eye every half hour. 

■When the patient is on the table, irrigate the eye with normal 
saline from a can three feet above the table, massage the lids between 
the finger and thumb to squeeze out Meibomian secretion, and press 
the lacrimal sac to make finally sure that it is healthy. 

Immediately before making the incision, and again at the end of 
the operation, put in a few more drops of penicillin. 

In the absence of penirillin, irrigate the eye with 1 : 4,000 or 
1 : 2,000 perchloride of mercury lotion instead of saline. 

NOTE ON ANAESTHETIZING THE EYE FOR CATARACT 
OPERATION 

Drops are put in 3-4 times at five minute intervals; cocaine 5%, 
Planocaine 6% or Ancthainc 1% may be used, and a few drops of 
adrenaline are put in after the last anaesthetic drops. Planocaine 
and Anethaine do not damage the cornea. Retro-orbital block 
anaesthetizes the deeper structures of the eye, such as the iris, so 
is generally used ; it is carried out as follows. 

After the second application of local anaesthetic, draw down the 
patient’s lower eyelid and tell him to look inwards. Insert the 
needle in the fold of conjunctiva that appears when the lower 
lid is drawn down {see Fig. 8) and pass the point round the globe 
in an upward and inward direction until it is judged to be behind 
the globe, then inject 1 c.c. of 2% Novocain and withdraw the 
needle. 
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BLOCKING THE FACIAL NERVE.—7tiis is a osc«s:p- io cU 
intia*capsBiai o^raiioas ^b«her the patseci sstais Eksly to 
“squeezs” or not, in aD eapsulotoay eases where the patirat issnis 
lilely to squeeze, and is a great cosuon in other cases. It is canted 
Cful as foUcrws. 

Tell the patient (who tnsy be deaf) to open his rsouib; fed tbs 
depressjoa «bch appears behind tltf coadjde of the jaw, then, 
aroiding the supeAaal tetcpotal artery, inject 2 c.c. of Iccal 
anaesiheue at the she of this depresrloa and at a depth of about a 
centimetre ; waa e miniiits. 

Some stageons put a stitdi throush the upper Ed and fi.x the 
smrfj with stickina plaster after the'opeiatjoa so as to Lk? tl» 
cje shut, but with proper appScation irf the pad and bandage this 
IS generally unnecessary-. 

OPERATION. — Much discussioa goes on aboui the relalire 
ments of the intra-csj^ular and the capsulotomy operation. The 
forroer is mos! popular in the conn of India, and the Utter in the 
south. After dome se'-eral thousand, the si-riter finds that he has 
done about two intia-cepsElar to one capsulotomy aod ihei with 
mcreasmg expenence he tends to fexonr Shroff's method of doing 
the capsulotomy operation as being the most consirtsilly safe 
oier Urge senes of cases. A wise old surgeon once adiis^ the 
srnier. ‘'always do a caj^ulotorny in a prhate case”. 

Esen the eipenrnced saigeon mnst ceser be prejudiced in fas-our 
of any particular operation and he should always be wilhng to 
learn anything that nay bdp his patierts; each case must be treated 
on Its ments. 

When doing a cataract operation the surg«>n cun remain calm, 
must nerer try to hurry and abos-e all, must net er try’ to show off 
or disaster will follow. Tla jafient's eye is what matters and the 
better the results the belter the surgeon's reputation. 
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The extracting of cataracts is learnt in the operating theatre, so 
only the mam points of the two operations recommended will be 
given here. 

After the preparation described above and with the help of two 
assistants, one of whom holds a powerful torch or “hammer lamp”, 
the surgeon begins the operation. 

SHROFFS METHOD.— 

(a) Insert the speculum, which is lightly held by the assistant. 

(h) Hold the eye with a fixation forceps at "6-o‘clock’’ and 
draw it downwards and forwards. 

(c) Insert the point of the knife at the limbus, at “9-o’cIock’’ 
m the right eye, and "3-o’clocfc” in the left eye (the outer 
side). 

(d) Dip the point of the knife into the capsule of the Jens and 
cut It. The point must be very sharp and the incision in the 
capsule made gently, otherwise the lens may be dislocated. 

(e) Bring out the point of the knife opposite to where it went 
in, but apparently about a millimetre in front of the limbus, 
which Will make the point emerge at the limbus. 

(/) Drawing the eye well down with the fixation forceps, cut 
upwards so as to make the conjunctival bridge as long and 
as wide as possible. 

(g) Remove the fixation forceps and tell the patient to look 
down. 

(Jt) Pressing lightly with an iris reposilor at “12*o’clock” 
under the conj’unctival bridge, and with a spoon at 
“6-o’clock’’, express the lens nucleus. 

(/) Irrigate the anterior chamber with warm sterile normal 
sahne solution until all lens matter has been washed out. 
The best irrigator is a small silver one attached by a rubber 
tube to a flask fitted like a reversed Junker’s inhaler, 
pressure on the bulb causing the sahne to squirt through 
the irrigator. 

(j) Perform a small peripheral iridectomy as nearly as possible 
at “12-o’clock”. (Tliis may be omitted, if it is very difficult, 
if the patient is behaving badly, or if the surgeon is in- 
experienced, but it greatly minimizes the risk of iris prolapse 
and of post-operative ^ucoma, so is advisable in most 
cases.) 

(/:) If the anterior chamber is not clear, irrigate again. 

{[) Replace the iris, make sure the conjunctival bndge is not 
curled at the edges, remove the speculum and close the eye. 

It is usual to put in a drop of atropine when iridectomy has been 
done or eserine if not, but the writer generally omits this. 

INTRA-CAPSULAR EXTRACTION OF CATARACT.— 
Amongst the aged in India, the suspensory ligament of the lens is 
peculiarly fragile, so extraction of the lens in the capsule is 
relatively easy. 
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The advantages of the operation are that an itomature cataract 
can be extracted and that no after-cataract occurs, that it is a less 
messy operation than capsuiotomy and that it is less liable to be 
followed by sepsis. It is, however, less easy to perforin successfully, 
and even in the most skilled hands loss of vitreous is commoner 
than with capsuiotomy. 

The folloiving are unsuitable for the intra-capsular operation: 

(а) Patients below the age of fifQr yean. 

(б) Patients with pronunent eyes or high myopia; the vitreous 
is usually fiuid and will escape. 

(c) Patients with slightly raised tension (over 35 MacLean). 
(If the tension is over 40 glaucoma is present and a pre- 
li^nary iridectomy must be done.) 

(d) Patients in whom the lens is seen to come fonvard during 
the section, a sure sign of fluid vitreous. 

(e) Patients with a tremulous iris, another sign of fluid vitreous 
if the lens is present 

{/) Patients who behave badly on the table. 

te) As after-treatment is possible, most surgeons prefer the 
capsuiotomy operation for private patients. 

Finally, only the experienced sm^eon should attempt to remove a 
bypermature (Morga^ao) lens in the capsule. 

The be ginn gr should Start the iatra*capsular operation only 
after he has mastered Uie capsuiotomy technique and only when be 
is being instructed by an acknowledged master of the operation. 
His early patients should be old and peaceful, should have a well 
matured, hard or pigmented cataract, and should lio\e good vision 
in the other eye 

The wntet’s method is briefly as follows. After the necessary 
prelinunanes, including facial nerve block: 

(fl) Insert the speculum, catch the conjunctiva at “6-o’clDck” 
with a pair of fixation forceps and draw the eye downwards 
and forwards. 

(b) Make a full half circle incision be^ning a hair’s breadth in 
front of the limbus and ending with a small conjunctis’al 
flap at the top. Less than half a circle invites danger from 
dipped lens or from escape of vitreous, owing to excessive 
pressure. 

(c) Make a small peripheral iridectomy. (Note that in this 
operation the iridectomy is done before the lens is extracted.) 

(d) Remove the speculum and fixation forceps and put in a lid 
hook, with which the assistant holds the upper lid away from 
the globe while be draws the lower lid down with his thumb. 

(e) Press on the sclera with a small vcctis at “4-o’clock” and with 
the point of a hook at “6-o’clocfc” (note that the instruments 
and positions are diSerent from those in capsuiotomy) 
the lower edge of the lens now comes forward, the lens 
“tumbles” and is easily expres^ from the anterior chamber 
by following it up with the hook. 
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(/) Raise the comeal flap with aa iris repositor and the iris 

falls back into position. 

(g) See that the cornea and conjunctival flap are in position, tell 

the assistant to remove the lid hook, and close the eye. 
Alternatively, the lens may be loosened with capsule forceps, of 
which Amiga’s are far the best, and then either pressed out with a 
hook (author’s method) or drawn out with the forceps ; the latter 
manoeuvre is not so easy as it sounds — the lens has to be rotated 
and great delicacy is needed to avoid tearing the capsule. 

If vitreous cscapics pentcillm should be put m the eye, as loss of 
vitreous, apart from usually being ultimately followed by retinal 
atrophy, is likely to be followed by sepsis. If vitreous presents or 
escapes before the lens is delivered, pass a small vectis behind the 
lens and very gently lift it out; the appearance of vitreous is an 
urgent signal for the immediate release of all pressure; further 
pressure would only push out more vitreous, but not the lens. A 
general anaesthetic is often a great help in these cases. 
IRIDECTOMY 

This little operation is performed as follows. 

(a) After the usual preliminaries, including insertion of a 
speculum, catch the conjunctiva with a fixation forceps 
at the opposite side of the cornea to that of the proposed 
iridectomy. 

(b) With a cataract knife make an incision about 3 mm. long 
at the sclero>corQeal junction, raising a small conjunctival 

^p. 

(c) If the ins is not adherent, gently tap the sclera with the 
handle of the knife near the incision, when the ins generally 
pops out. If the ins is adherent or will not come out, 
insert a pair of iris forceps, pick up the iris by its inner 
edge, and draw it out of the wound. 

(d) Holding the iris in the forceps, cut off the part outside the 
wound, holding the scissors radially. 

(c) Reposit the iris in the anterior chamber, stroke the cornea 
so as to widen the gap in the ins, and close the eye. 

In a case of acute glaucoma, let the aqueous fluid escape slowly, 
or there may be a choroidal haemorrhage. When the iris is caught m 
the forceps, tear a little away from its insertion and divide it by 
two snips with the scissors, 

DACRYOCYSTIT/S 

This is suspected if there is a slight swelling below the inner 
canthus and confirmed if pressure over the swelling causes pus or 
muco-pus to come out of the punctum lacrimale. 

TREATMENT. — Excision of the sac is generally required, but 
success has been achieved by irrigating the sac with penicillin 
solution, 3,000 units per c.c., aided by chemotherapy. < 

Irrigation of the lacrimal sac . — Under cocaine anaesthesia, dilate 
the punctum lacrimale with a Nettleship’s dilator, which has a 
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The ad^’antages of the operation are that an immature cataract 
can be extracted and that no after-cataract occurs, that it is a less 
messy operation than capsulotomy and that it is less liable to be 
followed by sepsis. It is, howextr, less easy to perform successfully, 
and even m the most skilled hands loss of sitreous is commoner 
than with capsulotomy. 

The followmg are uraidtcble for the intra-capsular operation: 

(a) Patients below the age of fifty years 
(fc) Patients with prominent eyes or high myopia ; the \itreous 
is usually fluid and will escape. 

(c) Patients with slightly raised fciaion (over 35 MacLean). 
(If the tension is owr 40 glaucoma is present and a pre- 
limmary iridectomy must be done.) 

(d) Patients in whom the lens is seen to come forward during 
the section, a sure sign of fluid iitieous. 

(e) Patients with a tremulous iris, another sign of fluid vitreous 
if the lens is present. 

(/) Patients who behave badly on the table. 

(g) As after-treatment is possible, most surgeons prefer the 
capsulotomy operation for private patients. 

Finally, only the experienced surgeon should attempt to remove a 
hipermature (Morgagnian) lens in the capsule. 

should start the intra-capsubr operation only 
after be has mastered the capsulotomy technique and only when he 
a being instructed by an acknowlederf master of the operatioa- 
His «^y piients should be old and peaceful, should have a well 
matured, hard or pigmented cataract, and should }me good vision 
in the other e}e. 

..S: "™"’‘ > .•’"'fly « Mo*’- AflCT tht ntesSB^y 

preluninanes, including facial nerve block : 

(c) In^ the speculum, catch the conjunctiva at “fiKi’dock” 
pair of fixation forceps and draw the eye downwards 
and forwards. ^ 

fw' %^'!!! incision beginning a hair's breadth in 

ead'ag with a small conjunctival 
t 0 P-^L«s than half a circle invites danwr from 
plSSe vitreous, owing to Excessive 

iridectomy. (Note that in this 
(d\ , 1 ? “ done before the lens is extracted.) 

^ hSv fixation forceps and put in a lid 

«sfani holds the upper fid away from 
M ^ dowi ^th his thumb. 

^ a small '^Us at ••4-o’clock” and with 

cT^ llie instruments 

the d^erent from those in capsulotomy) 

forward the lens 
“P^^sed from the anterior chamber 
by foDowing it up with the hook. 



O’Meara’s Medical Guide 263 

(/) Raise the corneal flap with an iris repositor and the iris 
falls back into position. 

(g) See that the cornea and conjunctival flap are in position, tell 
the assistant to remove the lid hook, and close the eye. 
AUcmatively, the lens may be loosened with capsule forceps, of 
which Atruga’s are far the best, and then either pressed out with a 
hook (author’s method) or dra\vn out with the forceps; the latter 
manoeuvre is not so easy as it sounds — the lens has to be rotated 
and great delicacy is needed to avoid tearing the capsule. 

If vitreous escapes penicillin should be put in the eye, as loss of 
vitreous, apart from usually being ultimately followed by retinal 
atrophy, is likely to be followed by sepsis. If vitreous presents or 
escapes before the lens is delivered, pass a small vectis behind the 
lens and very gently lift it out; the appearance of vitreous is an 
urgent signal for the immediate release of all pressure; further 
pressure would only push out more vitreous, but not the lens. A 
general anaesthetic is often a great help in these cases. 
IRIDECTOMY 

This little operation is performed as follows. 

(o) After the usual preliminaries, including insertion of a 
speculum, catch the conjunctiva with a fixation forceps 
at the opposite side of the cornea to that of the proposed 
iridectomy. 

(b) With a cataract knife make an incision about 3 mm. long 
at the sclero-corneal junction, raising a small conjunctival 
flap. 

(c) If the iris is not adherent, gently tap the sclera with the 
handle of the knife near the incision, when the iris generally 
pops out. If the iris is adherent or will not come out, 
insert a pair of iris forceps, pick up the iris by its inner 
edge, and draw it out of the wound. 

(d) Holding the iris in the forceps, cut off the part outside the 
wound, holding the scissors radially. 

(e) Reposit the iris in the anterior chamber, stroke the cornea 
so as to widen the gap in the iris, and close the eye. 

In a case of acute glaucoma, let the aqueous fluid escape slowly, 
or there may be a choroidal haemorrhage. When the iris is caught m 
the forceps, tear a little away from its insertion and divide it by 
two snips with the scissors. 

DACRYOCYSTITIS 

This is suspected if there is a slight swelling below the inner 
canthus and confirmed if pressure over the swelling causes pus or 
muco-pus to come out of the punctum lacrimale. 

TREATMENT. — Excision of the sac is generally required, but 
success has been achieved by irrigating the sac with penicillin 
solution, 3,000 units per c.c., aided by chemotherapy. > 

Irrigation of the lacrimal sac . — ^Undcr cocaine anaesthesia, dilate 
the punctum lacrimale with a Nettleship’s dilator, which has a 
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cone-shaped point; the dilator is inserted alright angles to the 
and twiddled round between the operator's finger and thurao. 
The point is then turned inwards to follow the course of 
canaliculus, which ta^ a righl-angjed bend about 2 mm. from the 
punctum. , . 

A sery good irrigating cannula can be made Jrom an oranai^ 
hypodermic needle by honing or grinding the end so inrtead 
of beina pointed it is smooth and round ; the end of the needle is 
then shghtly bent. ... . 

Insert the cannula, with a 2 or 5 c.c. sjTinge attached, in the same 
direction as the dilator and nn^ the sac through with saline, the 
patient holding his head forward so that the solution mns out of 
his nose, then mstil about half a c.c. of the penicillin solotion. 
Thc operation vs repeatsl daily for about a wecic- To male certain 
that the duct is patent, add a little fluorescein or mercurochrome 
to the irrigation sahne. 

Exposure of the hmmalsac . — ^The important thing in finding me 
sac IS to know its exact whereabouts, which is just inside the ofbih 
Iwtween the internal tarsal ligament and the floor, and just behind 
the lacnmal crest. The steps of the operaUon are briefly as follow's. 

(a) Palpate the internal tarsal ligament (inner cantbus) and the 
lower margin of the orbiL 
(i) Inject a lo^ anaesthetic containing adrenaline. 

(c) Make a curved incision about 2 cm. long along the iJmei 
lower margm of the orbit, starling above at the internal 
tarsal bgameni. 

(<f) Incise the orbicularis ocuU in the direction of its fibres and 
insert the lacnmal sac speculum. 

(e) Deepen the dissection until the internal tarsal ligament is 
clearly seen. 

(f) By blunt dissection below and behind the internal tarsal 
bgament expose the sac, which has a glistening appearance; 
the tarsal ligament gener^y has to be cut. 

Subsequent steps depend upon individual taste. Most surgeons 
dissect out the sac by blunt dissection, remove it, cauieriae any 
remaiM, and pass a Urge lacrimal probe down the lacrimal duct 
into the nose Others make a hole into the nose, open the sac and 
stitch Its mucous membrane to that of the nose. The wound is then 
dusted with a sulphonamide or Cibazol powder and seven up. 
ANTERIOR STAPHYLOMA 

Although nothing can be done to restore sight when this ugly and 
uncomfortable swelling is present, it can be made less hideous and 
uncomfortable by excision. 

OPERATION. — From above dow-nw3rds, thrust four curved, cut- 
ting surgical needles, threaded with black cotton, at equal distances 
from each other through the base of the swelling, so as to imiale it- 
Cut off the swelling with a pair of scissors, push the De^« right 
through, and tie the sutures. The anaesthetic may be retro-orbital, 
hexobarbitone or ethyl chloride. 
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EXCISION OF THE EYE 

(o) Give a general anaesthetic, 

(6) Insert a speculum. 

(c) With a pair of fixation forceps, raise the conjunctiva as 
near the limbus as possible and cut it with scissors. 

{d) Insert both blades of the ophthalmic scissors beneath the 
conjunctiva, and alternately separate it from the sclerotic 
and cut, until the incision completely encircles the cornea. 

(e) Rotate the eye outwards with a pair of fixation forceps, 
pass a squint hook between the conjunctiva and the globe 
at the inner side, and catch up the internal rectus muscle. 

(/) Cut the internal rectus, and treat the other muscles 
similarly. 

(g) Press with the speculum ; this dislocates the eye out of its 
socket. 

(/i) Rotate the eye inwards and pass a pair of open blunt, 
curved scissors behind the eye from Ihc outer side. 

(0 Cut the optic nerve and any remnants of tissue and remove 
the eye. 

(J) Attend to haemostasis, pinch the edges of the conjunctiva 
together, pack the socket with sulphonamide-Vaseline 
gauze and apply a bandage. 

EVISCERATION 

This is done when there is severe inflammation which might 
spread into the skull If enucleation were done. Incidentally, it 
gives a better cosmetic result, especially in clean cases where a 
Mule’s glass ball can be used. 

METHOD.— Insert a speculum, hold the eye with a fixation 
forceps, plunge a cataract knife into the eye near the limbus, cut right 
round and remove the cornea, ciliary body and ins and scoop and 
irrigate the contents of the globe. Pack lightly with sulphonamide- 
Vascline gauze. 

SYMPATHETIC OPHTHALMIA 

This condition is not common m India. Important points are: 

(a) The incubation period probably is not less than 14 days 
from the date of the causative injury in the other eye, most 
commonly 4-8 weeks. 

(b) It can appear two or three days after the causative eye has 
been removed. 

(c) It follcws the entrance and retention oF a Foreign body, or a 
penetrating injury, particularly in the area of the ciliary 
body, with prolapse of the ins or part of the uveal tract. 

(<f) When sympathetic ophthalmia begins it often progresses 
to complete blindness, while the causative eye may recover a 
considerable amount of vision. 

(e) Acute suppuration in one eye does n 9 t cause sympathetic 
ophthalmia in the other. From this one can deduce certain 
rules. 
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PREVENTION.— We haw at Jeast 10 days after the 
which to decide about removiog the causatis'e eye in a doubtliU 

Foreign bodies must be removed from an e>'e whenever possible. 
Prolapsmg structures must bc_ snipped off or returned when 
possible. In the case of prolapsed iris half-hourly eserme wm some- 
times draw it away from a wound near the limbus or atropine from 
a wound near the centre of the cornea. Wounds in the cilw^ 
must be thoroughly cleansed, preferably with penicilhn (2,5CO units 
per c c.) and covered with a conjunctival flap. 

A. hopelessly damaged eye. or one from which vitreous is escaping, 
should be removed. ^ ... 

An eye with a penetrating wound or a foreign body which shows 
no signs of improvement at the end of 10-14 days should Ik removed. 

If sympathetic ophthalmia occurs and there is vision in the 
causative eye this should on no account be removed. 

In all cases hkely to produce symjnthetic ophthalmia active 
chemotherapy must be carried ouL Weekly injections of N.A.B. 
or Maphanide are also of use. 

THE EYE IN MEDICAL DUGNOSIS (E. J. O’M.) 

LIDS.— Oedema of, if not due to a local cause is probably renal. 
PTOSIS —This may be traumatic, congenital or trachomatous, 
or due to third nerve paralysis from syphilis or of cerebral origin. 

CORNEA. — An interstitial keratitis as shown by a diffuse 
nebulae is syphilitic, while phylectenular ulcers in children are 
generally tuberculous. 

SCLERA. — Inflammation is usuaUy either tuberculous or 
syphilitic. 

PUPIL AND IRIS. — ^Thesc may give valuable information as 
to disease of the central nervous system. 

INEQUALITY OF THE PUPILS.— This combined with 
excessive contraction, if not due to injury is suggestive of tabes or 
G.P.I. Periodically contracted pupils may indirate the morphia 
habit. Argyll-Robertson pupils react to convergence but not to 
light, and are seen in syphilis of the central nervous system— tab^ 
and G.P.I. 

LENS. — Cataract is due to several causes of which diabetes is 
one. As diabetic patients arc easily attacked by infections, it is of 
great iinportancc before an operation to make certain that the eye is 
bactenologically clean. 

OCULAR MUSCLK.— The sixth nerve is often involved 
in injury especially fracture of the base of the skull. 

Diplopia is the principal symptom of paralysis of the ocular 
muscles and the cause of the paralysis may be situated in any pari 
of the tract from the cortex to the muscles. 
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The general principle is that conjugate ocular movements are 
cortical in origin; on the other hand nuclear and peripheral lesions 
involve the motor power of a single muscle or muscles corresponding 
with the nerve supply affected. The causes are syphilis, panisyphilis, 
disseminated sclerosis, haemorrhage, tumour and certain penpheral 
causes such as diphtheria and other infective conditions. 

OCULO-MOTOR PARALYSIS, CAUSES OF 

1. LIMITATION OF MOVEMENT, e.g., if the left external 
rectus is paralysed, deficient movement of the left eye outwards. 

2. STRABISMUS, i.e., want of correspondence of visiml axes. 

(A) Convergent. (B) Divergent. 



Fig. 9.-— <a) Convergent (e.g , paralysis 
of left external rectus). 


d) 0' 

(b) Diversent (e.g , paralysis 
of right internal rectus). 


3. DIPLOPIA, i.e., double vision, i.e., separate vision xvith 
each eye. 

(A) Homonymous, or Stmplc. Convergent Strabismus. 

(B) Crossed Diplopia. (D) Divergent Strabismus. 



Fig. 10.— la) Simple (e g , paralysis qf (b) Crossed (e.g., paralysis of 
vfSvnxA stc.VeA> iighV iiAeiTial lecVus). 

77, True Image; FI, False Image; m. Macula. 

4. SECONDARY DEVIATION.— 

(1) Sound eye is made to fix the object. 

(2) Position of that eye is noted. 

(3) Close that eye. 

(4) Fix the object with paralysed eye. 
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(5) Open the sound ej’e and it tiill have ctoced its peshion, 
ha^-iTTg mo'ed in tbs dhectios of the obJscL 


Fis- II.— J*3raJ>'SB«‘fWi«tKn2l rectus 
(sscoedaty dcviiu'oD ^ the 
opposite inieroal reents). 

5. ERRONEOUS PROJECTION.— Posilion of object jud^ by 
mcr^emeais of ej'c-balls and amount of nen'e-foire expended to cause 
these mos emenis ; e g., if left external rectus is pamlj’sed, an obje^ 
to the left of e^'e, Viill appear further off to the left than it really is ; 
e g., Paral) ns of Lefi ExiemaJ Rtttus . — 

(1) Limitation of motraienl of the left eje outwards to the 
left. 

(2) Coastrgent strabismus. 

(3) Simple diplopia. 

(4) Secondary- detiation of opposite internal rectus. 

(5) Erroneous projection to the left. 

NYSTAGMUS 

This may be congenital of acquired. It consists in the rhjthmical 
mos-emenis of the zys, which mosmaenls are 'imoluniaiy, frequent, 
and usually bilateral ; produced by alternate contrseuons of op;»sing 
muscles. 

CAUSES OF. ARE: 

1. LOCAL AFFECTIONS OF THE EYE.— 

(1) ^luch mteifere with schl, opacity of cemea or lens. 

(2) Diseases of the retina and dioroidT 

2. MINERS. — Due to their portion duiins worL 

3. ALBINISM. 

4. DISEASES OF THE N'ERVOUS S^’STEM Go 
mo%emenls cease during sleep). — 

(1) Herediuiy al^. (5) H>drocephz]us. 

(2) Cerebdlar lesions. Thrombo^ of lateral ^us. 

<3) Disseminated sderosis. (7) Meningitis. 

(4) Acute pohomydilis. (S> Sj-rinfomyelia. 

HELD OF VISION 

The two important signs are: (I) Homonsmoas hemianopia; 
(2) Bi-temporal loss of field, A blind or partly blind central area 
for specks of colour with fuH peripheral field of >'i£on points to 
potsoamg by alcohol, tobacco or diabetes, retro-bultsir aeuntis 
from sinusitis, disseminated sderoas or tabes. 
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ERRORS OF REFRACTION AND MUSCLE BALANCE 
Headaches and neuralgias are certainly caused by these conditions 
in a large proportion of patients. 

EXAMINATION WITH THE OPHTHALMOSCOPE 
This reveals changes in (a) optic nerve, (b) retina, (c) blood- 
vessels, and (d) choroid. Three conditions of the optic nerve must 
be considered, i.e., papilloedema, neuritis and atrophy. 

PAPILLOEDEMA. — This is due to increased intracranial 
pressure from any cause such as tumour, meningitis, abscess and 
gumma. There is marked striaiion of the margins of the disc, the 
nerve head is very definitely swollen and stands above the level of 
the retina. The condition is bilateral but does not cause much 
interference with vision ; it is due to oedema caused by increased 
intracranial pressure, transmitted to the subdural space of the 
sheaths of the optic nerves. 

OPTIC NEURITIS. — This is due to toxaemia, nephritis, diabetes, 
syphilis, influenza and focal septic conditions. The swelling of the 
nerve is much less than in papilloedema, but the retina is frequently 
involved showing haemorrhages and exudates; the condition is 
frequently unilateral and there is marked diminution of vision. 

OPTIC ATROPHY.— This may be primary as in tabes, G.P.I., 
etc., when the disc is a greyish-white colour with clearly defined 
margins and unaltered blood-vessels, or secondary due to previous 
optic neuritis m which the inflammatory exudate has organized 
into fibrous tissue. 

RETINA.— Retinal inflammation is principally caused by 
nephritis — all its varieties — diabetes and syphilis. Albuminuric 
retinitis is generally seen as papillitis, sometimes as intense as that 
seen in cerebral tumour, there are flame-shaped haemorrhages and 
radiating star-like white lines at the macula. In diabetes, papillitis 
is rare ; instead of being flame-shaped, haemorrhages are discrete 
round spots. Syphilis is usually seen as a diffuse cloudiness of the 
retina and fine opacities in the vitreous. 

BLOOD-VESSELS. — These at on« give evidence of general 
disease, such as arteriosclerosis and high blood-pressure, the 
thickened arteries compressing the veins at the point of crossing, 
and variations in the calibre of the arteries. 

THE CHOROID.— Tuberculosis and syphilis are the two 
important diseases, the former showing large solitary areas of 
atrophy, and the latter scattered patches of choroido-reljaitis edged 
with pigment. 

ERRORS OF REFRACTION 
By Uevt.-Cownel H. Kirkpatrick, I.M.S. (Retired) 

Late Superintendent of the Government Ophthalmic Hospital, 
Madras and Professor of Ophthalmolo^ in the Madras 
Medical College 

The image of an object must be sharply focused on the retina, 
in Order that it may be clearly pcrcaved by the eye. , 
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Any object may be regarded M being composed of a number of 
points. Rays of li^t, which iUuminate an opaque object, are reflected 
in ^■a^ous directions from each of such points. Rays, which enter 
the pupil after bemg reflected from a point, are bent towards wch 
other by the refractiw media so as lo form a cone-shaped buntUe; 
an imaee of the point is formed at the apex of this cone {the principal 
/ocus in the case of parallel rays); and an image of the whole object 
is formed by a series of such apices. The refracted rays intersect at 
the apex of the cone, and, if their path is unobstructed, they then 
diierge so as to form a second cone-shaped bundle whose apex is 
continuous with that of the first. Rays reflected from a point further 
distant than six metres (or 20 ft) arc parallel, or nearly so, as they 
enter the eye (the more diwrgenf are cut off by the pupil); those 
whose source is nearer than this are divergent; and the closer the 
point hes to the eye, the greater is the diiergence. Gisen the rame 
degree of refraction, the cone formed by such divergent rays will be 
longer than that formed by parallel rays. 



Normally, the apex of the cone formed by parallel rays lies upon 
the retina, and so focuses sharply, the image of a point {Envnetropia ) ; 
but, cither owing to a change in re'fractis'e pow’er, or to an 
abnormality m the length of the eyeball, the apex (focus) may lie 
(1) in front of the retina {Myopia), or (2) behind the retina {Hyper- 
metropia). The point docs not form a clear image in these last two 
conditions, but appears as a diffused circle {Diffusion Circle). This 
15 because the cone of rays in hypcnnelropia is cut by the retina 
before its apex has formed; and in myopia the secondary cone, 
which is formed after the intersection of the rays, is met by the 
tefina at a place behind its apex. 

In hypermetropn, the cone formed by parallel rays coming from 
a point further distant than rix metres, is too long for the eye, 
whereas in myopia it is too short; that is to say, the hypermetropic 
eye is too short, whereas the myopic eye is too long. 

Rays which are already contcr^nt as they enter the eye will 
form a shorter cone than that formed by parallel rays, and, as 
previously stated, those already diwrgcnl will form a longer one. 
Ra>x coming from a point closer than 20 ft. being dnergent, a 
sharp focus upon the retina of a myopic eye is formed of the rays 
reflected from a point placed at a suitable distance {the Far point) 
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near the eye. This image is obtained without any accommodative 
effort, since the myopic eye, even when at rest, is focused for 
divergent rays. No clear image of an object situated beyond this 
distance can be formed in myopia, however, without the aid of a 
concave lens to render the entrant rays divergent. 

The amount of myopia m a given case can be estimated subjectively 
by measuring the distance of the “far point” from the eye, and by 
dividing one metre, or 100 centimetres, by this distance. A patient 
with one dioptre of myopia has his far point placed one metre distant 
from his eye, and a patient with four dioptres has his at one quarter 
this distance, namely, 25 centimetres. If the far point is 20 era. distant 

, . I I metre or 100 cm. . . 

from the eye, the calculation is = 5 dioptres 

of myopia. The subjective method, however, should not usually be 
employed. 

Rays which pass through a convex lens are refracted and undergo 
some convergence ; those which pass through a concave lens undergo 
divergence. A convex lens placed before the eye, therefore, shortens 
the cone of rays, or advances the focus, whereas a concave lens 
lengthens the cone of rays, or causes the focus to recede. A convex 
lens is, for this reason, used m hypermclropia, and in the presbyopia 
of a normal eye when it is desired to obtain, without the use of 
accommodation, a sharp focus of rays which diverge from a near 
object. A concave lens is employed in myopia. 

A hypermetropic person is able, by increasing the convexity 
of the lens in his eye, to obtain a clear view of a distant object 
provided that his power of accommodation is sufficiently great; 
this power decreases as his lens becomes more rigid with advancing 
years. Hypemietropia is often unrecognized by the patient, or latent, 
as long as he is able to neutralize the error by an accommodative 
effort; indeed, myopia may sometimes be simulated owing to. 
excessive accommodation. A continued effort of this nature is 
likely to cause symptoms of eye-strain. Over-convergence may be 
associated with this exercise of accommodation. 

Rays entering the eye are not always equally refracted in every 
meridian, but those which pass through one meridian may be more 
bent than those entering at right angles to it. In this case, the cone 
of rays will be compressed, so that its apex is not pointed, but is 
shaped like the extremity of a cold chisel or of a screw-driver; the 
retinal image of a point will in consequence be elongated 
{Astigmatism). A point of light appears pulled out in one direction, 
and a full moon appears oval to an astigmatic eye. {N.B . — ^The eye 
not under examination should be occluded.) 

If a patient with astigmatism looks at a dial, on which lines 
radiating from a common centre are drawn, he will notice that 
the lines running in one direction appear more sharply defined than 
do the rest. This is because the retinal images of the points which 
compose the sharply defined line, ate placed with their long axis in 
the same meridian; although each image is elongated, yet one 
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overlaps the olber. so that a combination of the vvhole appears as 
a clearly focused line. In the ease of the lines seen mistily, the 
eloneated imaces are placed one beneath the other, with the long 
axis of each image at right ancles to the meridian occupied by the 
whole line, these bnes, therefore, appear wide and diffused. 
Astiematism is corrected by the use of a cjhndrical lens. 

An astiematic person can often obtain good vision by using his 
accommodation whilst looUng through half-closed lids. A low 
degree of astigmatism may be the cause of an obstinate h^Kraemia 
of the lid margins. 

Visual acuity is commonly estimated by the use of Snellen s 
test-types. These are so designed that each letter, when placed at 
the distance slated above the line to which it belongs, subtends at 
the eje an angle of 5'. The letter is contained within a square; this 
is divided into 25 smaller squares (5 x 5), and, at the appropriate 
distance, each of these subtends an angle of 1'. The smaller squares 
are used to build up the letter; the width of any strohe composing 
the letter is that of one such square, and any interval in a stroke is 
equal to one or more small squares. 

^^sual acuity is recorded as a fraction. The distance of the card 
from the patient is taken as the numerator, and the number which 
belongs to the line of the smallest letters read is taken as the denomi- 
nator Thus, the card b usually placed at a distance of 6 metres; if 
the patient can read no smaUer lebers than those normally seen at 
18 metres his vision ts recorded as 6»18; If he distinguishes none 
smaller than those marked 8 metres his vision is 6, '8, and so on. 
Each eye must be examined separately, and the card must be placed 
m a good light and in the vertical position. 

Since the nornial, or emmetropic, eye. when at rest, is focused 
for parallel rays (its far point is at infinity), some alteration is 
required w hen a near object, such as small print, is looked at, and it 
becomes necessary to focus divergent rays. This Accommodation is 
effected by incrcasmg the convexity of the lens ihrou^ tbs action of 
the ciliary muscle The Near point is that point from which come the 
most divergent raj-s that the eye is able to focus whilst exerting its 
maximal amount of accommodative effort. As age advances, the 
lens becomes more riad, and accommodative power lessens; the 
near pomt, therefore, recedes from the eye. This duninulion of 
accommodative power normally becomes apparent between the 
ages of 40 and 45 {Presb)opiaX the patient notices that he requires 
to bold his book further from his face, but that a convex spherical 
lens of 1 dioptre enables him to read smaU type without undue 
siram at his normal reading distance. A hyperraetrope experiences 
these symptoms at an earlier age, since his eye, when at rest, is 
adjusted for conveigent rays^ and a proportionately greater demand 
IS, therefore, made upon his accommodative power. A myope of 
more than three dioptres, on the other hand, having his far point 
situated within 33 cm. from his eye, can read small type without 
accommoi^tmg ; such a person is able to read print without glasses, 
even m old age, provided that his eye is otherwise healthy; he will, 
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however, require to wear glasses when he wishes to see distant 
objects clearly. 

Correcting glasses for presbyopia can ordinarily be prescribed 
according to age; a convex lens of one dioptre is prescribed at 45, 
and another dioptre is added every five years up to the age of 55. 
Over-correction must be carefully avoided, since it is likely to cause 
a difficulty m convergence. Residents in the tropics usually need a 
proportionately stronger lens than do those m a temperate climate. 

A subjective examination of the refraction and the sight may be 
made as follows : (1) Seat the patient at a distance of 20 ft. from a 
card of Snellen’s test-types; (2) adjust on his face a trial frame, 
designed to hold two lenses before each eye ; (3) place before each 
eye a lens of such strength as will over-correct the estimated amount 
of hypermetropia by two dioptres, or undcr-correct any supposed 
myopia by three dioptres ; (4) ask the patient to look into the distance 
and to attempt to read the large type; (5) whilst he gazes at the 
letters, place a 0*5 D concave lens before those already in position 
and encourage him to read further; (6j remove the lenses last fixed 
and replace each by a 0-75 D ; (7) continue to add concave lenses of 
gradually increasing strength until the best vision is obtained. 
(A/.5.--The lens originally placed in the frame is left undisturbed 
throughout.) 

When the acuity of vision has been brought to 6/18, the lens 
before one eye is replaced by a black disc, and the test is continued 
on the other eye alone. (Relaxation of accommodation is aided by 
the use of both eyes at first.) The highest convex lens, or the lowest 
concave lens, with which clear sight is obtained will signify 
approximately (he degree of hypermetropia or myopia present. 
Ability to read part of the 6/6 line whilst mistaking some letters on 
the 6/12 and the 6/8 lines, is suggestive of astigmatism. 

The lens originally laid in the posterior cell of the trial frame 
is next replaced by the appropnatc spherical correction, in front 
of which is put a cylindrical lens. The axis of the cylinder is slowly 
turned through an arc of 180® until a position is found in which the 
sight improves. Stronger and weaker cylinders, with their axis in this 
position, are then tried in combination with stronger and weaker 
spheres until acute vision is attained. 

The objective estimation is best made fay Retinoscopy. Rays 
coming from an illuminated point on the retina emerge from the 
eye (1) parallel in emmetropia, (2) divergent in hypermetropia, and 
(2) convergent in myopia. The convergent rays in myopia intersect 
at the far point of the eye, i.c., at a point whose distance from the 
eye will, if measured, declare the degree of myopia. (If this point is 
at 1 metre there is 1 dioptre of myopia.) Parallel and divergent 
rays may be made to converge and to intersect 1 metre from the eye, 
if a convex lens of suitable strength is used. Convergent rays, 
which intersect within the distance of 1 metre, may be rendered less 
convergent, so that the point of intcreeclion recedes to 1 metre, if 
a concave lens of suitable strength is used. A convex lens of I dioptre 
will be required in the case of parallel rays (emmetropia), and in that 



274 O’Meara's Medical Guide 

of di%crg«t nj-s (h>-p«rmelropia) a convex lens of 1 dioptre, pte 
anolher'of suffaent strength to render the rays parcel, be 
cttcssaiy; the toller lens ^ be the measure of the existing hil«r - 
metropia. The coDca« lens, required to cause the far point to receoe 
to 1 metre, is not the full measure of the myopia, since an addiuonal 
dioptre IS necessary to male the rays parajlcL ^VTicn performi^ 
rcimoscopy at a distance of 1 metre, therefore. 1 dioptre must be 
subtracted from a conrex lens or added to a concave lens, in order 
to calculate the nght correction from the lens used. 



Fig. 12.— The TOUTse of the raj* which tc i e r ge feora an Emmetropic ejx. 

The EmnxtiopK eye, when at rest, is in focus for parallel ra)"*. Raj* from an 
lUuaimated poini on the retina, P. arc parallel as they leave the ce- If * 
conxe* lens. L. of otse dioptrc (ID) « plarcd in front of the esc, the 
emerpenl raj* wfll be focus^ at a chsuoce of one msve, and toil form 
a “p^ioi of rexer^", R, at that pomt. 

■ 0cj3>-< 

Fig. 1 3 —The course of the rays which emerge from a HyT«nnstrop5c eye. 

The H ypeim etropw eve. when the aecommodauon is relaxed, is b focus for 
convergent rajx {S3 —These do aot occur in the absenre of a refiacUst 
element.) Raj-s from an iQamtfiated reanal point. P, therefore doerge as 
they lease the eye. These diser g eot rajs can t« rendered parallel by a 
come* leas whose tlreogth cQuals the eusuag H ypenn etropic. Ut and 
they msy be focused at a point of reversal, R, one jnetre distant from the 
eye. rf a further one dioptre is added. l_ 



Fig 14 — The course of the ray* which emerge from a My opic eye. 

The MyopK eye t* in focus for divergent ray*. E-merpeni rsys therefore converge 
10 a focu*. or tymi of reversal. R, lo froct of the eye. ( V.R —This is the 
"ar point of the M) opK eve ) The number of dioptres of nvopta present 
can be mtimaied by mcasonng the distance of R from the fre, and t.hea 
dmdine 103 cm (1 metre) by this distance erpressed m eenumetres The 
point oi reversal rtay be caused to approach to or recede from the eve. 
d tuitabte concave lenses are placed la front of the eye. The kms which 
nx« iM point of reversal at one metre measures all the myopia 
with the exception of one dioptre. It » necessary to adi ts.v farther 
dioptre in order to render the ray* parelleL 
If tie eje of ihs observer is doser to the examiaetJ eje than the 
^int of interseaion an erect image of the Dlaminaled spot is seon; 
if It IS further away an inverted image will be seen, A spot of 
light moving ll^e retina therefore, appear to reverse the 
direction in w hich it travels on either side of the po'ni of iaiersection 
(called the “far point" or “pmat of reversal"). 
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The examiner usually employs a plane mirror to reflect light 
into the observed eye, and, seating hirasclf one metre away, throws 
the light into the eye and slightly rotates the mirror. In this case 
the shadow, or edge of the illuminated area, appears to move in 
the same directions as the mirror, as long as the image is erect 
(whilst the observer’s eye is doser than the point of reversal), but 
appears to move in the opposite dircciion to the mirror when the 
image is inverted (when the point of reversal lies between the 
observer and the eye under examination). In emmetropia, in hyper- 
metropia, and in myopia ofless than 1 dioptre, the “shadow” moves 
with a plane mirror; in myopia of more than 1 dioptre, it moves 
against the mirror. The opposite occurs if a concave mirror is used 
to reflect the light. Lenses arc placed in front of the patient’s eye 
until one is found which causes the point of reversal to he at 1 metre, 
i.e., which induces one dioptre of myopia. 1 D is added to, or 
subtracted from, this in order to estimate the true refraction. 
During examination, it is essential that the patient should look 
directly at the light, and that his face and the correcting lens should 
lie in the vertical plane. 

In astigmatism, the point of reversal does not lie at the same 
distance in every meridian. The meridian in which it is nearest, and 
that at right angles, in which it is furthest, are estimated; the 
diiTerence between the two represents the amount of astigmatism. 

It would be difficult to exaggerate the evil effect that errors of 
refraction may have on the health of the eye, and upon the general 
condition. A refraction error frequently entails a strain upon the 
ciliary muscle, and may lead to a disturbance of the balance between 
the ocular muscles— especially to over*convergence or under- 
convergencc. Muscular strain causes hyperaemia, and so may 
render (he conjunctiva and fhc hds uabealthy; and it may lead to 
disease of the deeper structures of the eye, should poisons be present 
in the system. 

Headache is a common symptom; Ibis may be ocular, frontal, 
temporal, or occipital; less frequently, it is felt on the top of the 
head. Occipital pain is often experienced, and the great occipital 
nerve may be acutely tender; sometimes, the pain runs to the nape 
of the neck, and may even reach the scapula. Giddiness, indigestion, 
and symptoms of “neurasthenia” may be caused. The patient is 
often unduly tired by his day’s work and is disinclined to exert 
himself. All the symptoms are inCenstfled by any gastro-intestinal 
disturbance which, in its turn, is aggravated by the eye-strain; a 
vicious circle is thus produced. It is important to remember that 
a child a! school, who needs a suilable pair of spectacles, may be 
unjustly accused of laziness and stupidity. Eye-strain is most likely 
to be marked during periods of ill-health, of convalescence, or of 
pregnancy and lactation. 

The following rough test of convergence efficiency may be 
employed in cases of headache of questionable ocular origin: 
Ask the patient to gaze steadily at the point of a pencil held six inches 
from his face ; as he gazes, place a slip of paper in front of one eye. 
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If his convxrgeot poorer is defecth'e, the eye svnll seen to snins 
outs^-ards as it is occluded, but wSU resume its orisiaal position on 
being imcorered. An ocular cause for the pain may be strondy 
suspected, if this sign is present 

Eiery person vho wears g/asrei should be most careful to ensure 
that the frames do not become bent^ and that the lenses do not wort 
hose and become displaced. Much Q'c-strain may be caused by a 
Jens sshich is out of its true position, especially if the lens is a strong 
one. 


No. 1 


No. 2 


No 3 


No 4 


No. 5 


No. 6 


D. 1-00 

FELL TOLL DELL 

DOTE FOOL TOLD 

FLED LOLL CELT 

COLD FOOD DOFF 

D. 2<I0 

TOE OFT 

DOD ODE 

LOT FED 


L D T 


F B Z 


^ COLOUR-DUNDNESS 

Gi« the candidate, in good daylidit. a skein of pale but pure 
gr^: diiw him to select out of the bundle of wools, all those 
rolours which appear to him to correspond to the test sample. If 
he do« this contcily, it is unnccessaiy to proceed further, as the 
candidate hj^ normal colour-sense. If, however, he selects one or 
scv'eral of -f, * colours of confusion” — grev's, buffs, straws — he is 
colour-blind. 
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TEST II 

To ascertain the kind and degree of the defect, give a pink skein 
to be matched. If this be correctly done, the candidate is incompletely 
colour-bhnd. 

If blue and violet, or one of them, be selected, he is red-blind. 

If he selects green or grey, or one of them, he is green-blind. 

In the absence of an Edridge-Green lantern, Jt is better to use 
coloured beads, as wools m India quickly soil and bleach. 

FACIAL PARALYSIS 

ITje common Bell’s palsy is generally ascribed to a chill and is 
probably due to a mild inflammation of the periosteum or the nerve 
in the bony aqueduct of Fallopius, with consequent pressure atrophy. 

TREATMENT. — Fomentations, mercury ointment, or a blister 
behind the ear and the adnunistration of vitamin B, potassium 
iodide and sahcylates are the accepted methods of treatment. 

After a few days the galvanic current (positive pole over the 
mastoid) may be given. This has the great advantage of reassuring 
the patient and convincing him that something is being done. 

The prognosis is almost uniformly good, recovery being usual 
after about six weeks. 

Other causes of facial paralysis are syphilis (usually gradual 
onset), fractures of the skull, and otitis media or mastoid operation 
(histow, also cannot taste salt, sweet or bitter things on anterior 
two-tmrds of tongue because the lesion is above the part where 
the chorda tympani leaves the facial nerve). Facial paralysis some- 
times occurs in leprosy and rarely in diphtheria. 
lES/ONS PRODUCING: 

1. SUPRANUCLEAR; 

(1) Cortical: 

(a) Meningitis: (i) Acute; (ii) Tuberculous; (iii) Chrome. 

(h) Meningeal haemorrhage. 

(c) Cortical tumour. 

(rf) Depressed fracture. 

(2) Cerebral: 

(a) Cerebral haemorrhage. 

(b) Cerebral embolism. 

(c) Cerebral thrombosis. 

(d) Cerebral tumour. 

2. NUCLEAR: 

(1) Haemorrhage. 

(2) Embolism. 

(3) Thrombosis. 

3. INFRANUCLEAR; 

(1) At the Base of the Brain: 

(a) Syphilitic meningitis. (c) Fracture. 

(i) Haemorrhage. (d) Tumour. 

(2) In the Petrous portion of the Temporal bone; 

(а) Otitis media. 

(б) Haemorrhage into aqueduct of Fallopius. 


(e) Cerebral abscess. 

(f) Cerebellar haemorrhage or 
pressure of forceps during 
birth. 

(4) Tumour. 

(5) Syphilis — (a) Softening, 

(b) Gumma. 
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(c) Inflammation of the nen'C. 

(d) Fracture. 

FACIAL SPASM 

In early cases change of air, massage and sethtim; later, if this 
fails, the aflected branch sho^d be injected with 3 to 4 drops of 
90% alcohol which ^ves freedom for six months. 

FA^’US 

This is often complicated by pediculosis and sepsis, but ^e 
characteristic lesion is the “scutulom”, a small yellow' shield*lite 
disc with a rather dull, friable hair growing through the middle of it. 

Favus is caused by a mould, Acbonon, and the sldn has a 
mouse-like odour 

TREATMENT.— This is cimHar to that of ringworm, epilation 
being usually necessary for a cure. Crusts should be remosed by 
soa^g with oil for 24 hours followed by washing with soap and 
water 

In the absence of X-rays the writer has had success with the 
foDowing method: 

(a) Remote crusts and wash hair. 

(b) Cut hair very short with clippers (which are at once put into 
boiling water for 10 minutes). 

(e) Apply Scott’s dressing (Un^ Hydrarg. Co.) thickly on lint 
to the whole area, ban^ge, and leave for a week. 

id) At the end of a week remose dressing and wash bead with 
petrol Of ether. 

FE\TRS OF UNKNO^'N ORIGIN 
The commonest cause of P.U.O. is one of the enteric fevers, the 
next IS tubercle (often abdominal), the third is amoebic hepatitis 
or bver abscess, and the foortb pyelitis, and kala-azar b common 
in Eastern India. Malaria may be a cause, but not oflca, because 
It b generally thought of, looked for and treated fir^ It can be 
eliminated if four da)-5’ efficient anti-malarial treatment does not 
bnng down the feser, and the blood is consbtently negative. Se\*eral 
days’ feier with vomiting often precedes jaundice. "As writer has 
seen cerebrospinal fesxr diagnos^ as fes’er of unknown origin, so 
always exammes the occipital muscles for nudity and the legs for 
Kemig’s sign; the Pel-Ebstein fever of Hodgkin’s dbe^ is 
accompamed by enlarged glands, and otitis me^ and the “missed 
empyema” must be thought of in children. Hj'Steria ran cause an 
unexplamed temperature, but there must be xery solid grounds for 
making the diagnosb; malingerers can display great ingennity in 
fakmg their ternperamres, and, finally, the thermometer may be 
at faulL 

If quinme, chemolhciapy, emetine, NA-B. or antimony will not 
cure the fes’cr, and a nee^e in the User or chest will not explain it, 
it IS probably typhoid, tj-phus or tubercle. 

The excellent militaiy rootine examination is as follows and 
should be carried out whenesrr posrible, espe ciall y blood culture 
about the 4th day. 
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FIBROIDS OF THE UTERUS— Gynaecology. 

FIBROSmS 

Occurs wherever fibrous tissue is found, in the body ligaments, 
tendons, muscles, fasciae, aponeuroses and nerve sheaths, gmng 
rise to peri-articular arthritis, tenosynovitis, lumbago, perineuritis, 
sciatica and brachial neuritis. It is the result of toxins in the blood- 
stream of two distinct kinds: irdective or bacterial, and metabolic 
or chemical. Treatment resoh-es itself into the discovery of the cause 
and removal of the pain. 

The common seats of focal sepsis arc: 

(1) Teeth. (6) Appendix. 

(2) Tonsils. (7) Gall-bladder. 

(3) Nasopharynx. ' (8) Intestinal tract. 

(4) Nose and Nasal sinuses. (9) Bronchial tract. 

(5) Gemto-urinary tract. (10) Ears. 

METABOLIC CAUSES.— These are toxins of metabolism from 

faulty digestion, unsuitable articles of diet— sugar and starch in 
some people, protein and alcohol in others. Other causes are cold, 
damp, trauma and excessive exercise In sedentary persons. 

TREATMENT OF ACUTE FIBROSITIS.— A good dose of 
calomel followed by a saline next morning. Complete rest in bed. 
Light diet. Analgesics such as: 

BAspinn . gr. 4 «r£ Pyramidon .. .. sr- § 

Phenacetin . . gr. 4 A^pmn gr. o 

Codeine • gr. ) Qumiae SaLcylale .. gr. Iz 

Caffeine .. gr. 1 Codeioe gr. I 

One cachet every four hours until the palo is relieved. 

B Sodiura Salicylate .. gr. 20-30BPo]v. Dover! .. gr. 

Sodium Citrate .. gr. 20-30 Atbedtime,ifaspiriD!ii3dsaUcyIsles 

In a tumbler of hot water 4 times faj 

daily for two days. 

LOCAL. — Heat in the form of Antiphlogistine, mustard or 
linseed poultices, hot bottles, electrically heat^ pads, and radiant 
heat by hand lamp or bath. Dialbermy is most effective, but the 
patient must be in bed. 

If the painful area is moderately localized, inject 10-20 c.c. of 
i% Novocain every few days or 5 c.c. of Proctocaine, the analgesic 
effect of which lasts for about a fortnight The local anaesthetic not 
only allows free movement to break down adhesions but causes a 
localized hyperaemia Patients should be warned that the pain may 
be worse on the day after injection, but that it will improve after- 
wards. 

TREATMENT OF CHRONIC FIBROSITIS.— This resolves 
Itself into the removal of septic fod and vaccine therapy; the 
treatment of metabolic irregularities by less food, more exercise, 
the minimum of tea, coffee, tobacco and alcohol, and drinking 
plenty of water. In some cases a complete alteration of the diet to 
which the patient has been accustomed will work wonders. Radiant 
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heat, hot or mud baths or diathermy, followed at once by massage 
may be used. As regards drugs iodine in the form of Lugol’s solulion 
5 to 10 Til twice daily continued owr several weeks probably gives 
the best results. 

FILARIASIS 

So far, no specific for this disease has been found, but improvement 
occurs under antimony treatment, either intravenously in the form 
of Urea Stibamme or tartar emetic, or intramuscularly m the form 
of Anthiomaline (M & B), Fanlorin (Glaxo) or Stibinol (Brahma- 
chari). Sulphonamides and penicillin have no efi'ect on the filariae, 
but control secondary infections of oedematous parts. When severe 
oedema is present removal of the alTected part may be considered, 
but swelling is liable to occur in other parts. 

FINGER CRACKS 

Avoid antiseptics, particularly methylated spirit; after drying the 
hands apply a little cream (the best is Eucenn, e.g., Nivea), wiping 
off the excess with a towel. Actual cracks should be covered with a 
small piece of Elastoplast. If there is any fungous infection, X-rays 
give the best results. 

nSSURE AND FISTULA.— SVe Anus. 

FLAT-FOOT 

The foot which has never worn a shoe is normally flat in the 
resting position, but the arch appears when the powerful calf muscles 
come into play. So long as there is no pain or disability a fiat-foot 
requires neither notice nor treatment. 

If there is pain and the patient is young treatment is as follows. 

EXERCISES.— For 10 minutes twice a day the patient points his 
toes imvards, the feet being bare, and alternately stands on tip toe 
and rolls his feet so that the weight of tlic body is taken by the outer 
side. When he walks he must never point the toes outwards. Foot- 
wear should have the heel tilled so that the inner side is ^rd inch 
higher than the outer; this not only throws the weight on the more 
stable outer side of tne foot, but increases the arch, as the reader 
will see if he takes one of his feet in both hands and turns the heel 
outwards while holding the heads of the metatarsals flat. Arch 
supports are useful if they give comfort, they also help to throw 
the weight of the body on to the outer side of the foot. Acute ffat-foot 
is associated with severe Strain or gonorrhoea. If ligaments are torn, 
the foot should be put in plaster of Paris for three months. 

FLATULENCE 

This is of two kinds, (1) gastric, commonly due to swallowing air, 
and (2) intestinal, commonly due to carbohydrate dyspepsia, and 
perhaps to swallowing air as well. They are easily distinguished, 
because gastric wind comes up and intestinal wind goes down. 
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Gastric FIatu!ence.~-ln the sbsence of organic disease (shown by 
the cltfonic foul odour of the gas) the pauent should be told tlwt 
all the wind he brings up is swallowed. If there is acid dyspcjKia, 
which the patient instinctively tries to relieve by swallow'ing alkaline 
sahra, an alkaline mixture or Aludrox should be given. If the 
patient sal's he (or she, often at the menopause) “never stops 
belching”, explain that about 90% of the belches arc efforts in the 
wTong direction. Tell the patient to put a piece of wood firmly 
b«ween his front teeth next time he has an attack; this makes it 
difficult to swallow wind, but not to bring it up, and he may be 
surprised to find that instead of bringing up wind he was really 
swallowing it. Onex this Is realized no further treatment is necessary. 
Favourite prescriptions for gastric flatulence arc as follows: 

asod Bicaib .. SI.IO B MenihcA SJ- i 

Spint Chlorof. . . ^ 15 Spint. Vim Reel. ] 

TinetCard. .. 3j Spirit. Ainmoii. Aromat. | m 

Aq Menth. Pip. ad . . ‘ 5j Tuict. Zinpberis J . 

Aq ad .. .. SJ 

Ten drops of one of the essential oils, such as peppermint, cloves, 
aniseed or caraway, on a lump of sugar also help to bring up the 
wind, and animal charcoal has a great reputation as an adwrbrat 
Bicarbonate of soda is a good carminative, because by generating 
carbon dioxide it increases the pressure in the stomach to that lestl 
at which the patient can indulge in a loud and pleasurable belch. 

Flatulence in the elderijr should raise suspicion of bean disease, 
especially coronary sclerosis. 

Intestinal Flatulence . — First inquire about the duration and make 
a careful examination, including if necessary a barium meal, to 
make certain that there is no organic obstruction. If this is present, 
surgical treatment will be required, but if not, the most likely cause 
vs carbohydrate dyspepsia, so the ^t thing to do is to riiminatc 
carbohydrates from (he diet as far as is possible and to give some 
artificial ferment, of which Taka Diastase is the ^t. Amma! 
charcoal is of value in the treatment of flatulence as it adMrbs gases 
and checks fennentation. The repeated passage of flatus often means 
that a motion should be passed, so a visit to the lavatory is required. 
An accumulation of flatus can be got rid of by a smart purge or a 
tuipenUoe enema, especially if preceded by a dose of eserine gr. 
and Pituitnn I c.c. Early morning flatulence of recent origin may 
be due to sprue. 

FOOD POISONING (See also Botulism.) 

This may be doe to a variety of causes, thus the animal or plant 
composing the food may be poisonous, as in the case of certain 
tropical fish, mushrooms and ergot. The food may be poisonwl by 
chemical substances such as lead, arsenic, copper, etc. ; this may be 
result of accident as with lead from pipes, irnpuriiics such as arsenic 
in sweets and beer, etc., and copji^ in erosion of cooking pots. 
These types are, bowev er, small in number compared with outbreaks 
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due to infection of food with pathogenic bacteria, of which three- 
quarters of all outbreaks belong to the Salmonella group of bacteria. 
The infection may occur in almost any kind of food such as canned 
foods, milk and milk products, meats, fruit and vegetables ; in the 
great majority of cases, however, it occurs in foods which have 
been handled and made up. It must be emphasized here that such 
a thing as ptomaine poisoning does not exist; the advanced de- 
composition of food necessary to produce ptomaines would make 
the food too unpleasant to eat, while food poisoned with Salmonella 
bacilli is normal to taste, smell and look. The symptoms are violent 
vomiting, diarrhoea and abdominal pain, with cramps and collapse. 
In the more severe cases the mortality is under 2%. 


TREATMENT. — Complete rest in bed, with hot applications to 
the abdomen. Stop all food and liquids ; if there is much pain 
without collapse give a hypodermic injection of morphia. In a case 
of moderate severity give a dose of castor oil in the following form : 

H Oleum Ricini . . . . . . . 3vi 

C„ Vin, z.f 


ir. upii I'l It 

Aqua Cinnam. ad 3iss 

Followed by : 


& Bismuth Carb gr 20 

Liq Morph. Hyd. . ffl, 10 

Pulv. Acaciae gr. 8 

Aqua. Chloroformi ad 5j 

Every four hours 

Eight tablets of sulphaguamdme, followed by four tablets four- 
hourly, are probably the best treatment; if there is much dehydration 
give intravenous hypertonic saline {see Cholera). The patient must 
be kept warm, and heart stimulants such as Coramine may be needed. 

WlUn feeding is recommenced give at first sips of water, then 
albumin water, whey, chicken or veal broth 3 or 4 oz. every 2 hours, 
to which brandy -may be added. Then citrated, peptonized and 
ordinary milk, and so to the ordinary diet. 


FOREIGN BODIES IN AIR PASSAGES AND OESOPHAGUS— 
See Air Passages and Oesophagus — Foreign bodies in. 


FRACTURES 

General principles 
Non-Union 

V'ofkmann^ Ischaemic Confracrun: 

X-Rays 

Splints . . 

Plaster of Paris 

Bone plating and grafting 
Avascular Necrosis 

Clavicle 

Colies’s Fracture . . 

Radius Shaft 

Forearm, both Bones 

Ulna 
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Caipus 

Humenis . . 

Fmgen 
Femur 

Skeletal traction 
Patella 
Fibula 

Pott’s Fracture 
Ubia 

Leg. both Bones 
Os Cains . . 

Astragalus 
Metatarsals 
Spine 
Pelsas 

Compound Fractures 

The treatment of fractures, both U . - t. j 

unnecessarily bad and it is hoped that these short notes, uhich 
only tMih the commoner fractures and are written for those ttho do 
not have access to X-ra>'S as well as for those who have, may be of 


in India and elsewhere, is 


some assistance. 

The best book on fractures so far written in any language js 
Fractures and Joint Injuries, by Walson-Jones, to whom tbe whole 
world (mcluding the vriter) owes a debt of deep gratitude. 


GENERAL PRINaPLES.— 

(а) A fracture should be treated as an emergency; the sooner 
It IS reduced the easier and more accurate is the reduction, 
but shock must be treated first. 

(б) Before a fracture can be reduced, spasm of the muscles 
must be overcome. Tbere are three principal methods. 

(i) Injection of absolutely sterile local anaesthelic betv.ten 
the fragments — this not only helps reduction but u 
merciful to the patient and should be used when any 
but the shortest manipulations are required. 

(u) Traction — this is generally combihed with a loc^ 
anaesthetic. For the upper hmb, manual traction is 
suffinent, but for the lower limb, mechanical aid may 
be required. 

(lu) A general anaesthetic — the intravenous barbiturates 
(Cyclooal Sodium. Pcntothal Sodium and Evipan 
Sodium) are excellent for adults, and chloroform or 
eth>l chloride on an open mask are b«l for children, 
(c) Never operate during shock is an old motto which is 
doubly true; the comlnnaDon of an anaesthetic (especially 
chloroform or spinal) and painful manipulations being an 
ideal method of “bumping ofT* an otherwise savable 
patienL If shock js present, therefore, it is treated first, the 
only surgical manipnlapons permissible being those 
necessary to make the patient comfortable. 

{d) Oosed reduction of a fracture is almost impossible more 
than a week after the injury. 
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(e) In fractures of the upper limb the immediate necessity is to 
encourage thumb and fin^r movements, and in the lower 
limb to preserve the fjower of the quadriceps. These are 
therefore actively exercised hourly during the day from the 
very beginning, and plastering is contrived so as not to 
interfere with their movements. 

(/) Fractures involving joints must be reduced as accurately as 
possible, otherwise arthniis will follow in later life. 

(g) Non-union. — The cause of this is non-immobilization 
associated with poor blood supply, and any bone will unite 
if it is immobilized for long enough. Non-union must be 
especially guarded against when a fracture cuts oCT the 
blood supply to one fragment, as in the lower third of the 
tibia or ulna, the head of the femur or the proximal piece 
of the carpal scaphoid where absolute immobilization may 
be required for months. 

(h) Early massage and iMssive movements are the surest means 
of producing stiff joints. Nature is greater than misapplied 
Art, and every effort is now made to make the patient use 
his own muscles and move his own joints so long as this 
does not disturb the fracture. 

VOLKM ANN'S ISCHAEMIC CONTRACTURE.— 
The cause of this is obstruction of the main artery of the 
Umb, the commonest lesion being a supracondylar fracture 
of the elbow, in which the brachial artery gets caught 
between the fiexed forearm bones and the sharp edge of 
the upper fragment. Sometimes the mere scratching or 
wounding of the artery is enough to make it go mto 
obstinate spasms with resulting ischaemia. 

Prophylaxis and treatment . — ^The condition is thought of 
and guarded against in all injuries of the elbow, so : 

(i) Dislocations and fractures are reduced at the earliest 
possible moment. 

(ii) Damaged elbows are never put up so flexed as to 
obstruct the circulation. 

(iii) The radial or ulnar pulse is carefully watched. If this 
is found to be absent the plaster is removed and the 
elbow straightened as much as may be necessary to 
restore the pulse. Amyl nitrite vapour may be ad- 
ministered as this has a direct action on the muscular 
coat of the arteries. If the condition persists, Watson- 
Jones recommends brachial plexus block anaesthesia, 
which may "do the trick” or may have to be followed 
by dissection of the artery in the affected area. If the 
artery is gently freed from its surroundings and sterile 
hot packs applied it generally starts beating. If it is 
found to be badly imaged it should be ligatured 
above and below the injuiy. 

{/) X-RAYS. — Good fracture work is impossible without X-rays 
and it is greatly hoped that in the near future every 
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electrically equipped hospital and dispensary in India will 
have a portable X-ray machine, which, before Hiller chose 
to malce life cheap and everything else dear, complete with 
instructions cost about Rs. 3,500 in Bombay; a good 
clinician is, however, better than a bad radiographer. No 
surgeon should habitually reduce fractures under the X-ray 
screen, because repeated exposures cause bums, anaemia 
and death. 

(j) Splints. — ^The only splmt commonly used nowadays is 
Thomas’s sphnt for fractures of the thigh. All other fractures 
are treated in plaster of Paris, 

PLASTER OF PARIS.— V this Is applied within the firat few 
hours, before reactionary traumatic swelling has set in, tiie 
greatest care must be taken to see that subsequent swelling 
does not obstruct the circubtion; the chief precautions taken 
are. 

0) To wrap a flannel bandage or a thin layer of cotton- 
wool round the hmb at the seat of the fracture. 

(u) Never to apply the encircling bandage tightly, and 
(m) Always to keep the limb elevated for the first 48 hours. 

The compUmt that a bandage or plaster is too tight must not be 
neglected by day or by night 

The sbb method is the best and consists of applying a sbb of 
several byers of wet pbster bandage to the surface of the limb; 
in other words, an accurately fitting sphnt is manufactured and 
fitted on the spot. 

The required length of the sbb or sbbs is first estimated. A dry 
pbster-of-Pans bandage t$ then unrolled on a flat table to the 
required length, backvrards and forwards until It is about 8 bj’ers 
thick for the upper limb and 12 or more for the lower. SeNcral rolled 
plaster bandages are also put ready. 

The sbbs are now wetted by being passed through water and 
apphed direct to the limb, which is held in correct position by an 
assistant Two sbbs are geuerally applied, one to the anterior and 
one to the posterior surface; they arc bound on with lightly {not 
tightly) appLed wet plaster Inndages, plaster cream or a httle dry 
pbster and water being rubbed gently into them to form a sraoolli, 
homogeneous mould. If much reactionary swelling is anticipated, 
the sbbs are fixed with ordinary soft bandage, which is later replaced 
by plaster bandage. Pbster is crisp enough lo hold the limb in 
position after five or ten minutes, but is not hard enough to stand 
real strain till next day. The setUng time can be lengthened by 
addmg borax to the water, 1% making it about 8 minutes, Ii%. 
15 nunutes, and 2%, half an hour. 

Plaster must be of the best quality and must be kept absolutely 
dry till It IS used. Cellona or Gypsona pbster bandages are excellent 
from every point of view and are supplied in air-tight tins. They 
cost more tlun ordinary’ loose pbster and wide-mesh bandages, but 
are worth it for those who can afford them. 
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Glass plastic bandages after imracrsioo in special setting fluid form 
a light, firm cast which will probably replace plaster in many cases. 

Wedging a piasier.—if^ after a hmb has been put up and the 
plaster has set, the fragments arc found to be at an angle, the plaster 
is cut round three-quarters of its circumference, opened out and 
wedged as shown, the wedge being replaced by a fresh plaster 
bandage. 





Fig 15.— Wedging a plaster. 

Care must be taken not to form ridges in the plaster as these will 
cause sores. 

Patients in India may suffer agonies from bugs, ants or other 
“livestock” beneath their plaster. The best safeguard is a clean 
patient, a clean bed and clean bed-clothes. The feet of the bed may 
also stand in small tins of Phenylc. The limb may be lightly powdered 
with D.D.T. or a similar preparation before the plaster is applied. 

"Waih'ftg plaster". — ^This lets the patient get about soon and 
therefore quickly restores his self-confidence and perhaps his income ; 
while immobilizing the fracture it allows the neighbouring joints 
and muscles to perform their natural functions, which is the best 
thing they can do, and is far better than massage, passive movements 
or Faradism. The surgeon must, however, make quite sure, par- 
ticularly in the lower third of the tibia — where the least movement 
may mean non-union — that the walking plaster will not interfere 
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\\ith the fiTation or position of the fragments. The plaster must fit 
perfectly and X*ray pictures must be laV.cn at frequent intcrsals. 
The permanent result must never be endangered for a temporary 
benefit. Tbe iron caliper, which theoretically transferred the weight 
of the body to above the fracture, has been largely abandoned, a 
wooden, felt or rubber heel sening instead. It is important for the 
plaster slab to be specially reinfor^ to take the weight. The heel 
can be attached by adhesive piaster or by any other method which 
the ingenuity of the surgeon discovers. 

Skeletal traction. — ^This is rather going out of fashion but is 
often useful in the lower limb. It should never be used in the abscn« 
of good nursing and X-ray facilities. Cxtcmal skeletal fixation, in 
which both fragments are controlled by wires or pins connected to 
an external adjustable bridge, is being increasingly used in America 
by Roger Anderson and others. It is a method for the specialist, 
whose good results are due as much to hts owm skill and care as to 
the virtue of the apparatus. 

BoNE-PLATtNQ AND GRAmNC. — With the advent of vitallium 
plates and screws, which cause no local reaction, these methods arc 
coming back into fav our. Again, they are for the specialist, in whose 
hands they give excellent results where fractures cannot be 
satisfactorily treated by manipulation. Bone grafts are used to bridge 
gaps or to help union, the autogenous graft being commonly 
employed. Oblique fractures of long bones, especially the tibia, are 
being increasingly treated by the insertion of a single v-itallium or 
stamless-stecl screw to bold the frafinents together, but plaster of 
Pans must be applied and every care taken just as if the screw’ w ere 
not there, otherwise there will be disaster as the screw merely holds 
the fragments in position and ^ves only negligible lateral stability. 

Avascular necrosis. — As already pointed out, a fracture may 
cut off the blood supply of one of the fragments. AVhen this affects a 
small fragment, like the head of the femur or the proximal part of 
the carpal scaphoid, it dies, the process being called avascular 
necrosis. A similar condition may follow certain fracture-dislocations 
m which the blood supply coming from tendons or ligaments is 
tom off, the posterior fragment of the astragalus and, o^sionally, 
the head or the outer condyle of the humerus being liable to this 
affection. Finally, in the case of a small bone, such as the semilunar, 
a simple dislocation, by tearing away the blood-supplying lipments, 
may be the cause. Injuries such as those mentioned are, therefore, 
regarded with suspicion and treated with respiect. 

Diagnosis is made by X-ray examination and is easy; because 
there is no cu-culating blood to carry away the calcium, the affected 
fragment cannot share in the disuse decaldfication which affects the 
neighbounng bones; so X-ray pictures taken during the second 
month after the injury show'a relaihe density of the affected 
fragment If this is present, bony union will be delayed until the 
dead fragment, as in the case of a bone graft, has b«n absorbed 
and replaced by living bone, a process takmg months or even j-ears. 
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So-called Perthes’s disease of the head of the femur, Osgood- 
Schlatter’s disease of the tubercle of the tibia, Kohler’s disease of 
the tarsal scaphoid, Calve’s disease of the vertebrae and Kienbock’s 
disease of the semilunar bone are all examples of the same condition 
and are due to some perhaps unsuspected injury which has interfered 
with the blood supply or caused local thrombosis. 

Nursing. — A bed-ridden patient has to be nursed, washed, fed 
and given the bed-pan; splintage therefore has to be arranged so 
that these necessary functions can be carried out without hurting 
the patient or disturbing the fracture; a careful surgeon will watch 
the performance of these necessities from time to time and thereby 
gain much wisdom. 

SOME COMMON FRACTURES.— 

CLAVICLE . — Usually caused by a fall on the point of the 
shoulder, occasionally by direct violence, and usually at about the 
junction of middle and outer thirds. 

Dfag/iosis.— The patient complains of pain and usually supports 
the affected elbow with the other hand. The injured shoulder is 
lower than the other because the broken clavicle no longer supports 
the weight of the arm. The pectoral muscles also draw the shoulder 
inwards and forwards. The sharp edge of the inner fragment is 
generally palpable and always tender. 

Treatment .— object is to preserve a perfectly functioning 
shoulder, arm and hand For this reason strapping the arm and 
hand to the side is now completely abandoned as it invanably 
resulted in a stiff and crippled hand 

Method . — Standing behind the patient, who sits on a stool, the 
surgeon places his knee between the patient’s shoulder blades and 
using his knee as a fulcrum draws the patient’s shoulders backwards 
and slightly upwards. A four-inch (ihrec-inch for children) strip of 
fresh Elastoplast is then applied, stretched fairly tightly, so as to 
keep the shoulders well back; the Elastoplast begins at the fracture, 
passes round the affected shoulder, across the back, round the 
other shoulder, and ends at the junction of the outer and middle 
thirds of the other clavicle; a second piece of Elastoplast forms a 
supporting U beneath the elbow of the affected side and passes over 
the inner fragment of the broken clavicle, which the weight of the 
arm thus helps to bring downwards. Two, or even three, layers of 
Elastoplast are thus applied. The forearm is supported by a shng. 

Another method is to pass a soft hgure-of-eisht roller bandage 
under both shoulders, a pad of cotton-wool protecting each axilla 
and the weight of the elbow being taken by a slmg. 

After-treatment . — Active movements of the affected arm are 
carried out daily, and the hand is exercised and used normally for 
writing, etc. 

It is very difficult to keep a fractured clavicle in perfect position 
(and it does not matter very much if you don’t); if this is necessary 
for cosmetic reasons thepatient maybeonher back, with a sandbag 
between the shoulders, for about a fortnight. An excellent splint — 
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the Roger Anderson clavicle splint, costing about Rs. 100 — has 
recently been introduced in America by the Tower Company of 
1008 Western Avenue, Seattle; it has the adv^tage of being 
applicable to either side, and attachments can also be provided for 
treating arm fractures. 

COLLES'S FRACTURE.— 

Cause and diagnosis . — ^Nearly alw-aj’S the result of a fall on the . 
outstretched hand, the typical dinner-fork deformity being caused 
by the displacement of the lower fragment backw-ards, combined 
with a backward tilting and displacement towards the radial side; 
the resemblance to a fork is increased by the fact that the fingers 
are held m a position of slight flexion. 

Treatment . — Early and correct reduction will restore the hand 
and consequently the patient’s usefulness to normal; late or WTong 
treatment wiU cause lifelong disability. X-raj’s are not necessary for 
diagnosis or reduction but are desirable after reduction to confirm 
that this IS good; X-rays are further desirable because there are two 
varieties of CoUcs’s fracture— one in winch there is a plain fracture 
across the radius ; this is easi^to reduce and the prognosis is excellent 
In the other variety there is some comminution and the fracture 
involves the joint surface, making accurate reduction more difficult 
and the chance of arthritis in later life greater. 

Method , — 

{a) The distal fragment is disengaged by shaking hands with 
the patient, adducting (be band gently but firmly to (be 
ulnar side and exerting traction at the same time. 

(i) The operator presses his thenar eminence against the 
palmar surface of the upper fragment (right hand for right 
wrist and left hand for left wrist) and with the thenar 
emmence of the other hand powerfully flexes the lower 
fragment 

(c) When the antero-postcrior deformity has been reduced the 
surgeon executes an exactly similar manoeuvTc on the sides 
of the wrist, pressing the lower fragment finnly towards 
the ulna. If both these manoeuvres are correctly carried out 
the lower fragment will be in perfect position. Local or 
intravenous anaesthesia will usually be required. 

Application of plaster . — ^Wilh the assistant holding the wrist in 
the corrected position, the surgeon applies a plaster slab wW^ 
mcludes the first metacarpal, but not the palm of the hand; the 
wTist should be straight or very slightly dorsiflexed ^ the fragments 
are well and Araly redaetd, She danger ci is slight); 

the hand should never be put up in the flexed position. A plaster 
bandage is now applied to fix the stab and great care is taken to 
mould It firmly and closely round the lower fragmenL 
After-treatment . — ^The hand is elevated to reduce swelling, but if 
this is great and there seems to be danger of circulatory obstruction 
the plaster may be slit up on the i»lmar aspect and an ordinary 
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bandage applied over it. The finger and thumb must be exercised, 
the best exercise being for the patient to use them as though nothing 
had happened; they must also be fully flexed and extended many 
times each day. Neglect of these precautions may result in lifelong 
disability, so it is worth taking trouble over them. After a few days 
the swelling subsides and the pbster works loose, so it is replaced. 

FRACTURE OF THE SHAFT OF THE RADIUS.— 

Diagnosis . — Tenderness and crepitus are present at the site of 
the fracture, which is often caused by direct violence. The sub- 
cutaneous ulna IS felt to be entire. If there is marked angulation of 
the fragments, a dislocation of one or other radio-ulnar joint is 
also present (Watson-Jones). 

Treatment . — This depends upon wlietber the fiactme is in the 
upper or in the lower half In tlie upper half, the fracture is above 
the insertion of the pronator radii teres, so the biceps and supinator 
brevis keep the proximal fragment in full supination ; consequently, 
in order to effect and maintain reduction, the part below the fracture 
must be put and maintained in the same position. In a fracture 
below the insertion of the pronator radii teres this muscle an- 
tagonizes the biceps and supinator brevis so the proximal fragment 
lies half-way between supination and pronation; if treatment is to 
be successful the lower fragment must do the same. 

There is always a tendency for the broken radius to bend towards 
the ulna and this is very difflcuJt to counteract. Bobler and others 
teach that pressure with a piece of cork or wood between the bones 
will separate them, but in actual fact the mass of muscle covering 
the radius makes this diflicult. Before the plaster sets, it should be 
firmly flattened by pressure on the palmar aspect between the bones. 
After two or three days the plaster should be replaced if it is loose 
after the swelling has subsided. 

In order to prevent shearing and consequent non-union, all 
twisting movements between the fragments must be prevented. This 
is accomplished by including the wrist and elbow joints in the cast. 

A slab is laid along each aspect of the forearm from just above 
the metacarpal heads to the middle of the upper arm. The wrist is, 
of course, put up in the dorsiflexed position and the elbow flexed 
to a right angle. The cast must on no account interfere with the 
free movement of the thumbs and fingers. 

After-treatment . — ^The plaster is not removed permanently until 
firm union has taken place; this usually takes about eight weeks, 
but if any rotation movement has bren taking place it will be 
much longer. 

FRACTURE OF BOTH BONES OF THE FOREARM.— Tlat is 
a very common fracture and can cause much disability. 

Diagnosis . — ^This is made by the deformity and abnormal mobility. 

Treatment . — The object is perfect alignment of both bones 
without torsion or without interference with finger and hand 
movements. 
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^fethod . — In children, a general anaesthetic is required; in adults 
local or intra\’enous anaesthesia. 

Before successful manipulation can be earned out, all over-riding 
of the fragments must be overcome. This is done as follows: 

The patient’s elbow is flexed and a bandage passed^ round the 
arm jusl above the elbow and secured to some firm object behind, 
or, if an anaesthetic has been given, beneath the patient 
The assistant now takes the patient’s hand in both of his own 
and exerts strong and steady traction, puUing against the bandage ; 
traction may have to be kept up for five minutes before the fragments 
are freed. Remembering the point already emphasized about 
supinating the forearm for fractures above the pronator teres and 
holding It in mid-position for fractures below, the surgeon now 
manipulates the fragments of the ulna (which being subcutaneous 
can be felt) into a good clinical position. 

By manipulation and digital pressure between the bones, so as to 
separate the radius from the ulna, the former is also manipulated 
as well as its thick covering of muscles will allow; reduction of the 
radius can often be helped by Ending the forearm slightly to the 
ulnar side. When the surgeon is satisfied that the bones are in as 
good a position as he can get them, be applies a pbsier slab back 
and front, the part on the back of the forearm passing between the 
layers of the holding bandage, on which strong traction is being 
k^t up The slabs should e:riend from just below the shoulder to 
just above the metacarpal heads, the wnst being in dorsiflexion and 
the fingers allowed free raovemenL The slabs are fixed with plaster 
bandages, and the assistant keeps up traction till the plaster has 
set. The ends of the traction bandage are now cut short and cov’ered 
With 3 plaster bandage. If the fractures are so high up in the forearm 
that flexion of the elbow causes flexion at the site of fracture, it 
should be put up with the elbow straight or flexed so slightly as 
not to interfere with the alignment of the fragments. 

If good alignment cannot be obtained, operation may be con- 
sidered, but this should be done only by a surgeon who specializes 
successfully m orthopaedics. A bad operation produces a worse 
result than no operation. 

FJldCrUJlE OF THE SHAFT OF THE ULNA.—iF there is no 
angulation, the fragments are digitally manipulated into good 
position and the case treats as jusl describe for fracture of 
both bones. 

If there is angulation of the fragments, dislocation of the head 
of the radius is present and trouble may be expected ; if possible, 
the patient should be admitted to the orthopaedic ward of a General 
Hospital, otherwise treatment on the following lines will produce 
the best results. ^Vhen, as generally happens, the head of the radius 
IS dislocated fonvards and the fragments bent in the same direction, 
strong traction is made with the elbow flexed, the head of the radius 
is pressed backwards and the plaster applied as in a fracture of 
both bones already desenbed. In the rare event of a backward 
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dislocation and fracture, strong traction is exerted on the extended 
forearm and the fracture is put up in this position. 

FRACTURE OF THE CARPUS — ^The only common fracture is 
that of the waist of the scaphoid, which should always be suspected 
if a “sprained wrist” causes prolonged pain at the radial side of the 
wrist. Accurate diagnosis is possible only with X-rays, which may 
not show the lesion until some weeks have elapsed. The great point 
of interest is the liability to non-union, for which there are two 
reasons ; the fracture is m line with the mid-carpal joint, so movement 
between the fragments occurs with every movement of the wrist 
(the moral of this is obvious — complete immobilization), and in 
addition, the blood supply is often so arranged that the fracture 
cuts it off from the proximal fragment. 

Treatment . — ^The wrist is dorsiflexed and a plaster applied which 
includes the forearm and the metacarpais, but does not interfere 
with movements of the fingers; the metacarpal of the thumb must 
be firmly immobilized, but the thumb itself is allowed free movement, 
“nie plaster may have to be kept on for many months before X-rays 
show firm union, after which it may be discarded, but not before. 
In long-standing cases with no prospect of union the proximal 
fragment may be excised. 

FRACTURES OF THE HUMERUS.— Fractans of the upper end 
may be caused by direct violence such as a blow with a latm, when 
the greater tuberosity is cracked or comminuted, with or without 
injury to the head or neck of the bone, the damage being proportional 
to the violence of the cause. Displacement is rare, so the fracture 
need not be immobilized. 

Fracture of the surgical neck is generally caused by a fall on the 
hand or elbow, and is nearly always impacted. In elderly people it 
should not be disimpacted, because the subsequent immobilization 
causes more disability than slightly faulty union. In younger patients 
disimpaction is probably required because the lower fragment is 
always adducted or abducted on the upper fragment. Disimpaction 
and reduction must be done under X-ray control, otherwise more 
harm than good will result. Traction is applied, the fragments are 
manipulated into position and the arm is put up in piaster in the 
position in which the fragments remain secure, generally slight 
abduction. The fingers are, of course, constantly exercised 
and used. 

In fractures of the shaft the position of the upper fragment varies 
with the site of the fracture; above the powerful pectoral and 
latissimus dorsi muscles it is diaivn upwards and generally abducted, 
whereas below them adduction occurs, unless the frarture is below 
the insertion of the deltoid, when it is in the neutral position. 
Marked rotation does not occur. 

Oblique fractures, i.e., those caused by indirect violence, heal well, 
but with transverse fractures there is sometimes delayed union, so 
this' must be watched for, and if there is any sign of it the joint 
above and the joint below must be immobilized, perhaps for many 
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weeks or months; this is achieved by a plaster bandage wjiich 
includes the chest wall, the abducted shoulder and the flexed 

For most fractures of the shaft of the humerus, a U-shaped slab 
passing under the bent elbow, reaching up to the shoulder and bound 
on with a plaster bandage, suffices; the WTist is supported by z 
sling and the weight of the arm provides adequate traction. As is 
well known, the musculospiral (radial) nerve may be damaged as 
shown by wrist drop. Paralysed muscles must not bc_ stretched if 
they arc to recover, so the hand is put up in supination and full 
doniflexion by means of a palmar slab which goes just beyond the 
heads of the metacarpals and keeps the thumb abducted. If there 
are no signs of improvement after six weeks, the nerve must be cut 
down on and appropriate operative treatment carried out. As this 
nerve heals better than any other nerve in the body, the prognosis 
IS good. 

SUPRACONDYLAR FRACTURE OF THE HUMERUS.— 
This IS caused by a fall on the outstretched hand and is commoner 
m young people, older people generally sulTering a posterior dis- 
location of the elbow. The lower fragment is driven 'backwards, 
where it is held by the sling-like action of the triceps. It is dis- 
tinguished from dislocation of the elbow by the presence of crepitus, 
and of the olecranon between the condyles; furthermore, re- 
displacement easily occurs after reduction. 

Treatment . — ^This is a matter of urgency, partly to relieve pain, 
and partly to prevent damage to the brachial artery by the sharp 
lower edge of the upper fragment with consequent ischaemic 
contracture. The amount of swelling may be very great, obscuring 
the parts and making the following manipulations much more 
diilicuU than they sound. 

A general anaesthetic is given and when relaxation is complete, 
the surgeon pronates the patient’s forearm. Using the right hand 
for the right side and vice versa, the surgeon takes the patient’s 
wTist in one hand and the slightly flex«i elbow in the other; with 
both hands he now exerts firm but gentle traction; keeping this up 
the whole time, he uses his upper hand to press the fragment forward ; 
when he feels this occur, and stiU keep'ing up tiartion, he gently 
bends the patient’s elbow to about W degrees. If there is any 
obstruction whatever, the bending must be stopped at once, further 
traction applied and then another trial made, otherwise the brachial 
artery may be nipped between the fragments. The pulse (which may 
have been absent before reduction) is now felt for, and if it is beating 
satisfactorily plastering is proceeded with. 

In these cases the general rule against manipulation under the 
X-ray screen should be broken and the arm is gently flexed or 
extended until the fragment is seen to be in perfect position. A 
postenor slab is now applied from the wrist (the forearm being 
pronated) round the bend of the elbow to below the shoulder. The 
slab should encircle about two-Uur^ of the arm, and is fixed with 
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Soft bandages; a layer of cot(OQ*woo} is put over the front of the 
elbow and the upper arm to prevent pressure on the arteries. 

Two things must now be ascertained : 

(а) That the radial pulse is beating (if not, see under Volkmann’s 
Ischaemic Contracture). 

(б) That the fragment is in good position as shown on an 
X-ray film; if not, the plaster must be removed and re- 
applied. The arm is kept raised on a pillow while the patient 
is m bed. 

Later when all swelling has subsided the arm may be put in a 
plaster cast. 

Occasionally, from a fall on the elbow, (he opposite to this 
fracture occurs, the lower fragment going forwards; in this case 
the arm is fully CAiended at the time of reduction and is put up in 
plaster in the straight position. 

FJlACrU/i£S OF THE /7AfG£/t5.— These commonly affect the 
proximal phalanx and the displacement is always the same — forward 
angulation— the proximal fragment being flexed and the distal one 
extended. The finger is therefore put up in flexion with a plaster 
gutter along the dorsum and traction exerted on the distal phalanx 
either by a ivire passed through the pulp or by adhesive plaster. 
If the reader holds up his band to the light and slowly bends all 
four fingers at once while keeping the tips together he will notice 
something; daylight appears between the proximal phalanges, 
because the tips of the fingers point towards the centre of the palm ; 
fractured fingers, therefore, are put up In this position. 

FRACTURE OF THE LOWER 

THE NECK OF THE FEMUR— -This fracture is especiaUy 
common in old people and may follow a seemingly inadequate 
cause. In younger people it is commonly the result of a fall from 
a height or other severe injuries. 

Diagnosis . — Diagnosis without X-ray examination is not always 
easy, especially in impacted cases, but the common physical sign is 
eversion of one foot; shortening is present except in impacted 
- cases, and the great trochanter lies above Nelaton’s line from the 
anterior superior spine to the tuber ischii. 

Types. — Although not strictly anatomical the old division into 
intracapsular and extracapsular is sound, because in the former the 
blood supply to the head is precarious, so avascular necrosis {see 
above) may occur. 

Intracapsular fracture. — This is commonly divided into 
Adduction (80%) and Abduction Fracture (20%). The relative 
frequency is unfortunate because abduction fractures are always 
impacted and always join up if not disirapacted by accident or 
a too zealous attendant; further, the fracture line is horizontal, 
so weight bearing tends to impact the fragments. If, therefore, 
fracture is suspected, if there is evidence of abduction of the 
lower fragment and if the trochanter is on or below Nelaton’s 
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line, no action must be taken that might disimpact the fragments. 
The condition is confirmed by careful X-ray examination and 
relatively no treatment is needed, but weight bearing must not 
be permitted until union is sound — a matter of three months 
or so. 

Abduction fracture.— This is the common fracture of the 
neck of the femur in old people and is serious for several 
reasons, one of which is that the prolonged recumbency formerly 
inflicted on the patient often caused pneumonia and death. 
How-ewr, better a live dog than a dead lion, so if it is a question 
of saving a patient’s life or saving his femur, the former is 
usually chosen. Another trouble is the difficulty of approximat- 
ing the fragments and yet another the chance of delayed or 
non-umon. Reduction is accomplished by Whitman’s method. 
It will be remembered that the dupbeement consists of shorten- 
ing, adduction and external rotation. Whitman’s method is to 
reverse each of these deformities. Under a general or spinal 
anaesthetic (but only if the patient’s condition permits) strong 
traction is applied to the limb until shortening has bew over- 
come , It 1) tifien abducted so as to approximate the neck of the 
bone to the separated bead and fi^Uy the limb is internally 
rotated until the inner edge of the foot is a few degrees to the 
mesial side of the vertical. It w-as Whitman’s practice then to 
put the limb up in this position, the pbster being a large spica 
extending from the chest to the toes, and be got good results. 
A later modification, which helps both reduction and the 
subsequent health of elderly pauents, is to Sex the hip in 
addition to applying traction and aMucting and Internally 
rotating it . the patient cao thus be nursed in the sitting position 
and is less liable to pneumonia. The plaster is kept on (renewed 
when necessary) until union has occurred — at least three months. 

Nowadays, the method of reduction is the same, but in 
modem clmics the Smilh-Petenen nail has completely super- 
seded the Whitman phstcr. although the latter has its uses 
away from the specblisls, which is why it is described in some 
detail here. 

Those who wish to use the Smith-Petersen nail should consult 
Watson-Jones’s book, but briefly, the nail is a three-flanged 
stainless steel or vitallium aSair with a cylindrical hole down 
the centre. It is introduced along a guide wire already inserted 
through a small hole cut in the cortex of the bone half an inch 
below the great trochanter. Before the nail is inserted the 
position of the guide wire must be carefully checked up by 
X-ray pictures taken at right angles to each other so as to 
make sure that it runs exactly through the middle of the neck 
and head of the femur and stops short of the articubr cartilage 
of the head. 

The aAcr-treatmenl is rirople. no pbster is required, but no 
weight bearing is permitted until sound union is established; 
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if avascular necrosis has occurred (as it generally did in the 
old "open” method) union may take as long as two years, 
but in the average case two or three months are sufficient. 
The insertion of the nail is a task for the specialist with his 
special equipment, but it is such a great advance on all other 
forms of treatment that every effort should be made to give 
the patient the benefit of it, csp^ially as the subsequent treat- 
ment is simple and can be carried out at home. The nail can 
be removed when union is completely consolidated, or can be 
left m place — as the modem non-ionizable metals cause no 
irritation. Self-extrusion of the nail is prevented by a small 
fixing pin at right angles to it. 

FRACTURE OF THE SHAFT OF THE FEMUR.— This is 
commonly the result of direct violence, e.g., a motor-car wheel, in 
which case the fracture is transverse or comminuted. The position 
of the limb, the angulation, the shortwiing and the inability to bear 
weight are all characteristic of the lesion. 

Treatment . — Strong traction under local anaesthesia is needed 
and it may be said here that In a transverse fracture the result will 
be good if the broken surfaces can be apposed (even though the 
apposition is imperfect) so long as the limb is kept in alignment. 
This is particularly true of children under five years, for whom by 
far the best treatment is "Bryant’s Gallows”. A beam is fixed 
transversely some four feet above the bed, a strip of Elastoplast* 
of suitable width is applied to both outer and inner surfaces of both 
legs from hip and groin to the soles of the feet, and bound on with 
soft bandage. Tapes are attached to the ends of the Elastoplast and 
the child is suspended from the beam with the buttocks just clear 
of the bed and the legs very slightly abducted. The child’s weight 
provides the necessary traction and the clearance allows for bedpans, 
etc. A useful refinement is to have counterpoise weights fixed to the 
tapes So that the child's buttocks can be raised further for cleaning 
without reducing traction. The younger the child the quicker the 
union, and suspension can generally be replaced by a light plaster 
cast after four or six weeks. 

For adults there are three mam methods of treatment; skin 
traction, skeletal traction and plating. 

Skin Traction 

(1) A general anaesthetic or a liberal (20-50 c.c. of 1-2% 
Novocain solution) local anaesthetic is given. 

(2) A piece of fresh Blastoplast* about four inches wide is 
fixed to each side of the leg from about three inches above 
the fracture down to the ankle ; here another piece of Elasto- 
plast is applied to the sticky surface to prevent it from 
sticking to the skm of the foot 

(3) A soft roller bandage is bound round the leg from ankle 
to groin to ensure adheuon of the Elastoplast. 

• For all forms of traction the special Elastoplast with transverse, not 
lonsitudinal, stretch is used. There is nothing to compare with it. 



298 O'Meara's Medical Guide 

(4) Tapes are finnly fixed to the Elastoplast below the ankle. 

(5) A Thomas’s splint with flannel loops, adjustable by means 
of strong paper clips, is threaded over the leg until the ring 
of the sphnt nestles against the patient’s tuber ischii. 

(6) Against counter-traction exerted by a loop of bandage 
under the groin, the assistant exerts strong traction on the 
leg in order to correct over-riding of the fragments; 5-10 
minutes of hard pulling usually being required. A portable 
X-ray is, of course, invaluable, but if none is available the 
surgeon must trust to his chnical judgment and hope for 
the best. 

(7) When over-riding has been corrected as showm by 
presence of crepitus and with the assistant still maintaining 
strong traction, the surgeon manipulates the fragments into 
good position. In a transverse fracture the aim is to gain 
end-to-end apposition, either partial or complete. Spiral or 
very oblique fractures are more difficult ; probably the best 
treatment for them, as in the case of the tibia, is a single 
vitalhum or stainless-steel screw, the insertion of which is a 
task for the specialist. 

(8) An aluminium gutter splint or a light plaster slab is applied 
on each side of the leg from the tup or groin to below the 
slightly flexed knee and ouuide the bandage securing the 
Elastoplast; the gutter or slabs are bound in place by a 
roller bandage. 

(9) The foot of the bed is raised 12 inches and the foot of the 
Thomas’s splint lied to the bottom cross-bar. The tapes 
attached to the extension Elastoplast are similarly tied. 

(10) The surgeon makes sure that the flannel loops are keeping 
the leg m good position, le.. that the knee is slightly flexed 
and the anterior convexity of the thigh is maintained. 

(11) The footpiece is applied so as to keep the fool at right 
angles to the leg. 

After-treatment.— Thi tapes or Elastoplast are tightened as 
required to compensate for such shpping as takes place. The 
quadneeps extensor cruris muscle is voluntarily contracted ftr five 
minutes every hour during the day. As already remarked, this is 
most important, because the muscle wastes very quickly, a few days’ 
disuse causing quite a noticeable diflerence between the two sides. 
As it is one of the mam supports of the knee joint, normal walking 
cannot be achieved unless it is in good condition. Further, the most 
tiresome sequel of a broken leg is a stiff knee, but if the quadriceps 
is conscientiously exercised this trouble is greatly diminished. 

Skeletal Tractio'j 

This method is less popular than it was, for two reasons : 
(1) separation and (2) sepsis. It is difficult to adjust the traction 
satisfactorily so as not to pull the fragments too far apart, and it is 
difficult to avoid sepsis along the track of the pin or svire. For this 
reason, traction through the femur abo\e the knee b now never 
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used, because the very slightest sepsis caused stiffness of the joint. 
The pin or wire should pass through the tibia just behind the tubercle 
and should be inserted from mthout inw-ards, the point emerging 
on the subcutaneous surface. This causes some stretching of the 
ligaments of the knee joint but is preferable to even the mildest 
sepsis of the joint. The writer prefers a thick Kirschner’s wire to a 
Steinmann’s pin as it is less clumsy and with reasonable traction 
does not cut its way through the bone. The method is comfortable 
to the patient and has the great advantage that traction is exerted 
on a fixed point, so nursing is easy and constant adjustments are 
not required. 

Method . — 

(1) Under general anaesthesia or a local anaesthetic injected 
at the site of puncture and— Iiberafly — at the site of fracture, 
the pin or wire is drilled through the tibia just behind the 
tubercle, the greatest antiseptic and aseptic precautions 
being observed. It is important to get the wire at right 
angles to the line of traction. Before the stirrup is attached, 
a small ribbon of gauze freely powdered with sulphathiazole 
powder containing 1% of proflavine is twisted round each 
end of the wire where it ^nctrates the skin, and secured 
with Elastoplast. 

(2) The Kirschner or Steinmann stirrup is applied to the wire 
Of pin and the traction cord attached. 

(3) A Thomas’s splint with a leg attachment to permit flexion 
of the knee, is threaded over the leg, the flannel slings 
being above the knee only; the foot end of the splint is 
raised to an angle of about 3(M0 degrees and tied to a 
post at the foot of the bed, or, better, to the upright of a 
Balkan beam. 

(4) A roll of gauze is passed under the patient’s groin on the 
affected side to be used as counter-traction. It can be 
secured to the bead-end of the bed. 

(5) The traction cord attached to the stirrup is passed over a 

' pulley at the foot-end of the Thomas’s splint and a weight 

of about 40 lb. attached ; gradually, if a Kirschner’s wire 
is being used. 

(6) After five or ten minutes the resistance of the thigh muscles 
will have been overcome as shown preferably by X-ray 
examination or in its absence by the absence of shortening. 
An attempt is now made to manipulate the broken ends 
into apposition, as shown by crepitus and by the absence 
of shortening when the assistant gently lifts the weight. 

If this happy state of affaim is achieved so much thediefter, 
but, if not, the heavy extension must be allowed to act 
for longer. (In a powerful patient it is a good tip to do 
the operation under a spinal anaesthetic as it produces 
good muscular relaxation; 10 c.c. of light Percainc is 
the best because it allows the pelvis to be raised.) Heavy 
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Vrcight-extension like this must never be left on for more 
than an hour or two, and is used in early (i e., in the first 
72 hours) reduction of fractures, when It has found to 
be ample for drawing the fragments suitably apart 

(7) When the bones arc in apposition, a plaster slab is applied 
to each side of the thigh, from the hip or groin to just above 
the flexed knee, and fixed in place with a plaster bandage. 

(8) The weight is now reduced to 10 lb., the calf of the leg 
comfortably settled in the leg attachment with the knee at 
an angle of about 135 degrees and the fool at right angles; 
the foot of the bed is raised and the groin counter-traction 
remo\ed. Pulleys, hooks, compensating weights, etc., give 
scope for much ingenuity on the part of the surgeon, the 
object being to allow comfortable nursing of the patient 
without disturbing the fracture. 

(9) After-treatment . — ^Thc quadriceps muscle is exercised at 
frequent intervals and after about two weeks voluntary 
movements of the knee are begun. Check X-ray pictures 
are taken at least once a week, if possible, and the leg is 
carefully examloed for displacement or shortening. The 
wire or pin is removed at the end of about 12 weeks, by 
which time union is sound enough to prevent displacement, 
but not for taking weight, which should be deferred for 
another month or two, dunng which lime a plaster is worn. 

SUPRACONDYLAR FRACTURE OF THE FEMUR.— Ihxi is 
rare, and is mentioned only because, as with the similar fracture of 
the humerus, treatment is urgent If damage to vessels and nerves is 
to be avoided, and because Watson-Joaes’s method is the only 
satisfactory one so far devised, rte puts a Kirschner’s wire through 
the upper end of the lower fragment and raises it into alignment 
with the upper, while another wire through the tutercle of the tibia 
maintains traction. Treatment must be carried out by an expert with 
full radiographic control. 

FRACTURE OF THE PATELLAj—^Tiui maybe transverse, from 
a sudden spasm of the quadriceps, or comminuted, from direct 
violence In the former case, if when the leg is straight the fragments 
can be brought together easily, they may be sewn together with 
catgut through the periosteum; wiring is unpopular nowadays, but 
IS often successful, and should be used if simple stitching of the 
periosteum is inadequate. 

If the fracture is comminuted, or if good approximation is 
difficult, subpenosteal removal of the whole patella, followed by 
firm stitching together of the rads of the quadriceps tendon, is the 
best treatment. The writer has had excellent results from this 
opieration. 

Should one fragment be very miwb smaller than the other, it 
should be excised and the quadneeps stitched firmly to the larger 
fragment. 
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The limb should be kept in a walking plaster for about two 
months, during which quadriceps exercises arc faithfully carried out. 

FRACTURES OF THE FIBULA.— A. fracture at the upper end 
unassociated with any other lesion is of minor importance and can 
safely be left to look after itself. A fracture of the shaft from direct 
violence, such as a blow from a hockey stick, sometimes occurs and 
causes but little inconvenience. 

POTT’S FRACTURE. — ^This is one of the commonest fractures 
in the body, and is generally caused by a fall in which the ankle is 
bent outwards, or the body is twisted while the foot is caught in 
some object such as a root or a hole in the ground, the fracture 
due to a twist being naturally more spiral. The typical lesion is a 
fracture of the fibula in its lower three inches associated with an 
outward and backward displacement of the astragalus ; the internal 
malleolus (tip of the tibia) is generally broken too. 

Diagnosis — ^This is made by the abducted position of the foot 
and the tenderness at the site of fracture; if the fibula is pressed at 
a higher level pain is felt at the site of fracture Many so-called 
“sprains” of the ankle turn out to be a Pott’s fracture without 
displacement, so all such cases should, if possible, be X-rayed in 
botn lateral and antero-posterior directions. 

Treatment . — ^The object is to give the patient a foot on which ho 
will be able to stand, walk or run without pain for the rest of his 
life. Therefore the astragalus must be correctly resettled, without 
any tendency to cither lateral or posterior displacement. 

(1) The patient lies on a table with his knees at the end and both 
legs hanging down. This flexes the knee and relaxes the tendo 
Achillis, thereby making it easier to reduce the posterior 
displacement. Reduction is achieved by pressing the heel 
strongly forward and dorsiflexing the foot to less than a right 
angle. (When this can be done the astragalus cannot be 
posteriorly dislocated.) 

(2) The surgeon now holds the tibia in one hand (left for left 
and right for right) a few inches above the ankle joint and the 
heel and outer malleolus in the other hand. Using the upper 
hand as a fulcrum (compare reduction of Colies’s fracture) he 
now presses the patient’s heel and outer malleolus mesially as 
firmly as he can ; this replaces the astragalus in its socket and 
corrects the deformity of the external malleolus. 

O) Meanwhile the position of dorstfiexion is maintained by 
resting the ball of the patient’s foot on the surgeon’s knee. 

(4) The assistant applies and moulds two plaster slabs, the 
plantar one extending from beyond the patient’s toes to the 
back of the knee, and the dorsal one from the base of the 
toes to the tubercle of the tibia. 

(5) The assistant fixes the slabs in place with plaster bandages 
and the surgeon must maintain the lateral pressure and keep 
the patient’s foot at a right angle not only during the 
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application of the plaster but until it has set firmly, olher- 
^^Tss redisplacement ■will occur. 

(6) In the fir>at position tie foot should be at a little less than a 

right angle and should also be slightly insTitcd. 

After-treatment. — ^If the case has teen seen in the first few hours 
the patient is put to bed for two or lhr« dajs with the ^ee brat 
and the leg raised, while a careful watch ts tcpt on the circulatioa 
ui the toes. If the plaster becomes loose later on, it is irao%ed and 
replaced, with all the original precautions against displacement, 
which, m this fracture, is particmlarly liable to occur. 

The patient may be allowed a walling plaster {see abose) after 
about a weeL 

FRACTURE OF THE TIBIA.— this bone is subcutaneous, 
the fracture is often compound, but it ts also p^pable, so fracture 
of the shaft can be more accurately “set" without X-raj’s than 
those of other bones. Fracture of the upper end may be T-shaped 
and result from a fall on the feet, but more commonly it follows a 
setere blow or crushing injury to the outer side of the knee while 
the foot ts fixed, the results of which can easily be deduced from 
the anatomy. The knee joint is forced into a position of extreme 
salgus, so (a) the internal lateral ligament is tom, (t>) the outer 
condyle of the femur <lris*es into and crushes or actually splits off 
the outer tuberosity of the Ubta, (e) the neck of the fibi^ is likely 
to break, {d) the anterior crucial U^ment may lx tom, (e) the joint 
is filled with blood, and CO there may be great swelling and pain. 

Accurate diagnosis is possible only with X-ra)?, but the lesion 
ts suspected from the history and condition. 

Treatment . — 

(a) Strong traction is applied to the leg. 

(b) Strong lateral pressure is ag^hed to the sides of the tibia 
by the siugeon's hands, or if this is not suErient, by a 
Bohler's compressor; if this insirument is not atuilable, the 
surgeon can use his ingenuity and construct an improvised 
vice, Of be may be able to borrow one from a friendly 
mistn; the vice must be padded before use, 

(f) The whole limb is immobOizsd in plaster; if there is a 
great deal of efiusioo into the joint a la^ posterior slab 
extending from the fold of the buttock to the base of the 
toes is applied; it must extend round at least half the 
cucumference of the knee and is fixed in place with a soft 
bandage which is replaced by a plaster one when the 
sw elling has subsided- But as a gential rule the limb can 
safely be enclosed in plaster. 

(d) The position of the fragments is checked by X*rays if 
available. If the position is bad, every effort must be made 
to correct it. 

After-treatment. — As the fractuie is lateral to tbs tubercle of the 
tibia, the quadriceps — as in all leg in]uries-^s exercised early and 
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hourly; needless to say, this is not done if the tubercle of the tibia 
is affected. The average tom ligament needs ten weeks’ complete 
immobilization in which to heal. Plaster and immobilization are 
therefore continued for that time. 

FRACTURE OF BOTH BONES OF THE LEG.—A^ the treat- 
ment of this condition is the same as that of fracture of the shaft of 
the tibia only, they will be described together. 

Hiagfios/s.-^igns are usually so obvious — often including a spike 
of bone sticking through the skin — that no description of the typical 
case is needed. 

The greenstick or subperiosteal fracture is less obvious, but 
tenderness and slight angulation can generally be found. The 
treatment of this condition is not to displace the fragments, and to 
apply plaster from the toes to the middle of the thigh with the tibia 
in perfect position and the knee very sbghtly flexed. The plaster is 
kept on for six or eight weeks and replaced if firm union has not 
taken place. 

Fracture of both bones is a common injury and can be a very 
disabling one. As in other bones (or, as the reader may see for 
himself, in a matchstick) fractures due to direct violence are trans- 
verse and those due to indirect violence are oblique. It may be said 
at once that for the oblique fracture strong traction followed by 
the insertion of a single vitallium or stainless-steel screw to bold 
the fragments of the tibia is probably the best treatment if absolute 
asepsis can be assured. Immobilization in a plaster cast from 
mid-thigh to the base of the toes is kept up until union is secure, 
usually after about three months. Quadriceps exercises are carried 
out as usual. The fibula generally looks after itself. 

In a transverse fracture of both bones, strong traction and skilful 
manipidation should bring the fragments into end-to-end apposition, 
which is shown by crepitus and absence of shortening. If this is 
achieved, plaster is applied from the groin to the toes, with the 
knee slightly flexed; after-treatment is as above. What are we to 
do, however, when the tibia seems to be comminuted, no operative 
treatment is possible, and even X-rays are not available? If there 
is a Kirschner’s wire or a pin it is inserted with the usual precautions, 
through the tibia about an inch above the malleoli; the patient's 
leg is hung over the end of the table and strong traction made 
upon the pin or wire, e.g., with a weight of about 20 lb. The surgeon 
then palpates the fracture and manipulates the fragments into 
position; it is essential to know whether the fracture line.runs from 
front to back, or from side to side, because the fragments must be 
strongly pressed together if they are to unite. If there is no pin, 
traction is made through a bandage passed over the foot and ankle 
as a clove hitch ; the rest of the treatment is the same. 

While traction is continued, the leg and foot are enclosed in 
plaster of Paris, the surgeon pressing the fragments together laterally 
or from front to back, the pin or bandage being included in the 
plaster and the foot being at a right angle ; as soon as the plaster 
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sets, the fiexjon of the knes is reduced to about fifteen decrees 
from the strajghi and the plaster continued up to the groin. Traction 
IS maintained until the plaster has srt. 

Afier-ireatment. — Quadriceps and toe drill are necessaij'. No 
ueielii IS aHo’Jkcd on the leg till umon is firm. After the plaster is 
finally remo%ed an Elastoplast bandage or a good elastic stocking 
must be nom, perhaps for se\*cral necks, otherwise there will be 
troublesome oedema. 

The plaster should neser be shortened to below the knee, as this 
allows rotary mottments between the fragments, with consequent 
Don-umon. 

FRACTURE OF THE OS CALCiS.—Tht common cause is a 
fall from a hacht, the patient landing on his feet; a sery important 
thing to remember is that about lOJi of lht<e fractures arc essoci^ed 
Kith a crush fracture of the spine and about the same number ate 
bilateral; the spine and the other fool should, therefore, alwaj-s 
be examined. 

The os calms articulates abote with the astragalus (tains) and in 
front with the cuboid ; the heel is formed by a bony promintacc ea 
the posterior under surface of the os calms, more esarVed on the 
mner than on the outer side. 

Let the reader take a piece of sealing-wax about an inch and a 
half long to represent the os calcis, and under one end put a 
to represent the bony promioeoce fonnisg the heel : cow, takiag 
the handle of a knife to represest the astragalus, let him press 
gently on the '•froat" half of the ssalins-wax ua^ it bttaLs; it 
breaks between the handle of the knife and the pencil. He now 
arranges another piece of sealing-wax in the same way and presses 
lery hard or hiu it smartly with the handle of the knife; the wax 
breaks up into several fragments as the handle of the knife cleaves 
through It, and the fragments scatter in all directions. 

Attached to the heel of the os calcis are two sets of muscles, the 
calf muscles tendmg to draw it upwards and the plantar mtades 
tending to draw u forwards. To relax the calf muscles, planiar-Sex 
the foot and bend the knee ; to relax the plantar muscles, plantar-fiex 
the foot 

From the above couuderalions we now see: 

(o) That a fracture may or may not involve joint surfaces, the 
former, of course, being much the more serious. 

(6) How a fracture occurs. 

(c) The usual position and uature of the fracture. 

(d) The nature of the displacement, 

(e) The best position of the foot and leg for effecting reduction. 

In a comminuted fracture the fragments are also separated 

bterallv, a very important point, because if they are not tightly 
pressed together (Bohler’s - f e di essenr” is the befl instrument for 
domg this) there will be permanent pain and lameness. 

The simplest way of reducing the rest of the displacement is by 
means of a Steinman pin driven firmly forward into the posterior 
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fragment from behind. With the knee flexed and the foot plantar- 
flexed, tlie fragment can then be manipulated into position and a 
firm plaster, including or not the pin, applied. The plaster is retained 
until union is firm, generally a matter of about two months. Pain on 
weight-bearing means incomplete union. 

FRACTURE OF THE ASTRAGALUS (T/lLJ/S).— The usual 
injury is a fall or blow on the forefoot, causing forcible dorsiflexion 
of the foot, and the common site of fracture is the neck of the 
astragalus, partly because it is the weakest part and partly because 
it is forced against the lower edge of the tibia, which acts as a 
fulcrum. 

The very important point, however, is that the posterior fragment 
is generally dislocated, and unless the dislocation is reduced the 
patient will be a cripple. 

In a simple case the fractured surface of the posterior fragment 
looks downwards, forwards and slightly outwards, so all that is 
needed in order to bring the two broken surfaces together is to 
plantar-flex and evert the foot, and keep it in that position in 
plaster for two months. 

In more severe cases the rotation is greater, and the broken edge 
may be caught behind the articular surface of the os calcis. Should 
other means fail, the most powerful method of reduction is by 
downward and backward traction on a pm through the os calcis — 
the knee being flexed and the foot plantar-flexed — while the dis- 
located part of the astragalus is manipulated by another pin thrust 
into it from behind, Skill, asepsis and X-rays are necessary for this 
manoeuvre, but it is mentioned here because it may at times be of 
vital importance. 

FRACTURE OF THE METATARSALS.— Occz^iomlly the base 
of the fifth metatarsal is torn away by spasm of the peroneus brevis 
(Jones’s fracture) and sometimes a march fracture of the metatarsal 
necks occurs which may not be diagnosed until X-rays show the 
callus, but the usual cause is that the foot falls on something or 
something falls on the foot. Fracture generally occurs in the thin 
distal part of the shaft and one or more bones may be affected. 

Treatment is plaster for about two months, the foot being at 
right angles, the plantar slab Extending from just beyond the tips 
of the foes, and the dorsal one from the base of the toes, to below 
the knee. A walking heel is attached as soon as the plaster is firmly 
seLj/ there Js tendency to overlapping or bad displacement, extension 
is applied to the affected toes by Elastoplast or by wires through 
the pulps, attached to rubber bands which are fixed to a loop 
("banjo”) of wire incorporated in the plaster. 

FRACTURE OF THE SPINE.— 

WITHOUT INJURY TO THE SPINAL CORD.— This is not 
uncommon, and may be unsuspected, the usual lesion being a 
crush fracture of the bodies of one or more vertebrae in the dorsi- 
lumbar region. The injury is caused by forcible flexion of the spine, 



306 


O’Meara’s ^^EDICAL Guide 


as by a fall from a height (often causing fracture of the os calcis 
as well) or by accidents of \-arioiis kinds. Clinically, undue prom- 
inence of the spine of the affected \crtcbra is the most s-aluable sign, 
but a lateral X-ray photograph is essential for accurate and certain 
diagnosis. 

Treatment . — This can be expressed in three words: fixation in 
h>’percxtension. Once the condition has been diagnosed or es^ 
suspected, the spine must at no time be flexed, as this may cause 
great damage. (The only exception is the rare lumbar fracture- 
dislocation with locked articular processes, which must be freed or 
removed before hjperextension is safe.) The patient puts on a thin 
cotton vest, a bathing suit or some such closely fitting garment 
which extends from the shoulders to below the groins, and the bony 
prominences are lightly padded. 

Two tables, or a long seat and a table, are taken, one being about 
a foot hi^er than the other, and pbced at a distance equal to that 
from the patient’s chin to the middle of his thighs. The patient is 
now lifted so that his chin (not bis chest), snpported on his raised 
and folded arms, rests oa the higher table while his legs (not his 
body) rest on the lower. He now relaxes, putting his belly as near 
the floor as possible. This causes bj'perextensioa of the spine, which 
not only relieves compression of the crushed vertebra] Mdies, but, 
thanks to the exceedingly strong anterior common ligament, replaces 
any fragments that are out of place. It is essential for the spine to 
be full)[ hyperexteoded with the lumbar concavity as deep as possible. 

Previously prepared plaster slabs, four inches wide, twelve layers 
thick and long enough to extend from the shoulders to the fold of 
the buttocks, are now laid on the back, one on each side of the 
spme and quickly bandaged on with plaster bandages. kSlien a few 
turns have been taken, tw o similar sla^ extending from the clavicles 
to the groins are applied to the abdominal and chest walls, and 
bandaged m place. Circular plaster bandages arc applied until a 
complete jacket has been made, whidi may be reinforced with 
other slabs over the lumbar area. 

It is important for the jacket to extend from the clavicles to the 
groin m front, and from the shoulders to the folds of the buttocks 
behind, otherwise immobilization is. incomplete. When the plaster 
is ensp it may be trimmed to allow comToitable use of the excretory 
passages, and a httle later the patient may be moved. An abdomin^ 
window brings great comfort to the flatu^t patient. 

After-treatment . — It is important to exercise the back muscles 
and to let the patient get abouL In England these patients play all 
games, such as cncket, etc., with infinite benefit to their backs and 
their morale. 

FRACTURE OF THE SPINE ^TTH SPINAL-CORD INJURY. 
— ^There is paralysis below the lerion. which is practically alwaj’s a 
fracture-dislocation, a vertebra bring forced forwnrd and the spinal 
cord mpped between its arch and tltt upper edge of the body of 
the vertebra below% 
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The anatomist will remember that in an adult the spinal cord ends 
at the lower border of the first lumbar vertebra, so injuries below 
this affect the cauda equina, w’hich, being composed of peripheral 
nerves, can recover, while the cord itself cannot. He may also 
remember that the lower the cord gets in the spinal canal the more 
room it has. Thus an injury which would completely cut it across at 
the tightly packed dorsal enbrgcmcnt might only bruise it lower 
down. These facts are of importance both m prognosis and in 
treatment. 

Prognosis . — Sometimes the condition known as spinal shock is 
seen; it used to be thought analogous to concussion of the brain, 
because although paralysis is complete at first it passes off m less 
than 24 hours; it is probably due to minute haemorrhages. 

Like any other tissue ihe spinal cord reacts to injury by becoming 
Swollen and hyperaemic; this reaction may cause pressure on the 
motor and sensory tracts and interference with conductivity. The 
condition always clears up within three weeks, in fact any paralysis 
remaining after that time is likely to be permanent; this is not true 
of the cauda equina, which, being composed of peripheral nerves, 
can go on improving for years. So lumbar injuries have the best 
prognosis. 

X-ray examination, especiaUy lateral photographs, should be 
done as soon as possible, but there is the fallacy that the bones 
may have moved between the accident and the taking of the pictures. 
However, if the X-ray picture shows fracture-dislocation with 
narrotving or obliteration of the spinal canal above the first lumbar 
vertebra, complete and permanent paralysis below the lesion can 
safely be prophesied. 

Examination . — If paralysis is flaccid and complete, with bladder 
and rectal incontinence, and if painful stimuli are not noticed, the 
condition is unlikely to recover. A simple test recommended by 
Watson-Joncs is to flex one of the patient’s toes so forcibly that he 
would normally scream with agony. If he does not notice, the 
paralysis is permanent, but if he feels the experiment at all, the 
lesion is incomplete and some recovery may occur. 

Treatment . — As early reduction with hyperextension is the only 
treatment that can be of benefit, it should always be carried out 
in the manner already described, the one contra-indication to 
hyperextension being, as mentioned before, the uncommon lumbar 
fracture-dislocation with locked articular processes. 

Tfie bladder . — This must never become distended, but catheteriza- 
tion must be avoided if possible; suprapubic drainage, with a 
closely fitting, indwelling (de Pezzer) catteter is the treatment which 
has given the best results and the least sepsis. 

The skin . — A well-fitting plaster cast. If the bony parts are properly 
padded, seems no more likely to cause bedsores than any other form 
of treatment, one reason being that the patient’s position can be 
changed without damaging his spine. 

BROKEN NECK . — -The treatment is complete immobility until a 
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plaster jacket, from the crown of the head to the pehis, can hold 
the head firmly with the neck fully extended, but such cases arc for 
the expert in hospital, whither they should be sent. 

BROKEN PELVIS.— U the bladder or urethra is damaged, it 
receis’es the usual surgical attention, but the important point about 
treatmg the fracture is that the patient must lie on his side; a 
moment’s thought will show that this position helps to bring the 
fragments together, but lying on the back tends to separate them. 
COMPOUND FRACTURES (See also Shock, Wounds.) 

Chemotherapy has changed the whole treatment and outlook. 
A method which has given excellent results is as follows: 

(a) Treat shock (9.V.). 

(b) When shock has been overcome and the patient is fit for 
operation give an intravenous anaesthetic. 

(c) Qeanse the skm thoroughly and disinfect it with flavine, 
mercurochrome or DettoL 

(d) (i) t°ild cases without much tissue damage, and in which 
it is unlikely that there is dirt or a foreign body in the w ound, 
irrigate with sterile normal saline to remove any dots, etc., 
fill the wound with penici&iD solution, 500 units per C.C., and 
sew up. Then treat as a simple fracture, but give parenteral 
peoiciilin for four dajs. 

(u) In severe cases with much trauma, open up the wound, 
removing any dead tissue, loose fragments of bone or foreign 
bodies \^ea it is as certain as possible that everyihlag in the 
wound IS vuble, and haemostasis is perfect, insert tw'O small 
dramage tubes Into the depths of the wound and sew up. ' 

The following points are important : 

Do not use buned sutures; put in deep intenupted silkw orm 
gut or nylon stitches. 

Brmg the skin edges together without tension, rotating a 
flap of skm and fat if necessary, or applying a skin graft if 
the bare area is muscle. 

When the w ound is closed, inject 3 c.c. of penicOlin solution, 
500 units per c.c., through each tube. Apply a dry dressing 
with the tubes coming through it, and finally plaster of Paris, 
through which the tubes project for three inches. Twice a day 
for five days inject 3 c.c. of the 500 units per c.c. penidllin 
solution ll^ugh each lube and give 100,000 units daily by 
parenteral injection. At the end of five days remove the tubes 
and treat as a simple fracture. 

(ill) If penicillin is not available in adequate quantity, carry 
out stages (a), (b) and (c) as abovr, but scatter sulphatluazolc* 
flavine pow der throughout the wound, sewing up if it is w ithin 
six hours of injury, but packing with sterile Vaseline or 
Cibazol ointment gauze and leaving the wound open if it is 
more than six hours after injury. Apply a plasier-of-Paris 
bandage so as to immoInliK the fracture and to enclose 
the wound. 
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FRECKLES 

These may be removed by touching daily with mercuric chloride 
solution 1% in alcohol on the end of a match, 

FRONTAL SINUSITIS— i’ee Nose, Diseases of. 
FURUNCULOSIS— Boils. 

GALL-STONES (See also Cholecystitis, X-Rays.) 

The medical treatment of gall-stones is chiefly directed to the 
prevention and relief of pain, and to exercising the gall-bladder. So 
far no drug has been discovered which dissolves gall-stones hi situ. 

Antispasmodics include atropine and the newer synthetic prepara- 
tions such as Syntropan and Transentin. A good antispasmodic 
mixture is as follows : 

ft Hexamin . gr IS 

Tmct. Bclladonnac 5-10 

Tmct Hyoscyami 

Aq Chlorof. ad • • Sj 

Sjids 

Hexamine is excreted into the bile, but its antiseptic action is very 
doubtful. Bile salts are the best cholagogue and are contained in many 
preparations, such as Bicolaic and Veracolate. Another good 
cholagogue is a saturated solution of mag. sulph. of which one or 
two drachms should be given every morning, but it is singularly 
unpleasant to take ; finally, fats cause the gall-bladder to empty. 

Many people, especially middle-aged multiparae, harbour 
unsuspected gall-stones, but if there are symptoms and the patient’s 
condition permits, cholecystectomy is the best treatment. The diet 
should be plain and free from substances such as eggs, which contain 
cholesterol of which gall-stones are often composed. Fats should be 
taken m great moderation and vegetable fats are generally preferred 
to animal fats. Another reason for culling down fats is that patients 
with gall-stones arc often obese. 

GANGLION 

If a ganglion is rendered tense by full flexion of the neighbouring 
joint, It can often be burst and therefore dissipated by being given a 
sharp, hard knock with some heavy object (the Family Bible is the 
classical weapon, but a text-book on surgery does very well). Firm 
massage with the operator’s thumbs may have the same effect. If the 
ganglion has to be dissected out, the greatest aseptic precautions 
must be taken because it may communicate with a tendon sheath. 
GANGRENE 

This can be divided into (1) Dry, (2) Moist and (3) Gas gangrene. 
Dry gangrene occurs when the limb is empty of blood, as in the 
gradual obstruction of senile or diseased arteries, whereas moist 
gangrene occurs when the limb is full of blood as in the sudden 
obstruction of trauma or embolism, or where a tight bandage or 
plaster obstructs the veins first and the consequent swelling presses 
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on the arteries and finally obstructs them. Gas gangrene is due to 
infection \sith gas-forming or ganisms and responds Vt cU to \igorous 
chemotherapy combined ssith prompt exdsion of the affected area. 

TREATMENT. — ^Amputation is reqtiired for scn'cre pain, spread- 
ing infection or for aesthetic reasons, but except for spreading 
infecDon there is no urgency about it. and as a rtile a line of demara- 
tion should be allosved to form. In the case of senile gangrene, which 
generally affects the toes, amputation b peTformed_abo« the knee, 
because the blood supply in the calcareous vessels b so poor below 
that lei el that the flaps will slough and a new focus of ^ngrene 1» 
formed. In spreading pngrene or when a spreading infection b 
uncontrollable by chemotherapy, amputation should be perfonned 
well inside normal tissue, nei-er through the infected area. In other 
cases, amputation can be performed reasonably dose to the g^grene, 
so long as the incision goes through healthy, frcdy-blecding tissue. If 
a tourniquet b used it must be a broad one and must be released 
during the operation to make sure that the pro ximal tissue bleeds. 

In fair-skinned patients a ample way of finding the dbmncc to 
wluch circulation b adequate is as follows: with a warm patient in a 
warm room, raise the Jiffect^ limb and after tao minutes apply a 
tourniquet ; leave thb on for about five minutes, make the limb Ics'd 
and remove the tourniquet ; the lowest limit of the Boshed area b the 
lowest permbslble place for ampotation. 

OTHER TREATMENT.— 

EmboUe gangrene. — Immediate embolectomy can save the limb. 
An embolus generally lodges at the bifutcatioa of an artery and the 
limb distal to it may be intensely painf ul ]f the area cannot be 
reached or cannot be opened without endangering the patient’s life, 
the artery may beopraed lower down and a long probe passed up to 
the embolus, which b broken up. 

Thrombo-angiitis obliterans. — ThU is not uncommon in India and 
China. Lumbar sympathectomy, by causing s-asodilatation in the 
legs, benefits the condition, but symptoms are apt to recur after the 
lapse of years. 

Syphilis. — ^This should be remembered as a cause of gangrene in a 
young person and should be treated if the blood tests are positive. 

Diabetic gangrene. — Thb b usually mobt and sTry painful, and 
early amputahon b rapuired. 

As a rae the gangrene beg^ on the side of the foot, not in the 
toes. Medical treatment b advisable before amputation. 

Raynaud's Disease. — Thb b rare in India because of the warm 
climate, the characteristic vasoconstriction never occumng in a 
temperature above 52 degrees Fahrenheit. Alcohol has been injected 
mto the stellate ganglion with success, but the surest preventivT b 
not to let the hands or feet get cold. Severe cases may suffer from 
gangrene of thefingers,toes or ears. 

Moist gangrene. — If infected, amputate through non-mfected 
tissue, leaving the flaps open. If there b no infection the limb b 
powdered and kept dry with the idea that in due course it wiU 
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mummify and a line of demarcation form, but if there is much pain 
amputation may be required. Prevention of gangrene can be summed 
up as maintenance of the circulation and avoidance of infection. The 
limbs should be kept warm and dry, reasonably exercised, not 
constricted by tight clothing or footwear and not subjected to minor 
operations such as the removal of corns or bunions or to the 
abrasions incidental to badly-fitting footwear or the cutting of the 
nails. 

Frostbite . — When the hands or feet arc frostbitten they should 
never be warmed quickly, otherwise the blood rushing into the 
damaged vessels permeates them, causing oedema, arrest of circula- 
tion and gangrene. The old method of rubbing the affected part with 
snow is good, and the return of the limb fo warm air must be 
gradual. If gangrene occurs, keep the parts and amputate 
immediately above the line of demarcation when this is clear. 

GASTRALGU 

This IS a painful dyspepsia generally seen in young anaemic 
women and is probably due to erosions of the gastric mucous 
membrane. To begin with, bismuth should be given in full doses, and 
then combined with iron. It is absolutely essential to keep the patient 
in bed. The following prescriptions have proved useful : 


Hyneneat 


Anaemia 


B Calcu Bromidi 

gr. 12 

E Fern et Quin. Cit. 

gr 10 

Qiloral Hydrat. 

sr. 4 

Liq Strychninae . 

ni 3 

Codeioae . 

gr- 4 

Acid. Hydrochlor. Dil. . 

ms 

Aquae Laurocerasl 

m 15 

Aqua Chloreformi ad . . 

5i 

Aquam ad 

it 

( d s , an hour after food 

Hysterical, with Vomiitne 

Cause Unknown 


E Moiph Hydfochlor. 

er. v» 

E Liq. Opii Sedalivi 

ni5-io 

Cocain. Hydrochlor. 

sr t 

Spl Amm Aromat 

oss 

Tr. BeUadonnae 

rn 3 

Aqua. Cami ad . 

Sj 

Emulsionis Amygdalae 

i) 

When the pam is severe 

Gouty 

£ Amm. Carb. 

gr. 5 

E Ext Belladonnac 

gr. 1 

Spt. Acthens Co 

t\[ 20 

Quin. Sulph 

gr. 2 

Aaua Menth Pip. ad 

5jss 

Ext Valerian 

q s 

Every 3 or 4 hours. 

One pill t.d s. 



GASTRIC AND DUODENAL ULCER 
Regarding the vexed question of medical or surgical treatment, 
Devine {Surgery of the Alimentary Tract, a stimulating and original 
work which all abdominal surgeons should possess) writes : 

*Tn cases of both acute and subacute gastric and duodenal ulcer 
the treatment will always be medical, even if these ulcers bleed. 

“In chronic gastnc or duodenal ulcer which are associated with no 
definite ulcer diathesis and no secondary fibrotic changes medical 
treatment gives every prospect of permanent cure . . . but in 
chronic gastric or duodenal ulcer with which is associated a definite, 
perhaps causative, diathesis, although temporary cures may be 
obtained under medical treatment, a permanent cure cannot be 
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expected. For instance, the duodenal nicer associated inlh a high 
aadity and a very quick emptying time nill keep recurring after 
being medically cured, because the muscular slomach and tbs high 
acidity are the causatise factors, and cannot be permanently remo’Cd 
by medical treatment. Such a type of ulcer, if verj' chronic, generally 
requires surgical treatment. 

“In the case of a gastric ulcer whidi is old and %Try chronic, and is 
accompanied by secondary fibiotic changes, there is much dan^r in 
contmued medical treatmenL Such an ulcer, loo, has very little 
chance of healing naturally, especially if it is complicated with a 
stenosed and therefore crippled stomach. 

“Although in the case of duodenal ulcer associated s^ith a 
diathesis, with penetration or with secondaiy fibrolic changes, 
medical treatment does not offer much prospect of permanent cure. 
It should be remembered that surgical treatment is not so successful 
and satisfactory as it is in gastric ulcer in similar circumstances. 

“Of recent J’cars, since medical treatment become ‘fashionable’ I 
ha\e seen a number of cases of gastric cancer treated as gastric ulcer, 
until the lapse of time show ed the true nature of the case. In some of 
these cases c\ en an expert radiologist may not be able to demonsliale 
a 'fiUiog defect’ characteristic of carcinoma.” 

Further, surgical treatment is required when there is perforation, 
stenosis, repeated haemorrhage, bour>gIass stomach, or a suspidon 
of maLgoant disease, but et'en in the most expert hands the cure-rate 
of gastnc cancer is lamentably low. 

MEDICAL TREATMENT. — ^The late Sir Arthur Hunt, whose 
treatment is most generally foUowed and has stood the test of time, 
ga\e details lo the last edition of this work; these are ^s-en below, 
slightly modihed. 

In India, Hurst’s regime is very diScult to cany out because the 
average patient cannot realize that be may be ill even though he feels 
well, and as soon as sjTnptoms disappear, he wants to be up and 
domg. 

(o) Take a careful history; in no disease is the history more 
important 

(h) Make a careful chnical examination, noting any tender spots, 
particularly in the epigastrium and over the appendix area, 
also take the blood-pressure, examine the tongue, the bran, 
the nervous system and the urine. 

(f) Have the stoob examined for parasites, especially Ank} hstoma 
duodenale, and occult blood. 

[d) Have a test meal done, and repeat it after two days. 

(e) Have an X-ray-banum meal examination done to discover the 
size, shape, mobility and emptjing lime of ibe stomach, the 
shape of the “duodenal cap”, the exact location of any tender 
spot, the presence and situation of any ulcer or other lesion, 
and the state of the appendix. 

The presence of a peptic ulcer suitable for medkal treatment 
being established, proc^ as follows: 
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GENERAL TREATMENT.— 

(а) Tell the patient that he must go to bed for three weeks, that 
in his own interests he must submit himself to the routine 
prescribed, and that it will be unnecessary to call in other 
physicians with rival methods of treatment. 

(б) Admit him to hospital or en^ge a competent nurse, other- 
wise the relatives are liable to give him unauthorized 
additions to the diet or medicine. (In cases of unexplained 
failure of treatment such a possibility should always be 
remembered.) 

(c) The patient may move about in bed and may go to the 
lavatory for the purposes of nature ; he may also have a bath 
once or twice a day. 

(d) Weigh the patient once a week. 

(e) See that the teeth are clean and in good order. Septic teeth 
call for removal and artificial teeth must be supplied if 
needed. Imperfectly chewed food is bad for a peptic ulcer. 

DIET. — As long as the patient is in bed feeds are given two- 
hourly, and water is given between meals if required. 

First Citrated milk (2 gr. sodium citrate to each ounce) 

every two hours from 6 a.m. to 8 p.m. inclusive, with two milk feeds 
during the night. This gives 5 pints of milk in the 24 hours— 2,000 
calories. 

Second Week.—l( the patient is not a vegetarian give a beaten*up 
egg (ISO calories) with the 8 a.m. and 8 p.m. feeds and a piece of diy 
toast and honey or glucose (about 50 calories) with the 10 a.m. and 
6 p.m. feeds. 

If the patient is a vegetarian give a vegetable-puree soup made with 
milk and filtered through gauze at the 8 a.m. and 8 p.m. feeds and 
the toast and honey as above. 

Dunng this week, as m Hurst’s routine, Bengcr’s Food, Ovaltine, 
Hotlick’s milk, etc., may be given instead of any milk feed, but each 
feed ^ould be 5 ounces. 

Third Week . — ^Three to four ounces of creamed fish, chicken, 
potatoes, carrots or dal may be taken at the 8 a.m., 2 p.m. and 
8 p.m. meals as well as milk. The patient is now receiving enough 
calories to enable him to get up, so he is gradually allowed up, but 
not to put on his day clothes until the fourth week, after which he 
slowly resumes a normal diet, but he must have either food or 
S ounces of milk every two hours until symptoms and X-ray 
examination show that the ulcer is healed. 

Subsequent Routine . — Spiced foods, foods with pips, greasy foods 
and pastry are not allowed. 

Alcohol, if taken,musLbe well diluted and taken withorafter meals. 

The patient must never smoke more than li hours after a meal. 
Cigarettes are better than pipes or cigars. 

Meals must be regular and oever more than four hours apart. 

Reasonable outdoor exercise is necessary and the patient must be 
as free from mental strain as possible. 

Constipation must not be permitted. 
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Druts . — In ibe ^Titer's expcriencs ihe most rjccessful antacids are 
colloidal aluminium hjdroxide and maencsium silicaie, «pKi3ll>- 
w hen euxed s»itb a little belbdonna, which diminishes both scc^oa 
and spasm, and should be added to the po» der in the pmponion of 
one and a half grains of Puls. Belbdoanac or half a gram of E^cL 
BtlUdonnsc Siccum to each ounce cf the powder, or S mir . tf ns of 
Tima. Belladonnac to each ounce of a liquid preparabon ofeoDoid^ 
aluminium hjdroxide. A leaspoonfid of the powder or liquid is 
taVen m water an hour after each meal ; ia some cas« tw o tcaspMO- 
fuls are required. Some preparations cf colloidal alu m i n ina 
hjdroxide. e.g.. Alodrox fWseth). Lactalumina (CrooLes) a« sold 
in liquid form. If the belladonna does not rail the patient it may be 
omitted or gism only at bedtime. 

In addition to iheabose. an ample aHowance of siiaoias is gisen, 
such as 10.000 units of siiamia A, 6 ciilhgrcms of s-itamin B, and 
100 milligrams of sitamin C esny -4 hours. 

Any attack of pain should be relieved immediately by a dose of 
antaad. 

An alkaline powder may be used, but is not so satisfactory; the 
following IS about the best: 

& BjSTuth. CsrO , 

viip Cart Pond.' .. aa 

Sod BtnrC r*rt> xed 

Cf«2e Pnrp. • 

the dose being a teaspoooful one hour after food, or Madsaa's 
Powder may ^ used instead. 

At bedtime the patient should swallow- a dose of asudd with 
belladonna and a ublespoocful of ohx-e oil and he shosld bast 
doses of his tnedicme and at last h^ a pint of rulk by his bedside. 

The prolonged use of adsorbents is not recoaaesded because they 
partially prexTnt absorption of certain foodstug’s, notably vitamins. 

Many patients, both in India and elsewhere, gel weary of pro- 
longed medical treatment, with the constant fear of reccxieaccs, the 
feeling of malaise and the interruptions in their work, so they 
demand something better and quicker in the way of trcatmenL For 
this class of patient Somervell of Neyoor, who has more experience 
of peppe ulcCT than anyone else in the world advodtss his operation 
of physiolopeal gastrectomy, in wlach he ties four out of ex-ery fix-e 
of the aiienes on the anienor and posterior walls of the stomach 
and then does a posterior gastrojejunostomy. The operation is both 
easier and safer than partial gastrectomy and much more beneScaal 
than simple gasirojquDostomy. After Somen-ril's operation the 
gastric acidity is greatly redu^. The cSacy of the o;«ratioa is 
shown by lU popularity among Ihe fwople of Trax-ancore. among 
whom the inodenceoffwpticnlceris probably the tieheslin thewerid. 

Exanmation <ff Stomach CoKlents 
The old-fashioned test breakfast of Ewald has been replaced by 
the fractional test-meal, winch ghrs information as to the resting 
juice, the gastric secrctioa throu^oui the period of digestion, the 
secretion of mucus, regurgilation of Inle and duodenal contenls, and 
an accurate estimate of the rate of tte stomach emptying. 
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Briefly the procedure is that the patient has no food after 8 p.m. ; 
early next morning the patient swallows a Ryle’s tube (this is often 
the most difficult part of the exanunation) and the resting juice is 
then withdrawn. With the tube in situ a pint of thin porridge is 
swallowed and the tube clipped. Then at intervals, usually of 15 
minutes, each fraction of the meal — 5 c,c. — is withdrawn with a 
10 c.c. syringe, the total procedure usually lasting 2i hours. The 
contents of the nine test-tubes and the one containing the resting 
juice are then examined for the following ; 

(1) Mucus. (4) Starch. 

(2) Bile. (5) Free acidity. 

(3) Blood. (6) Total acidity. 

MUCUS. — Excess of mucus in all specimens is a sign of gastritis. 

BILE. — If there is spasm of the pylorus, bile will be absent in the 

early stages. 

BLOOD. — If macroscopic blood is present m each test-tube, 
especially if digested, it points to carcinoma of a large ulcer. 

STARCH.— Testing for starch is the best method of showing the 
emptying time of the stomach. It should normally disappear in 
one and a half to two hours. 

FREE AND TOTAL ACIDITY.— Speaking generally, while the 
free acidity in gastric ulcer is normal, m duodenal ulcer it is high. 
The test is of great value in carcinoma of the stomach, especially as 
the resting juice is foul, and the type of curve from achlorhydria or 
low acidity is also common in carcinoma coli. Absence of free.HCl, 
in addition to carcinoma of the stomach, occurs in pernicious 
anaemia and in the later stages of gastritis, in a large percentage of 
old people, and as a congenital defect in some children. 

The following shows the record of the test-meal in chart form : 





Fig 16.— The shaded area represents the hnuts for free HQ (dimethyl 
indicator), of 80% of normal people. 

repteseots free HCl. 

represeots total acidity. 
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Gaslric Image 

Gastnc Lavage or washing out the stomach is inc^cated in cases 
of poisoning, in gastric disturbance io children, in the various 
conditions of chronic gastritis, to remove fermented food and 
excessive secretion of mucus, for persistent post-operative somiting 
and for the faecal vomiting of intestinal obstruction and peritonitis. 

The tube should be of soft, red rubber, 30 inches long, with a 
solid end and two or thra lateral openings. The tube should be 
connected, by a ^ass junction, to another piece of tubing, about 
30 inches long, attached to a rubber fuoneL A tube that is weak or 
cracked should never be passed. 

Attention to the following details will lessen the discomfort to the 
patient. 

(1) Artifidal teeth should be removed. 

(2) If the tube is passed in a sitting position, the head should be 
slightly flexed. 

(3) The longue should never be depressed as this causes the patient 
to involuntarily hold his breath or to vomit. 

(4) The tube wet with w-aier— never greased— is introduced into 
the posterior pharynx, and the patient instructed to swallow, 
at the same time breathing deeply and regularly. 

In children, the patient is held by a towel passing round the body, 
holding the arms down, the mouth being opened w'itb a gag. A soft 
rubber catheter is used as the stomach tube. 

ACUTE GASTRITIS.— The causes are excess of irritating and 
indigestible food, alcohol, arsenic, food poisoning by the Salmonella ' 
group and poison gases such as chlorine. 

TREATMENT. — This is to remove the cause, and &ve a good 
purge — castor oil 5 j to siss — if there is not much vomiting. In 
persistent vomiting lavage of the stomach b necessary. Hot fomenta- 
tions or stupes to the epigastrium are prescribed. Stop all food for at 
least 24 hours and when the stomach has been emptied of its irritating 
contents give: 

B Bismuth Carbonat gr. 20 

Liq Morph. Acet. .. . .. .1^12 

Mucilag Acacia q *. 

Aqua. Chloroformi ad .. .. 3j 

Every 4 hours. 

CHRONIC GASTRITIS. — Ouses are oral sepsis, alcohol in a 
concentrated form, defective mastication and unsuitable food, 
certain drugs such as colchicum, mercury and squill, and it occurs 
secondary to cardiac and respiratory disease and cirrhosis of the 
liver. 

TREATMENT. — Remove or treat ihc cause. Lavage is of great 
importance; Hurst recommends hydrogen peroxide 3ss to the pint, 
whicb removes the excess of mucus. If tbe patient will not submit to 
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lavage large drinks of hot water or a mineral water such as Vichy are 
given. Medicinal treatment is of little value unless the cause is first 
removed, then the above bismuth, hydrocyanic acid and morphia 
mixture may be given. Later a combination of alkalies and bitters, 
or if there is much fermentation sodium sulphocarbolate as in the 


two following prescriptions : 

R Sod. Bicarb. gr. 10 

R Sod Sulphocarbolatis 

. . gr 12 

Tr Rhei Co 

nv IS 

Sod Bicarb 

. gr. 12 

Tr. Zingerberis 

ta 30 

Sp Ammon. Aromai. 

. ni 30 

Inf. Gentian. Co. ad 

5J 

Tf Gentian. Co. 

m 30 

t d.s p c. 

Aqua. Chloroformi ad 
Two tablcspoonfuls one 
food 

. Si 

hour after 


GASTRITIS, ACUTE, IN CHILDREN 
The patient should be kept warm in bed with hot fomentations to 
the aMomen. If vomiting has not emptied the stomach it should ^ 
washed out with warm water containing sodium bicarbonate. No 
food should be given and only sips of water allowed until all acute 
symptoms have subsided. The bowels should be emptied by an 
enema and a simple bismuth mixture given. 

GASTROPTOSIS 

The great majority of patients who complain of gastroptosis are 
the subjects of neurasthenia, and their symptoms are due to this 
condition, and not to any displacement of the stomach. 

GENU VALGUM— Knock-knee. 

GIDDINESS— See Vertigo. 

GLANDERS 

This disease is caught from horses or donkeys and is rare in man. 
Acute glanders begins as a severe inflammation of the nasal 
mucous membrane, which rapidly involves the whole nose. Toxaemia 
is severe and death from pneumonia usually follows. 

Chronic glanders is occasionaUy the unsuspected cause of a 
chronic severe nasal discharge. 

TREATMENT. — ^This is by drastic cauterization of a recently 
infected area. Chemotherapy, especially with penicillin, together 
with immune serum, if available, is pushed vigorously, 

GLANDULAR FEVER 

Cases of this disease are occasionally met with in India. The 
patient is usually young, the enlargwnent of the glands commonly 
begins in the neck after two or three days’ fever, or there may be 
high fever, and the throat is normal. The blood usually shows a 
mononucleosis after several days and the Paul-Bunnell heterophil 
antibody reaction is positive after about the fourth day. The disease 
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may last about 10 days, a month, or scs'cral months and there may 
be relapses. 

Treatment is by sulphonamides; penicillin, however, is useless. 
GLAUCOMA— See Eye. 

GLOSSITIS — See Tongue, Diseases of. 

GLUCOSE 

Glucose is a valuable therapeutic agent in a large number of 
conditions. Given alternately with sodium bicarbonate by rertutn, 
by mouth, or intravenously, it is the best treatment for acidosis. In 
hypoglycaemia due to over*dosage with insulin the symptoms are at 
once relieved, and it is also given in conjunction with insulin for the 
treatment of diabetic coma. It tos bwn used with advantage in 
cyclical vomiting and asthma of children. It has also been used as an 
injection for varicose \eins, as a surgical dressing, and is the best 
method of rectal feeding ; given by the mouth it is a valuable food for 
patients with pyre-xia or great debility as it requires no digestion 
before assimilation. 

As regards uses before and after operations, the following 
summary is taken from the E'tira Pharmacopoeia: 

Always before a severe operation: (1) When liver cSicicncy is 
suspected ; (2) ubeo the metaboUc rate is high ; (3) when the 
patient is under«aourished or emaciated. 

Always after a severe operation when blood transfusion is 
impossible. 

After any anaesthetic; (1) When the loss of blood has been 
considerable, and blood transfusion is impracticable; (2) incase 
of shock, (3) when it has not been given before the anaesthetic; 
(4) when there has been excessive disturbance of the tissues, or 
an unusually large amount of anaesthetic has been given; (5) 
when there is a Wstory of epilepsy. 

ADMINISTRATION. — ^Intravenously it is pven in a 7% solution. 
Subcutaneously 4-5% solution up to 2 or 3 litres representing 
90-210 grammes of glucose. Per rectum: a 6% solution in lap water 
(525 grams to the pint); stronger solutions may be tried, but as a 
rule anything above 6% isotonic solution is retained with difficulty. 
It must not be given in normal saline as then being hypertonic it is 
absorbed with difficulty. 

GLYCOSURIA {See also Diabetes Mellilus.) 

Low Renal Threshold is iinpormnt chiefly because the blood-sugar 
b already low and insulin may make it dangerously so ; the condiuon 
IS suspected if the urine shows a little sugar after meals, and is 
confirmed by a blood-sugar curve. The ^ycosuria can often be 
abolished by forbidding sugar but allowing starch. It has been 
known to develop into diabetes tnellitus. so periodic examinations 
are advisable, but otherwise His hamless. 
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Glycosuria also occurs in certain pituitary disorders though in 
others, notably acromegaly, sugar tolerance is abnormally high. 

In so^alled “lag curve” glycosuria the sugar is either absorbed 
too quickly or stored too slowly, so for a short time it appears in 
the urine and the blood-sugar is high ; it is often a forerunner of 
diabetes mellitus. 

Haemochromatosis or bronzed diabetes is a familial disease 
affecting males almost entirely. There appears to be an inability to 
excrete iron, so it settles in the tissues, ultimately destroying the 
pancreas, making the liver cirrhotic and brick-red, and impregnating 
the lymph glands and most of the other tissues of the body. 

Treatment is as for diabetes mellitus. Experimentally glycosuria is 
produced by puncture of the floor of the fourth ventricle and by 
phioridzin poisoning. 

GOITRE 

A word about the pathology will help to explain the different 
varieties of goitre and their treatment. 

The gland responds to iodine shortage, plus some unknown 
factor, by increasing the number of its cells— hyperplasia ; if this 
continues unabated the secretion increases and becomes perverted- 
exophthalmic goitre, Graves’s disease or thyrotoxicosis. 

Ir, as usually happens, involution occurs without excessive and 
toxic secretion the condition is called simple goitre. Involution can 
take two forms, either the cells become small and flattened and the 
acini enlarged, colloid goitre, or the cells increase in numbers but 
not in activity, so many small acini are seen, containing little or no 
coUoid, parenchymatous goitre; there is also an increase in the 
fibrous tissue of the gland ; this is the common variety in the hill 
tracts of India and can attain a great size. 

Mixtures of the two, or all three, can occur, forming adenomatous, • 
nodular or toxic adenomatous goitres. Finally, the gland may be- 
come inflamed — “woody thyroid”— carcinomatous, or occasionally 
tuberculous. 

TREATMENT. — From the above remarks it ivill be deduced that 
an adequate intake of iodine will prevent the onset of goitre or may 
even cure the early stages before structural changes have occurred, 
and this turns out to be the case. Some years ago iodized salt was 
very popular, and it should certainly form an article of everybody’s 
diet in goitrous distTkts. 

In larger doses, iodine may be given as tincture of iodine or as 
Lugol’s solution (iodine 1 part, potassium iodide 2 parts, water 
20 parts), five drops three times a day in milk, and increased as 
necessary. This has a dramatic effect on a case of Graves’s disease, 
causing symptoms and some of the swelling to disappear by the end 
of 10 or 14 days; this preparation should be given to all cases of 
Graves’s disease before thyroidectomy. Unfortunately the improve- 
ment is short-lived. 
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Thiouracil and Methyl /AiouraciV.— The usxial dosage is as follows : 

Weeks 1-2 . . 600 rog —one tablet 3 limes a day. 

Weeks 3-4 . . . . 500 rog.— ooe. one, and one-half a tablet a day. 

Weeks 5-S . . . . 400 mg —one tablet twice a day. 

Maintenance dose . . 200 mg.— one tablet a day, or less. 

K few points requite emphasis; improvement does not set in for 
several weeks ; it is d^yed by previous admlnistraUon of iodine ; the 
thyroid usually enlarges and becomes softer in the early weeks of 
treatment but later diminishes in size; finally, relapses may occur if 
treatment is stopped hut disappear when it is resumed. Certain 
toxic reactions have been reported, chiefly in the form of nausea, 
enlarged glands and initial leucopenia; methyl thiouracil is less 
toxic than thiouracil, but early hopes have not been entirely realized 
with either drug. 

After thiouracil, operation may be more diSicult because of 
haemorrhage and the hardness of the gland. The treatment of simple 
goitre is by operation if the tumour is brge, unsightly, retroslernal 
or causmg pressure ; the nodular type of goitre is more likely to press 
on the trachea than the other types. Interference with the recurrent 
laryngeal nerves and consequent paralysis of one or both vocal cords 
suggests malignant disease. 

Loiig<oQtinued hyperthyroidism may cause auricular fibiilLatioo, 
which can be relieved by operation or by thiouracil Total 
thyroidectomy has been advocated for aU cases of auricular 
fibnllation, but this is allowing enthusiasm to oterride judgment. 

Many pauents with goitre ultimately suS’er from bypothyroidUm 
and need the daily administration of thyroid gland or thyroxine. 

GONORRHOEA — See Venereal Diseases. 


GOUT 


TREATMENT OF THE ACUTE ATTACK. — ^The patient must 
be put to bed, the limb raised on a pillow and protected from the 
weight of the bed<lothes. 

One of the following local applications should be used: 


B Oleum Gaulthenae \ or 

Oleum Ohvae 

Lm Sapoms [ . aa 

Tr Aconitj | %n 

Tr Opii ) 

Apply freely aod cover with cotton- 
wool 


E Liq PluraW Subaeet. .. IIl'36 
Tr. Opii .. . .. 5 j« 

Aqoam Desc .. .. JvJ 

Apply on wetl-soaked lint, cover 
with oiled silk and lightly bandage. 


Diathermy is said to relieve the acute pain quickly. 

Internally a good dose of calomel or blue pill should be given, 
followed by a s^ne 12 hours afterwards. Alcohol must be entirely 
stopped, and diet consists only of milk- diluted with potash or 
barley water. 

Colchicum given as in one of the following prescriptions usually 
relieves the pain, but it may be necessary to give a single dose of 
morphia or pb^tacetin to obtain reUef. 
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R Tinct. Colchici .. .. JH.20 B Colchicine .. .. gr. 

Pot. Cit. . . . . . gr. 40 Sacch Lad . . ■ gr. -J 

Aqua. Chioroformi ad . . Ext. Nuc. Vom gr. i 

Every four hours until the acute Ext Hyos. • gr. i 

symptoms subside. Ext Gentian. .. qs. 

(one pill.) 

One pill every 3 or 4 hours. (Luff) 
CHRONIC GOUT.— lo every case of gout search should be made 
for a septic focus, as this may be the precipitating cause in an 
attack. The bowels should be regulated by mild not strong laxatives. 
The patient’s shoes must be adjusted so that there is no undue 
pressure. 

As regards diet all articles containing excess of nucleo<protein such 
as brain, kidney, hver, sweetbreads and fish-roe should be excluded, 
together with any food the patient has found by experience to 
disagree. Curries and all rich and highly spiced dishes are forbidden. 
As regards alcohol, beer, stout and red wines — especially port — 
should be avoided ; if any alcohol is allowed it should be taken in the 
form of whisky. Plenty of fluid should be taken in the form of barley 
water or plain water with fruit juice or lemonade. 

Medicinal Treatment. — A toph.an, Quinophan or cinchophen 
is valuable and increases the output of uric acid in the urine, but 
unfortunately may cause grave and even fatal toxic symptoms; 
these can be avoided by allowing an interval of five days between 
courses of treatment, which should not last longer than 3 days, and, 
after all the more acute symptoms have abated, giving it on only 
one or two days per month. 

B Atophaa . gr 10 B Pot. lodid. gr. JO 

Sod. Bicarb gr 20 Pot Citrat. . S»s 

For one cachet t da. with a tumblerful Inf. Buchu ad Sj 

of water. t.d.s p c. 

B Pulv Guaiaci .. gr. 10 B Pot. lodid. gr. 10 

Pot. lodid gr 10 Liq Arsenicalis . Il\ 2 

One cachet t d s p c. Tr Nuc. Vom. IH 2 

If the guaiacum causes purging Inf. Gentian Co ad . . 3j 
reduce the dose or add Cretae Pracp t d s p c. 

5 to 10 gr. 

GRAVEL 

The commonest concretions arc uric acid, and these are soluble in 
an alkaline medium; by giving alkalies the urine is easily rendered 
alkaline, and the patient at once relieved. Potassium salts are 
pleasanter to take and are better solvents than sodium salts. The 
citrate or acetate should be given in 1 or 2 drachm doses every 
3 hours. Diet: Nitrogenous food should be small, and stimulants 
stopped. 

I/ric jiaJ Gmvei 

E Pot. Acetatis . . . gr. 30 B Lithii Qt. . . gr. 5 

Hexamio . . . . gr. 8 P Mag. Borocit. Co . gr. 30 

Syrup 3ss Hexamm gr. 5 

Aquam Destillatam ad . . Si Aquam Desd'ltatam ad . . 

t d s. t.d s. 

R Atophan or Novatophan 7J-fr. tablets 
2 tablets t d.s. with plenty of water. 
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OXALURIA.— Oxalate of lime is insoluble in alkaline media and 
for such, this treatment is useless. In cases of oxaluria, magnesium 
salts base been gi\en to replace some of the calcium oxalate by the 
corresponding magnesium compound which is much more soluble. 


Oxaluria, Useful Tonie in 
R Acid Nit -Hydrochlof.Dil. R 10 

Uq. Strychninae .. Bl 3 

Spt Chloroform . Bl 5 

Synip Zmgibens .. oss 

Aquam ad . xj 

In a bttle u-ater t d s. 


Phosphatie Deposits 
B Acid. Hydrochlor. DjI. .. 1^15 
Sy-nip .Mori • . . . IH 30 

Decoct. Horde! ad . . 

I d s. in a winegiassful of water. 


GYNAECOLOGY 

By LKUT.-CotxyvEL V. B. Grun-Armvtaoe, 
M.D., F.R.C.P.. F.R.C.O.G., LM.S. (ReU 
Revised and added to by the Editor (H.W.) 

Amenorrhoca <H W ) 

Cervical Fibroids and Broad-Usameni cysu 

Chonon Epitheliona . 

Curetuge tH.SV.) 

Dystnenorrhoea (H.W ) 

Dyspareuiua (H W.> 

Ectopic Gestation (H.W.) 

Endometnoma 

“Froaea Pehii” 

“Gynaecological Regrets** 

Large Ovarian Cysts 

Leucorrboea (H W ) .. .. 

MeaORhagia (K \V.\ 

Operative Results 

Ovanan Tumours .. . 

Pelvic loHaranwtion .. 

Polypi (HW.) 

Post-Meoopausal Uienae Haemonbage 

Prolapse 

Pnintis (H.W ) 

ReHovenion and Retio&ciucm IH W > 

Sterility . 

SlenlizauoD, an easy method .. 

The Cervix 

The Climaetsnc (H.W.y 

Tropical Affections of the Vulva 

Va^nal Hysterectomy .. 

Vagmismus 

Vesico-Vaginal Fistula tH \V ) 


AhiENORRHOEA 

This IS divided into three types, apparent, primary and secondary. 

APPARENT AMENORRHOEA . — ^This is due to retention of 
the menses by an imperforate hymen. As a rule, the whole genital 
tract is aSected, not only the va^na being full of blood (haemato- 
colpos) but also the uterus (haematometia) and the tubes 
(haematosalpinx). "nie distended uterus can often be felt above the 
pubes. The condition would not exist if every femsile child were 
examined in babyhood. 
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Treatment . — ^This is to make a small crucial incision in the hymen 
and let the retained blood (which is of a tar-like consistency) escape 
slowly under strict asepsis. Subsequent child-bearing is unlikely. 

PRIMARY AMENORRHOEA . — ^This is rare; it is said to be 
present when a girl has passed the usual age of puberty (9~15 years, 
in India) without menstruating; some girls develop slowly and may 
not begin menstruating till they reach the age of 18, but this is 
uncommon, especially in a warm climate. 

The cause is some structural defect or glandular deficiency, the 
glands chiefly concerned being the pars anterior of the pituitary, the 
thyroid, the ovaries and occasionally the adrenals; diabetics 
sometimes fail to menstruate. 

Diagnosis . — A complete examination is made, the pelvic examina- 
tion being made preferably under an anaesthetic and per rectum 
rather than per vaginam. The general state of the patient is also taken 
into account, the secondary sexual characteristics being particularly 
observed. 

Treatment , — In many cases, treatment is likely to be useless and 
the parents or prospective husband should be told so quite frankly. 
Even the greatest surgeon cannot provide a uterus for a patient who 
has not got one. In border-line cases when no structural defect is 
found, except perhaps an infantile uterus, an artifleial menstrual 
cycle can be established by careful and persistent giving of hormones ; 
after several months or even a year of perseverance, the artificially 
stimulated organs may have developed enough to maintain the 
normal rhythm, but more commonl;^ the periods die away again if 
the hormones are stopped ; however, it is worth trying if the patient’s 
relatives can afford it. It is most essential to build up the patient's 
general health at the same time. 

The human menstrual cycle usually is between 25 and 3 1 days, the 
Graafian follicle in the ovary rupturing fourteen days before the 
beginning of the next menstrual period, that is between II and 
17 days after the beginning of the previous one (see also Birth 
Control). 

Now the interesting thing is that before it ruptures, the Graafian 
follicle, activated by Prolan A from the pituitaiy, secretes one kind 
of hormone (oestrogen), but after the rupture the corpus luteum 
begins to form and is activated by Prolan B to secrete a different 
hormone, progestin (Proluton, Lutocyclin). 

Therefore, in trying to initiate the cycle in a non-menstruating, but 
otherwise fairly normal, female we imitate nature by giving oestrogen 
(3 doses of 50,000 units or 5 mg. at 3-day intervals) during the first 
half of the cycle, and progestm during the second half, the dose 
being 5-10 mg. daily for 5 doses, the last dose 5 days before the 
expected period. In such a case the calculation is made on a 28 day 
basis. Prolan A and B or oral preparations may be used instead, but 
the latter are not so effective in tfds kind of case. 

SECONDARY AMENORRHOEA.—Yhis is cessation of the 
menses in a patient who has previously menstruated. It may be 
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physiological or patholo^cal, the physiological causes being 
pregnancy, lactation and the menopause. 

“The commonest things most commonly occur”, so until it is 
proved otherwise, secondary amenorrhoea should be assumed to be 
due to pregnancy, but t^ assumption need not necessarily be 
communicated to patient. 

Pathological caiaes . — Certain people, probably because of a 
mild endocrine insufficiency, menstruate irregularly or may ha^e no 
penods for several months at a time. Others may l» affected fay 
anxiety, an unpleasant experience, an operation, an illness, or by a 
change in cUmate or in height; a change from heat to cold or from 
the plains to the hilts often being follovied by tem^raty 
amenorrhoea, which may also occur when the change is in the 
reverse direction. Some women have an early menopause, but are 
perfectly healthy. 

Certain diseases, such as diabetes, anaemia, hyperthyroidism, 
pituitary tumours, Addison's disease and mental disease are often 
assodated with amenorrhoea, as also may be oiurian cysts. 

A simple way of deciding whether in a healthy young woman a 
delayed period means a pregnancy or not is to give her an intra- 
muscular injection of Prostigmin 2 c.c. on three successive days. If 
the delay is due to pregnancy, nothing will happen, but if not, the 
period will begin. The Friedman and Aschheim-Zondek tests (see 
Obstetrics), also help. ' 

Treatment . — ^The treatment of secondary amenorrhoea not due to 
pregnancy, lactation or the menopause, is to attend to the cause if 
found; offienvise, tonic and hormone treatment on the lines 
advocated for primary amcoonhoea will generally be successful. 

CERVICAL FIBROIDS AND BROAD-LIGAMENT CYSTS 

Although these tumours are not uncommon, they are always a 
source of amuety during operaUon. Few surgeons of any large 
expenence have not at one lime or another cut of tom a dispLicai 
ureter or bladder. On one occasion on opening the abdomen I cut 
right into the bladder, and on another I cut away 3 in. of a very 
displaced ureter winch I had ligated with the infundibularligamenl. 
Provided it is realized what has happened nothing untorrard will 
occur. The books say that the ureter can be anastomosed or that 
it can be implanted into the bladder, but those are very difficult 
and tedious ptocedurts; personally I think the easiest and quickest 
method is to transplant die proxiinal end into the sigmoid colon on 
the principle of Coffey's operation, using the same t^hnique as 1 
have described for inoperable vesico-vaginal fistulae and ectopia 
vesicae. In the case recorded above this was done and recovery was 
uneventful. The bladder can alnwys be sewTi up with fine catgut, and 
invariably heals if a self-retaining catheter is inserted. In the case of 
large tumours, one must be prqiared for and guard against shock 
and haemorrhage, which are very common when large retro- 
pentoneal areas are laid bare. 
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THE CERVIX UTERI 

At the present moment there is only one known way to combat 
cancer mortality and that is by the recognition of the process in its 
earliest stages, or, better, to identify those lesions which are definitely 
known to be forerunners of malignancy. 

The importance of this statement will be realized when the public 
and alt practitioners remember that one out of every 27 women 
dies of cancer of the uterus. Now, it is a well-known fact that 
women who have never borne children or in whom there has never 
been any previous inflammatory process within the cervu, rarely 
develop cancer of that organ. What then is the prc-cancerous stage 
in a woman who has borne children? Surely it is the presence of 
chronic inflammation, the result of chronic irritation, this irritation 
being most probably of a chemical nature, just as coal-tar produces 
carcinoma of the scrotum, and a pre-cancerous condition of the 
epithelium can be produced in the skin of a rabbit by the application 
of coal-tar. 

It has been suggested that the constant bathing of the cells of 
the vaginal portions of the cervix, which were intended to remain 
in an alkaline solution, with a purulent acid secretion is an important 
factor in the causation of malignancy. Nevertheless it must be 
remembered that chronic inflammation and irritation is kept up by 
the presence of hosts of bacteria which harbour in the complicated 
glandular arrangement of the cervical mucous membrane, and that 
an erosion of the cervix is neither an ulceration nor a granuloma, 
but rather an adenoma. 

We do not yet know the exact cause for the proliferation of cells, 
previously normal, to form what we call microscopic cancer, but 
there seems little doubt that chemical and bacterial irritation and 
inflammation are the predisposing factors. Therefore, it behoves us 
in every case of erosion plus laceration in a parous woman over the 
age of 30 to insist on adequate treatment, and by that I do not 
mean painting with picric acid or carbohe acid, or the use of 
ionization and suchlike tinkering gynaecology, which prostitute 
the good name of our art, but rather excision, amputation or electric 
cauterization of.the entire diseased area. 

Huggins, in 2,985 cases treated on these lines during the last ten 
years, has never seen cancer of the cervix develop in one of these 
patientSj.and in an admirable thesis he deplores the carelessness of 
the gynaecologist in lus responsibility to infections within the cervix, 
and states that ir is ovr duly to /each both the profession and the 
public that every infected cervix should be adequately treated as it 
carries with it the possibility of malignancy. He prophesies that the 
time will soon arrive when women will consult the gynaecologist 
once in six months just as they do their dental surgeon. 

Time and again the writer has insisted on the importance and 
necessity of an adequate pelric examination with the use of a 
speculum in the case of all women consulting their doctor, either 
immediately or remotely after confinement, or abortion. 
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CHORION-EPITHELIOMA 

Hve per cent of women suffer from chorion-epithelioma after 
hydatidffonn mole, which, though not ^ cry common in England, is 
of frequent occurrence in the tropics. If this condition is diagnosed, 
it can be operated on from below, doing a vaginal hysterectomy 
with ease. I have done 4 va©oal hysterectomies for chorion- 
epithelioma m 10 years. There is less haemorrhage and no shock, 
and little fear of infecting the general peritoneal cavity by this route. 
Three patients were alive and well one year afterwards; one died of 
haemoptysis six months later. 

CURETTAGE OF THE UTERUS 

Since the advent of hormone therapy, this is less commonly 
earned out than formerly, the usual indication, apart from com- 
pleting an abortion, being the present of pbcental remains which 
are causmg haemorrhage. Curettage is also done after dilatation in 
cases of spasmodic or membranous dysmenorrhoea, and sometimes 
after (it must never be done before) a Rubin's test for sterility. 

METHOD.— 

(a) Anaesthetize the patient. 

(b) Put her in the bthotomy position with her buttocks over the 
edge of the table. 

(c) Apply towels, swab out the vagiM with mercurochrome or 
flavme solution Oodine is rather irritating) and disinfect the 
surrounding skin. 

(d) Do a complete vaginal examination to ascertain the size 
and position of the uterus and the presence or absence of 
abnormality of the adnexa. 

(e) Insert a lubricated speculum. 

(/} Catch the anterior lip of the <»rvix with a wide vulsellum 
forceps; it is best to get a good grip, but not too Wgh up 
or the bladder may be injured ; single-tooth “bullet" 
forceps are apt to tear out The uterus should not be pulled 
down further than is necessary or the supporting ligaments 
may be injured, with consequent prolapse. 

(g) Pass a lubricat^ sound to confirm the size and position of 
the uterus and measure the length of the cavity. AVier push 
a dilator further than this, or the uterus may be perforated. 

{H) Insert the smallest dilator and while it is in the cervix, 
lubncate and take the next size. 

(i) Instruct the assistant to remove the dilator from the cervix 
and as soon as he has done so, insert the next. This 
manoeuvre gives the cervix no time to contract before the 
next insertion. 

(j) Go on passing dilators, leaving each one in the cervix for 
a few moments, until distinct resistance be^ns to be felt. 
By this time the cervix is probably large enough to admit 
the sharp curette; if so. do not dilate any further, or there 
IS danger of splitting the cervix and causing parametritis. 
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If dilatation is not enough, proceed very slowly, leaving 
each dilator in the cervix for about two minutes and 
stopping as soon as the curette can be comfortably inserted. 

(it) With the anterior lip of the curette, gently but firmly scrape 
the whole of the interior of the uterus from fundus to cervix. 

(/) With a piece of gauze, twisted on a Playfair’s probe, swab 
the interior of the uterus with glycerin or with iodized 
phenol. 

(nt) Replace and antevcrt the uterus. 

(«) Apply a sanitary towel and put the patient back to bed. 
Do not pack the vagina. 

Should the uterus be perforated in a clean case by a small dilator, 
no harm is done, but a large dilator may cause enough haemorrhage 
to call for opening the abdomen and stitching up the hole. If the 
accident occurs in a septic or suspicious case, give vigorous chemo- 
therapy. 

DYSMENORRHOEA 

There are four types: spasmodic, congestive, membranous and 
obstructive. 

SPASMODIC DYSMEN0JtRH0EA.—7h)s is the common 
variety; it affects nulliparae, the pain usually begins with or just 
before the period and lasts for the first two days, it is sometimes 
associated with slight under-development as shown by scanty 
periods, conical cervix and small or cochleate uterus, and the 
patient is often constipated. It may begin with the first period or 
when menstruation has been established months or years; it may 
vary in intensity from month to month, thereby giving a clue to 
treatment. It is common among the educated and rare among 
the peasantry. 

Treatment . — 

(tj) A little psychotherapy often has an excellent effect, the 
patient being told that she is no worse off than most girls 
and that she should not give in, but continue her ordinary 
duties. 

(6) A hot bottle in bed and a hot bath night and morning 
often give great comfort. 

(c) Always treat constipation; a good laxative should be ^ven 
on the three days before each period. 

(rf) Aspirin and phenacetin, 5 grains of each every four hours, 
»iU relieve mrld cases, or one of flie syntbefic aatkgsstaodks 
such as Trasentin may be given. A good American remedy 
is benzyl benzoate, 20 drops of alcoholic solution on a 
lump of sugar; another remedy is the following: 

R Extr. Belladonoae Sicc. 1 i grain of each in a 

Extr. Hyos^ami Sicc. [cachet or capsule, re- 

Phenobarbital (GanJenal. Lununal) J peated as necessaiy. 

Amidopyrine (Pyramidon) Is sometimes effective, but is 
not recommended for habitual use, because it occasionally 
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causes agranulocytosis. For quite a different reason, alcohol 
and opiates are to be strictly avoided. 

(e) Honnone therapy can be most successful; as many cases 
are undoubtedly due to painful spasms of the uterus caused 
by shortage of progestin (Lutocyclin, Proluton, etc.) an 
injection of 2 to 10 milligrams should be pven daily on 
the three days before the period; the patient should be 
warned that this may delay the period. Allemalively, 
tablets may be ^ven orally, the dose bang six times that 
of the injection. 

Some cases, especially those associated with under- 
development, or the rare membranous tiTJC, appear to be 
due to 3 faulty “build-up” of the endometrium, which 
separates with considerable pain, sometimes beginning a 
few days before the penod. In these cases, oestrifl (Ocstro- 
fotm, Ovocj-clia, etc.). M,000-50,000 units, should be 
injected at four-day intervals after each period, three 
mjectioQS being ^ven. Alternatively, a tablet of stilboestrol, 
O'5-l-O milligram, or better, 0-3 milligram Dienoestrol 
(B.D.H.) should he takes daily for the first 10 days after 
each period. Oestrin and progesterone treatment can be 
combined. 

Male hormones, e.g.. Perandren, have also been used, 
the dose being 10-25 milligrams 3 limes a week for the 
fortnight before menstruation, but great care must be taken 
not to induce masculinity. If no real benefit is felt after four 
months, hormone therapy should be abandoned. 

if) Dilatation and curettage is an old remedy which b often 
successful, but may have to be repeated after a year or so. 

(g) As pregnancy is the natural cure, and patients with severe 
dysmenoirhoea are often sterile, tubal insu^tion should 
precede the dilatation and curettage in the case of a married 
or soon-to-be-married woman. 

(h) If the above measures have all failed and the patient’s life 
is a misery, the operation of presacral neurectomy, if 
earned out Aorou^y, is nearly ^ways successful. 

(i) The last resort is to create an artificial menopause by 
radium or to perfonn hysterectomy. 

CONGESm'E DYSMENORRHOEA.—Tbs usual cause of this 
is pelvic inflammation, the result of childbinh, abortion or operation. 
Other causes are uterine displacement, especially retroversion, 
salpingitis, pyosalpinx, chronic appendicitis (not uncommon), 
ovanan tumours and cysts, fibroids, constipation, pelvic adhesions, 
and that mysterious disease endometriosis, in w Wch islets of endo- 
metrial tissue are scattered about the pelvis. 

The pain comes on during the week before a period, is generally 
desenb^ as bong of an aching or tearing character, and often 
stops as soon as the flow is free. 
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Treatment . — This is that of tiie cause and if none can be found, 
is symptomatic, e.g., by glycerin-lchtbyol tampons, aspirin, or in 
the hope of overcoming an undiscovcrable source, by sulphon- 
amides or penicillin ; milk injections are also sometimes useful. 

MEMBRANOUS DYSMENORRHOEA.— This has already 
been referred to in the section on spasmodic dysmenorrhoea and 
can often be cured by the measures advocated there. 

OBSTRUCTIVE DYSMENORRIIOEA.—The cervical canal 
may be obstructed by tumours or atresia. 

DYSPAREUNIA 

A careful inquiry must be made to discover whether coitus is 
merely repulsive, actually painful, or both, and the site of any 
pain must be localized. In the first case the cause is probably 
psychological, in the second it is organic, and in the third the 
organic is likely to have caused the psychological. 

PSYCHOLOGICAL CAUSES. — Owing to the maldevelopraent 
or extreme youth of many brides, the complaint is much commoner 
in India than is generally realized. Furthermore it should be realized 
that the vast majority of women do not enjoy coitus nearly so much 
as men do, and a large number of educated or refined women, 
forgetting the mode of their own origin, look on the whole pro* 
ceeding as being in rather bad taste and just a necessary evil to be 
borne in order to keep their husbands at home. 

Again, only a small proportion of the female sex has opportunities 
of coitus with more than one man, and by no means all women, 
especially in the East, are married to the man of their choice; so 
while they might be perfectly happy with someone else, they 
consciously or unconsciously resist the husband whom fate, or a 
mercenary parent, has thrust upon them. 

In taldng the history, therefore, these considerations must be 
given due weight ; unfortunately, such troubles are often incurable, 
although some unhappy wives find consolation in substitution 
therapy by thinking of somebody more attractive than their husband. 
Psychological dyspareunia often dates from early married life, the 
wife having been completely ignorant or the husband unduly 
impatient or clumsy. 

A recently married young Anglo-Indian couple consulted the 
writer some years ago because the wife, although she loved her 
husband, “could not bear him to come near her”. The writer 
saggested a pol of Vasei'ne and a bottle of champagne as a possible 
remedy. He did not see the couple for some time, but happened to 
pass them one day in the street, arm in arm; the wife turned round, 
caught the writer’s eye and gave him a happy smile and a 
knowing wink. 

Vaginismus is a troublesome manifestation of dyspareunia which 
may be so severe that the woman resembles a case of strychnine 
poisoning. It needs psychoiherai^ and usually local treatment as 
well; a longitudinal incision abont an inch long is made at the 
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SIGNS.— Before rupture, the skilled ctaminer may, io a thin, 
soft-bellied woman, be able to feel a cystic lump in one or other 
tube, but this is rare because there are often no symptoms before 
rupture, so there b no examination. 

/^er rupture, the signs vary with the extent of the haemorrhage 
and the presence or absence of clotting. 

Abdomen . — If there is blood all over the peritoneal cavity there 
will usually be some abdominal tenderness and rigidity, which may 
or may not be suffidenlly marked to suggest a perforated viscus. 
There may abo be shifting dullness and some distension. 

If the escaped blood is localired and clotted, a boggy lump will 
be palpable on the aS'ected side; the lump may be tender and the 
muscles over it more resbtant than those on the opposite side. 

Per Vaginam . — Several things may be noticed. Fullness may ^ 
felt in both fomices or there may be a boggy lump in one fornix 
rather behind the uterus and best felt bimanually ; pulsation may be 
fell in the fornix. The cervix is sli^tly softened and the patient may 
feel pain when it b moved. TTie uterus is slightly enlarged, but not 
enough for the length of the pregnancy. There is usually some blood 
m the va^a. Green-Annytage points out that if a uterine cast has 
been passed it b a sure sign that the ovum is dead and there will be 
no more mtemal haemorrhage; laparotomy b therefore unnecessary’ 
He also draws attention to the value of passing a wide-bore needle 
through the posterior fornix into the peritoneal cavity in doubtful 
cases. If dark blood can be aspirated there is a ruptured ect^ic, but 
not otherwise. This little operation must be done carefully; a 
speculum must be passed and the mucous membrane of the posterior 
fornix sterilized with iodine and the needle inserted by sight, not 
by feel , otherwise infection may be carried into the peritoneum. 

TREATMENT. — ^The treatment of ectopic gestation b immediate 
laparotomy, during which the ovum and affeacd tube are removed 
and the peritoneum dried out ; if the patient’s condition b serious and 
a blood transfusion impossible, collect the blood from the 
peritoneum, filter it through six layen of sterile gauze and return it to 
the patient mtravenously. If the patient b severely shocked and 
almost pubeless when first seen, imm ediate blood transfusion b 
required, but the operation should not be delated more than any 
other operation for tying a bleeding artery. Failing blood transfusion, 
reconstituted plasma or glucose saline may be given before, during 
and after the operation. The patient usually picks up very quickly 
afterwards. Gas and oxygen is the best anaesthetic; failing thb, an 
mtravenons barbiturate and ether; spinal anaesthesia b permbsible 
ooly if the. » above as otherwise it tnay be 

depressed below the fatal level. 

ENDOMETRIOMA 

Endometriomata are commonly met with. German authorities 
say that they occur in 14% of all ^maecologjcal patients ; Americans 
put the figure at 8 6%, whereas in India I workrf it out at 10-6%. 
From the standpoint of major surgery an endometrioma causes 
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doubt, either because it is a tumour or because it forms a tubo- 
ovarian mass, or because it forms an obstruction in the bowel, 
vagina or rectum. Not long ago, in cases of the latter nature the 
bowel was resected or the rectum removed for what was supposed to 
be cancer. There may be a tubo-ovarian mass simulating that of 
gonorrhoea, a tumour like a fibroid, or a mass obstructing bladder, 
rectum, vagina or large intestine. When operating you should be 
able to recognize endometriomata by cysts containing chocolate-like 
material in the ovary (they readily burst), or by the “oeil de 
perdreau” (partridge eye) encasements on the surface of the 
omentum, uterus, adnexa, bowel or bladder with dense adhesions. 
If you do you wiU not diagnose cancer and resect bowel, bladder 
or rectum. 

In a severe case all you need do is to remove both os^ries and, if 
called for, the top of the uterus, for these endometriomata depend 
for their growth on hormones from the ovary, and with removal of 
these glands (in an early case we try to conserve a portion) the 
tumour obstructing the vagina, bladder or bowel, atrophies and 
disappears. 

The same result can be achieved by the correct X-ray irradiation 
of the ovaries, which causes atrophy. 

A clinical point is that dysmenorrhoea or dyspareunia coming on 
relatively late, that is between the ages of thirty and forty-five, should 
raise the suspicion of endometriosis. 

"FROZEN PELVIS" 

What the Americans call "the frozen pelvis” is common in out- 
patient departments and examination halls. Digitally, the whole 
vaginal vault and the contents of the pelvis seem as if set in plaster of 
Paris. These cases are, of course, inoperable, and are usually of 
streptococcal origin. It is impossible to separate the adnexa from 
bowel or bladder without tearing them. The condition is really one 
of subacute cellulitis, and the treatment is by chemotherapy; 
diathermy also helps. 

“GYNAECOLOGICAL REGRETS” 

IMPERFORATE HYMEN; THE DANGER OF HAEMA- 
TOMETRA. — ^In 1911 a pretty Anglo-Indian girl, aged 13, was 
brought to hospital with what was considered simple haematocolpos 
— maturity is commonly reached at 10 in the tropics. I did the usual 
crucial-incision operation on the following morning; in four days’ 
time she was dead of septic peritonitis. The necropsy demonstrated 
that she had not only haematocolpos, but also haematocervix, 
liaematometra and haematosalpinx. She had been bleeding (and 
distending) month by month from below upwards into all those 
structures, and at no period had the pain been unbearable. The 
fluid contents in such a case after vaginal operation are a perfect 
medium for the growth of organisms. Scores of such cases have 
been since recorded, therefore let no one vaginally operate on 
a case of haematocolpos unless he is sure the patient has not got 
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haematometra or haematosalpinx. If >ou have any doubt (a rectal 
examination wiU help you), open the abdomen, and if haemato- 
salpinx exists, tic off the tubes and later sht the vaginal membrane 
to let the menstrual fluid out; let it run out slowly without any 
suprapubic pressure. 

MISTAKES IN PERINEORRHAPHY.— Many years ago I 
saw a woman who had had a colpo-perineorrhaphy done by a 
missionary doctor; by chance he had pricked or button-holed the 
rectum. In three weeks she had a rerto-vaginal fistula. She was 
naturally indignant because it meant another operation. The 
accident would not have happened if that doctor had known of the 
old advice of Mr. Cuthbert Lock'jer: “Everybody doing a 
perineorrhaphy, unless he is experienced, should put into’ the 
rectum a half-size Hegar’s dilator, so that he can sec as well as feel 
where the rectal wall is”. 

The perineum may be sewn up too tightly. Seven years ago one 
of my medical friends was nearly sued by a furious husband b^use 
he had done a perineorrhaphy in such a way that coitus was not 
possible. In America two cases are reported in which, for this 
reason, a surgeon was shot by an indignant husband. 

Another trouble is sloughing of the perineum, which sometimes 
will happen even afler the most careful suturing. Tlie vascular 
supply is not very generous, so that if you put sutures in too lightly, 
or >f you do not bring muscle to muscle and fascia to fascia, the 
perineum may slough, and so the patient will not be benefited after 
two or three weeks in bed. 

X-RAY BURN. — ^Tcn months ago I was summoned as a witness 
in a case m which a very experienced radiologist was mulcted in 
heavy damages. I had sent a lady to him to have X-tay Ireatracnl for 
pruntus which had resisted all other treatment. He applied X-rays 
once only, but possibly as a result of much previous medical treat- 
ment to the part, or because of an idiosyncrasy to the rays, she 
developed a hum many months hter which had to be excised for fear 
of malignancy, as it would not heal. 

That reminds me that a patient may develop epithelioma subse- 
quent to pruntus which has resisted all treatment. Moreover, I have 
known cases of pruritus which have passed on to a condition known 
as kraurosis vulvae or leucoplakia, a predisposing stage to 
epithelioma ; indeed, I have seen several cases of epithelioma of the 
penneum which started as pruntus. If I had appreciated that earlier 
m my career I should have done a Ball's operation or vulvectomy 
more often, and treated pruntus as a very significant symptom 
demanding every care in treatment and prognosis. 

FENTpN’S OPERATION. — Fenton’s operation was devised for 
the ndomf^ hypoplasia of the introitus which prevents coitus. 
Yoi^jiat tjown the perineum half-way to the anus, and then sew up 
in a jiipjsverse direction. Once upon a time such a patient lived four 
mil^from where I did; ahont the seventh day she awoke in the 
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middle of the night bleeding severely from the hymenal artery. I 
was sent for, and when I arrived she had air-hunger and a pulse of 
140; the haemorrhage was enormous. That artery may bleed on the 
night of matrimony, and it sometimes bleeds after Fenton’s opera- 
tion; warn the patient that at the first sign of real bleeding all that 
is necessary for her to do is to take a one-ounce bottle which is 
round, put it into the vagina and press it down on to the bleeding 
point. There is no need to operate or to stitch, or to put on artery 
forceps. The patient will then be well in a few hours. I did that in the 
case of the above patient. 

INJURY OF THE RECTUM IN ADMINISTRATION OF AN 
ENEMA. — I have known a woman die of collapse subsequent to 
administration of an enema. She just sank away, probably because of 
some vasomotor upset, possibly via the vagus. On the other hand, I 
have seen a patient in whom, as the result of careless nursing, 
tremendous pararectal cellulitis and subsequent proctitis developed, 
the nurse having pushed the syringe nozzle through the mucous 
membrane of the rectum. Mr. Zachary Cope has described two cases 
of septic cellulitis developing after an enema nozzle had been driven 
through the rectal mucous membrane, and Mr. H. H. Rayner 
previously described three cases. Therefore make sure that a nurse 
giving an enema uses one with a rubber nozzle, not a vulcanite or, 
as was formerly employed, a bone one. 

OPERATION ON BARTHOLIN’S GLAND.—I know a patient 
who, in a well-known hospital, developed an enormous hacmatoma 
on one side of the vulva because the surgeon, in removing a cyst of 
Bartholin’s gland, forgot (he deep pudic vessels at the bottom of the 
gland. If you do not suture or underpin those vessels, an enormous 
haematoma vulvae may develop later in the day, which, if it becomes 
septic, may cause death. The patient mentioned died six weeks later 
of sepsis, which spread up over the groin. 

INGUINAL GRANULOMA MISTAKEN FOR SYPHILIS.— 
In out-patient departments I have seen doctors who ought to have 
known better run away when they have seen a case of granuloma 
pudendum, and say "Lock Hospital" or “V.D. Department”. The 
ulcer looks very like chancroid; it spreads from the groin and may 
go right down to the perineum. Granuloma pudendum is not an 
uncommon disease, even in England. Sometime ago I was asked to 
see a soldier’s wife suffering from inguinal granuloma, who had 
been sent home to England for anti-syphilitic treatment. Six 
injections of tartar emetic or Urea Stibamine clear up the condition. 

SYPHILIS MISTAKEN FOR ELEPHANTIASIS.— One of the 
finest surgeons I have known operated on a patient for what he 
thought was ordinary elephantiasis, due to the Filaria bancrofti. He 
pricked his finger, and ten da^ later he had a chancre, and in six 
months he had lost the roof of his palate. Elephantiasis of the 
vulva may be tuberculous, it may be syphilitic or it may be strepto- 
coccal. In America they do not call these cases elephantiasis; they 
apply the term “syphiloma”. This, in the vulva of the negress, is 



336 O’Meara’s Medical Guide 

very comraon there, and it looks exactly like the elephantiasis Tvluch 
you may see in the East. If you operate on a case of elephantiasis, 
take care of your fingers. It is least likely to be filarial. 

IDIOSYNCRASY TO BONNEY’S BLUE SOLUTION.— Once 
I did a hj’sterectomy for fibroids on the wife of a banker. FoUoising 
my usual routine, I loosely plugged the vagina overnight — I svns 
operating at the usual hour in the East, 8 o’clock — ssith gauze 
soaked in Boimey’s blue solution. The operation M-as a complete 
suc<KSS, hut next day the patient complained of a burning in the 
vagina. Two days later it was difficult to keep her in bed, and six 
da^ later practically the whole of the vaginal mucous wall sloughed 
out. It was six weeks before she could leave the nursing home. She 
had an idiosyncrasy for Boaney’s blue. Her husband refused to pay 
me ; in fact he wanted me to pay pan of the nursing costs. 

From the contracepti> e point of view I base heard of another 
idiosyncrasy, in consequence of which a woman nearly lost all her 
teeth and most of her hair. She had been told to put a blue tablet into 
the douche liquid, a prescription containing mercury perchloride. 
She developed mercorial poisoning, is the same way that women 
occasionally develop carbolic acid poisoning. 

PRURITUS FROM LUMINAL.— In certain women pruritus 
develops, and you cannot cure them, because they base an 
idiosyncrasy to luminal and other barbiturates, which they may take 
for purposes of sleep. Sesen per cent, of women de\dop a “bathing* 
drawers" rash or pruritus from this cause. Some women habitually 
take these drugs to make them sleep, especially during menstruation. 

THE USELESSNESS OF PAINTING THE CER\aX FOR 
EROSION. — Painting the cervix for erosion is a common practice, 
but there is no worse tinkering from a gynaecological point of view. 
It is almost malpraxis to paint a cervix with picric acid or other 
causua. The proper treatment is by means of the electro-cautery or 
a modified Sturmdorf operation. This apparatus costs very little, and 
it cures But no patient was ever cured by iodme, picric acid, carbolic 
acid or any such preparations. 

MALIGNANT DISEASE MISTAKEN FOR CERVICAL 
POLYPUS. — One of my friends married a lady who was a medical 
graduate of London Univenity. Eighteen months after marriage 
tlus lady, who was not practising, went to another doctor and said 
she had got a polyp; woold she remove it? She removed if, and 
threw Vx veto the -wastc-naneri^ bucket. Three months later there 
was another polyp there, and three or four smaller ones at the mouth 
of the cervix. In six months’ lime she had a metastasis in the cervici 
spine, and in eight months from the first operation she was dead. 

The lesson of that case is that after remov^ of polypi from the 
cervix you should always have a section of the growth made by an 
expert pathologist as it may be malignant. This patient’s polyp was 
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a sarcoma botryoidcs. She herself never thought to have a section 
taken. The growth may be an early cauliflower carcinoma or an 
endometrioma. 

FATAL HAEMORRHAGE AFTER TRACHELORRHAPHY. 
— ^Trachelorrhaphy is an easy operation. Once I lost a patient on 
whom I had done this operation. When the house surgeon went 
round in the evening it was noticed that the patient was restless, and 
so morphia was ordered for her. There was very little external 
bleeding. The nurse never noticed in the night that the pulse-rate 
was rising, and before dawn she was dead. The necropsy showed a 
haemorrhage extending from the broad ligament right up to the 
right kidney — an enormous haematoma ; she had died of a simple 
operation. Why? Because I used catgut. Never use catgut for this 
operation. Many cases have been recorded of secondary 
haemorrhage after trachelorrhaphy, and m every one catgut was 
used. My case happened in 1920, and I have never since used any- 
thing but silkworm gut, which is absolutely safe for the purpose. I 
had to dismiss both the house surgeon and the nurse, because they 
ought to have detected that the pulse-rale had definitely increased, 
and that something wrong was happening. 

STENOSIS AFTER AMPUTATION OF THE CERVIX.— 
Amputation of the cervix is an operation any of you could do, but 
it is full of traps. I have twice b«n compeUed to do Caesarean 
section on women who bad had simple amputations done on the 
cervix by reputable surgeons in England. The patients had one 
enormous mass of craggy scar-tissue at the top of the vagina, and 
the uterus was incapable of pulling it open. I operated when both 
patients had been in labour some hours. 

Another case was diagnosed as sloughing fibroids; she bad had a 
previous operation. I put in a sound and struck pus; she had 
pyometra subsequent to amputation of the cervix. 

Once I was asked to sec a woman who had been diagnosed as 
pregnant. A year or more before she had had an amputation of the 
cervix and now amenorrboea for two or three months; she was 
thought to be pregnant. She had a large haematometra. 

How do you guard against this dan^r? (I) Dilate up the cervix 
to at least No. 12 or No. 14 before you do the operation. (2) Do not 
completely remove the mucous membrane of the cervix; if that 
membrane is removed up to the internal os, it is certain cervical 
stenosis will develop, which may necessitate a second serious 
operation. Stenosis of the cervix, in damming back the discharges of 
the cervix, was considered by the late Dr, Graves of Boston to be 
an important predisposing cause of cancer. 

THE DANGER OF DILATATION OF THE CERVIX.— 
Dysmenorrhoea is important from the general practitioner’s point 
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of view. Any of you arc capable of operating on a woman for 
dysmenorrhoca and dilating the cervix, but remember a regrettable 
mcident which I saw recently in London, and which I have xen 
several times before. In these cases a surgeon, in dilating the cervix, 
had tom it. Remember that from 5-7% of women have Streptococcus 
Iiaemolyticus at the top of the vagina, and if you tear the cervix^ of 
such a woman at the operation she may develop a parametritic 
phlegmon or cellulitis, which will give anxiety for months. 

If you dilate for sterility, you should take three precautions: 
(I) ^en the patient is under the anaesthetic empty the bladder with 
a catheter yourself — do not take the word of a nurse; (2) pass a 
sound and ascertain the direction of the uterus; (3) inject I c.c. of 
Pitmtrin into the paracervical tissue; this will cause the uterus to 
contract, and then there is little chance of your perforating the 
uterus with dilators — for every gynaecologist perforates the uterus 
once or twice a year. 

THE DANGER OF PERFORATION OF THE UTERUS 
DURING DILATATION OF THE CERVIX.— There is no danger 
about perforation provided that (1) there is no sepsis ; (2) you do not 
douche. A very capable lady doctor was dilating a princess for 
sterility. She did not empty the bladder, and she thought the uterus 
was anteverted. She dilated the uterus up with dilaton without first 
finding out where the uterus was. It hap^oed to be retroverted, and 
every dilator went through the anterior surface of the uterus, and 
she got up to No. 14. She then gave a iysol douche. Suddenly she 
realized that the douche matenal was not coming out, and she 
fainted. 1 was living a quarter of a mile oft; a nurse dashed out and 
fetched me. The doctor was wringing her bands. She had put a pint 
of lysol solution into the peritoneal cavity to cure this patient of 
sterility! All I did was a posterior colpotomy with a pair of scissors, 
and let out the fluid, and sat the patient up in bed to aid its evacua- 
tion. A year later she had a full-term normal baby, and there was no 
bother. There is no danger in perforation if the case is dean and 
provided you do not douche. 

THE DANGER OF INTRA-UTERINE DOUCHING.— 
Another point about douching is this. Possibly some of us in the 
past have been responsible for many patients being sterile for 
life. Before 1925 I thought I was doing my best. Up to that date, 
when we dilated for sterility, we always flushed the uterus out 
afterwards with saline. In 1925 Rubin’s test came along; he proved 
that the tubes are normally patent at 60^0 mm. of mercury to air 
or COj. If you hold a douche can 4 ft, above the level of the patient’s 
pelvis, water, which may have in it iodine, saline or lysol, may 
go into the tubes at 150-250 mm., and the result is that the solution, 
carrying organisms or irritants with it, may seal them, and so, after 
that operation, the woman has no chance of having a baby. 

THE LIPIODOLOGRAM AND PATENCY OF THE TUBES. 
— There is an officer’s wife in the hospital who is anxious to have a 
baby. She has already been insufilated twice elsewhere, and is 
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negative at 200, under an anaesthetic. So you would be inclined to 
say to her: “Your tubes are closed, and there is little chance of 
your ha%'ing a baby unless you consent to an abdominal operation 
to see where the cause is”. Today that is not the right course; what 
we must do first is a lipiodol test. I show you the hysterogram of this 
patient I did yesterday afternoon ; her tubes arc positive to lipiodol. 
So do not give a bad prognosis until you have had a lipiodologram 
taken by somebody competent. 

DIAGNOSTIC CURETTING. — In diagnostic curetting many 
mistakes are made. Any of you can do this in a cottage hospital or 
in a private house, but to do diagnostic curetting you must dilate 
sufficiently to admit one finger into the cervix and uterus. Your 
finger can feel whether the uterus is the seat of cancer, and it should 
be able to detect whether there is a projection on the inside of the 
uterus, which suggests the possibility of a new-growth or thinning 
of the uterus, or a fibroid which is sloughing. If the interior is 
polypoid or like the pile of a Turkey carpet, curette thoroughly and 
send the scrapings to a reliable pathologist, for it may be a case of 
metropathia haemorrhagica. 

THE DANGER OF INSERTING RADIUM INTO A UTERUS 
CONTAINING FIBROIDS. — It is a grave error to put radium into 
a uterus in which there is possibly a submucous fibroid. Before doing 
80 you should dilate up the cervix sufficiently to get your finger 
inside, for radium will cause sloughing, and the patient may be ill 
for months with haemorrhage and discharge. 

ENDOMETRIOMA MISTAKEN FOR MALIGNANT 
DISEASE. — In 1921 I saw an important lady in India who had 
a tumour growing between (he rectum and the vagina. It was hard 
and nodular. There was blood and mucus in the stools. I said to 
her, “I’m afraid this is serious, and I want you to see another 
surgeon with me". We visited a very good man indeed, and he said 
to the husband, “I must do a colostomy, etc., as your wife has a 
cancer of the rectum”. When she was told this she said, “I wifi take 
mistletoe or anything else you like, but 1 will not have a colostomy 
done”. Two years later I met her in England. In the meantime she 
had reached her menopause, and this cessation of the secretion of 
the sex hormones had caused the mass and her symptoms to dis- 
appear. We had not this information in 1921. These were thought 
to be cases of cancer and many were operated upon ; many had deep 
X-ray therapy and were said to be cured. The radiologist still 
receives the credit of having cured them, but what he or the 
gynaecological surgeon does is to eliminate both ovaries. She got 
well of her endoraetrioma merely because when the menopause 
arrived the endometrioma disappeared. That case might have been 
a tragedy, i.e., colostomy and a living death, when all the time she 
had a condition Nature could cure in time. But surgical cure is 
easiest and best by oophorectomy and partial hysterectomy. 

OPERATIONS FOR BACKACHE.— Scores of doctors see 
patients with backache who are at times dealt with by some stitching 
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operation for retroversion or retroflexion, when the cause of the 
backache is not in the woman’s pelvis, but in her stance. I^k at 
these skiagrams of a girl’s case; she has had a Gilliam operation and 
someone eke has stitched up her ovary. These skiagrams show the 
cause of her backache. The fifth lumbar left transverse process is 
adherent to the iUum and the back is scoliotic. 

THE DANGER OF OPERATING IN PRESENCE OF A 
TUBO-OVARIAN MASS FOLLONVING ABORTION.— An 
abdominal operaUon on a patient who has a tubo-ovarian mass 
after an abortion is very dangerous. In 1925 1 operated on a woman 
for an old double pyos^pinx. She had been treated by Prof. Taine of 
California for a septic abortion eight years before, and she had had 
several recurrences of pelvic inflammation. I kept her quiet for 6 
weeks, hoping the pain and fever would subside, and then I would 
operate. They did subside, but I regret that in those days I did not 
appreciate sufficiently the fact that she had had a septic abortion in 
1917. 1 removed bilateral small pus tubes and in doing so I had to 
open the broad ligament. I had to resect one ovary, and must have 
released into the 'circulation and into the peritoneum strcpioeocci, 
which had lain there dormant since her abortion eight years ago. 
Streptococci have been knows to go on living in the pelvis for 
19 If I had paid more attention to the fact that she bad had a 
septic aborQoo eight y*ears ago I wrould have delayed operating 
upon her, and she might have been ahve today. If there is a history 
01 septic abortion and a tubo^varian mass, hold your hand, ana 
give chemotherapy. 

FATAL RUPTURE OF A GRAAFIAN FOLLICLE.— In 
1920 I was called one evening to a Loretto Conv ent to see a cbaim- 
mg child of 15, who was in bed complaining of severe pain in the 
shovilder. The doctor had ^veo her morphia and she said she felt 
better, but the pam still continued. I did not think there was any- 
thing wrong in the abdomen; I thought she might have dengue, or 
acute rheumatism. At 1.30 in the morning the Mother Superior 
asked me to come at once. When I arrived, the patient was pale, 
restless, and the abdomen doughy and slightly ^stended. I nishwl 
her down to hospital, and operated upon her an hour later. Her 
abdomen was full of blood. She had had a haematoma ovariL The 
Graafian follicle had ruptured, letting loose folliculin, and one of 
the veins or arteries in the Graafian follicle had continued to blee^ 
causing an enormous intraperitoneal haemoirhage. I ought to have 
taken the shoulder fossa para as an indication of aMotninal tronble. 
I did an auto-transfusion of blood, but at 8 a.m. she ^ed. She was 
under morphia, and so the primary abdominal features were 
obscured. 

TENSION CYST OF GRAAFIAN FOLLICLE MISTAKEN 
FOR APPENDICITIS. — Many a who bns periodic atmeks of 

iliac pain is operated upon for appendical colic, or even subacute 
appendicitis, when in reality the ovary is to blame. When a ^1 
complains of intermittent pain between the periods in the right, or 
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it may be the left iliac fossa, it is commonly due to a Graafian 
follicle "tension” cyst which has burst on the 13th to the 17th day 
after the first day of menstruation. The blood and liquor goes into 
the iliac fossa and causes peritonism, and the patient’s symptoms 
may be those of subacute appendicitis. The general surgeon perhaps 
is called in and operates, yet the patient next month probably has a 
repetition of the same symptoms. An avoidable and regrettable 
error. 

THE ERROR OF VENTRO-FIXATION FOR PROLAPSE.— 
Some of you are practising in the tropics, ^st of Suez you wiU 
stiU find hundreds of women who have had ventro-fixation done 
for prolapse, which as you know is extraordinarily common in the 
multiparae of the East (at least 50%). Prolapse is a hernia of the 
pelvic floor, and it will not be made belter by fixation of the uterus 
to the abdominal wall. You must repair the musculo-fascial nng 
through which the uterus, bladder or rectum have descended. The 
only treatment of prolapse today is vaginal; you must do the 
operation from below, whether it be by the Manchester or Ameriwn 
technique. The choice depends upon whether the patient wants 
more children, or cannot have more children. 

LARGE OVARIAN CYSTS . 

In the East, these may attain enormous size, the largest the 
writer has removed containing four and a half gallons of fluid, but 
the record comes from China and is thirty gallons. These veiv 
large cysts are seldom malignant so the writer’s usual procedure is 
first to make a small incision and if he is then satisfied that there is 
no maUgnancy he taps the cyst, which may be multilocular, and then 
removes® the cyst through a much smaller incision than would 
otherwise have been necessary. Prewutions are taken against 
leakage of fluid into the pentoneum. It almost needless to say 
that when there is doubt whether fluid m the abdomen is due to a 
cyst or to ascites the treatment is to open the abdomen, not to tap 

T^fcaUv in cases of ascites there is dullness in the flanks and 
resonance m the midline, the reverse of what occurs with an ovarian 
cyst: in tuberculous ascites, however, the fluid may be iMulated and 
Sere may be resonance in the flanks, particularly on the left side; 
the same thing occurs in ascites due to mahgnant disease. 

T "PTir^ORRHOEA 

This can be considered according to the font typB of person it 
afflicts; normally these ate the yoong, the parous, the elderly and 

those infected with venereal disease. . - 

In every case a swab should be taken, and in non-virgms the 
ce^Sx wd vagina must be exammed visually and the pelvis 

this is not always possible, but if permission is refused 
and a lady doctor cannot be obtained it may at least be possible for 
a nurse to take a swab and for the medical attendant to exaimne it. 



342 O’Meajui’s Medical Guide 

Othervi-ise, gi%’e “scsttergun” treatment, which in the case of a 
parous woman is not likely to be %ciy successful bemuse the cause 
probably lies in the cersii or the tubes, where surgery is needed. 

IN THE YOUNG.— A profuse discharge of recent origin which 
is not gononhoeal is probably due to a foreign body, and clears up 
when this is remov^ The white discharge which afiiicts many 
girls is often a manifestation of debility, anaemia or constipation 
and IS just an exaggeration of the natural cervical mucoid dischajK 
which normally increases a few days before each penod. Attention 
to any ob>ious cause, together with a good tonic, fresh air, good 
food and e.xercise cures these patients. In other cases it is due to 
vagmal hypoplasia, the treatment then being oestrogen in the fonn 
of mjections of I0,0CX)-20,000 units weekly, dienoestrol 0-3 railhcTam 
or snlboestrol, one milligram once a day, the dose being cut down or 
increased according to its 60*601 on symptoms. 

To take a \-a ginal swab in a child is often a diScull matter and a 
general anaesthetic may be required, but in many cases the applira- 
Don to the hymen of a piece of eott03*wool soaked in 10^-i cocaine 
solution is enough. A sterile, fine rubber catheter attached to a 
hypodernuc synnge and passrf gently through the hymeneal orifice 
IS the best “swab”; when it is inside the sugina, withdraw the 
plunger and suck some of the secretion into the catheter. 

If there is redness or Irritation round the clitoris, masturbation 
may be a contnbotory factor. 

If a swab shows any particular organism chemotherapy may 
efi’eci a cure, but local treatment in girls is to be a\ oided if possible. 

The Tr/e/iomcnas nrgina/is is best seen in a ^eging-drep prepara- 
tion, in wbch u is reco^4i2ed by its twisting, jerky nTovemeiits. 

Tncbomonal ^aginilis may affect both the' married and the 
unmamed, and requires continued local treatmenU The discharge 
is usually described as frothy or greenish, but it may be while; 
there is considerable irritation and the \aginal walls are red and 
easily bleed ; needless to say coitus is practically impossible. 

TREATMENT . — ^This is by local appbcaUon, the most successful 
remedies being Picragol (containing 1% of sDier picrate) (^'yeth) 
or Stosnrsol (M & B). 

Silver picrate is administered by an insufflation of the compound 
powder, followed every night for ux nights by the inserlioa of a 
silv er picrate suppository ; a further insu^tion is then given ; if the 
condition is not thereby cured, or if it recurs, the course is repealed. 
Douches are not given as a rule, but some gynaecologists prescribe a 
saline douche each morning. 

•• Stovarsol may be pven as S.V.C. tablets, two being placed high 
up in the vagina each night, or tampons impregnated with S.V.C or 
Stovarsol powder may be used instead. Treatment should be 
continued for tw o or three w ecks. 

The application of either drug should be intensified during a 
monthly period, when the disease is usually aggravated. 

The giving of oeslrogens often bd|». 
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A vaginal condition similar to thrush (Oidium albicans) is not 
uncommon in India, especially among pregnant women. The best 
treatment is to paint the whole vagina, including the cervix, with 2% 
gentian violet. 

Treatment by Hakims and Vaids is often said to be successful 
when orthodox treatment fails; iheir chief remedies appear to be 
astringents such as alum and hamamelis, locally to the vagina 
and by the mouth as well. 

IN PAROUS WOMEN. — Leuconrhoca is not always white; 
it may be mucoid or purulent. If the organism is amenable to 
chemotherapy this should be given, and if the Trichomonias vaginalis 
is responsible, treatment is as given above, but if the discharge comes 
from the cervix, radial cauterization is the treatment in mild cases 
and amputation of the cervix in the more severe. 

If pus is seen to be pouring out of the cervix the cause is often 
pyosalpiax, which, by the way, is always bilateral. Treatment is 
chemotherapy followed by salpingectomy. 

IN ELDERLY WOMEN. — Elderly women may have an atrophic 
vagina; in kraurosis vulvae, redness followed by atrophy affects the 
vestibule but not the labia ; it is a manifestation of lack of oestrogen 
and is cured by giving 50,000 units of that substance tu’ice a week 
followed after some weeks by stilboestrol or dicnoestrol. 

Leucoplakia affects the labia and is a pre*cancerous condition, 
but, like kraurosis, is amenable to oestrogen therapy. 

IN VENEREAL DISEASE. — ^This is considered under that 
heading. 

DOUCHING. — Although condemned by many advanced 
gynaecologists this does make a great many women more comfort- 
able and diminish discharge or irritation. Powerful antiseptics do 
more harm than good, but Milton or Detto), a teaspoonful to a pint 
of warm water is deodorizing and refreshing, and bicarbonate of 
soda or common salt in the same strength is bland and non-irntating ; 
a woman wearing a pessary should douche herself every day. The 
Bidet, considered a hygienic or contraceptive necessity in Europe, is 
seldom seen outside that Continent. 

MENORRHAGIA 

During active menstrual life the common cause is endocrines; 
round about the menopause it may be endocrines, tumours or 
subinvolution, and after the menopause, tumours. After pregnancy 
the cause may be a mild infection or the presence ofplacental remains. 

It is generally assumed that the building up of the endometrium 
during the first half of the menstrual cycle is controlled by oestrogen 
(Oestroform, Ovocyclin, etc.), activated by prolan A from the 
pituitary; once the Graafian follicle has ruptured, some fourteen 
days before the next period is due, the endometrium is prepared for 
an ovum or for menstruarion by progestin (Lutocylin, Proluton, 
etc.), activated by prolan B from the pituitary. Other endocrine 
glands such as the thyroid and adrenals take a subsidiary part. 
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menorrha^a being a frequent accompaniment of thyroid deficient* 
It is also thought that in some cases there is a deficiency of progestin, 
so the oesttofonn-produced endometrium becomes hypertrophied, 
causing varying degrees of metropathia haemorrhagica {see under 
Polypi). This, however, is not the t^hole story, because rases of 
menorrhagia in young people have been cured by the giving of 
oestrogen,'’so perhaps the quality of the patient’s own oestrogen may 
be at fault. Patients belonging to the metropathia group improve 
greatly on progestin, others improve on androgens, and many 
improve after marriage. It will be seen, therefore, that although 
our knowledge has advanced in the past few yearsjt is by no ineans 
complete, so the treatment about to be advocated is partly empirical 
and theoretical. 

TREATMENT. — Make a careful physical and pelvic examina- 
tion, by the rectum in the case of a virgin. Sometimes indications of 
pelvic or appendicular inflammation may be found. In a middle-aged 
or elderly patient take the blood-pressure. ^Vhcncvc^ possible, do a 
blood count, or at least a haemoglobin estimation on a blotting- 
paper haemoglobinomctcr. If anaemia is not present the menorrhagia 
IS not very severe. Also obtain, if possible, an accurate menstrual 
history of the past few months. 

If a definite lesion such as a fibroid, a carcinoma, a dilated cervix, 
a hard or enlarged uterus, an ovarian tumour, an ectopic gestation, 
or evidence of tubal inllammatioD is found, treatment is surgical. 

If no cause is found, endocrine treatment, helped by ergot and 
calcium, probably will effect a cure. 

IN A YOUNG WOMAN.— 

(a) Give dicnoestrol 0-1-0-3 milligram, or stilboestrol 0-5-1-0 
milhgram per day for 14da>-sfromand including the first day of the 
“penod". If haemonhage is going on at the time the patient is 
first seen, count from that lime. 

(i>) Give 10 grains of Ergota Praeparata, B.P., and 10 grains of 
calcium gluconate in capsules three times a day throughout the 
cj-cle. 

(c) Give 10 milligrams of progestin once daily by injection or 
three times daily by the mouth for ten days, commencing on the 
1 8th day from the beginning of the last period or from the beginning 
of treatment. Alternatively, and perhaps better, 100-200 units of 
prolan B may be ^ven every other day during the same days. If the 
above treatment is not successful within two months, androgens 
(testosterone propionate) should be ^ven, an effective dose being 
25 milligrams twice a week. This treatment must not be continued 
for more than about 10 weeks (total dose 500 milligrams) or signs of 
virihsm may begin to appear— a much more unwelcome thing than 
menorrhagia in a young woman. Androgen therapy may be followed 
by several months of amenorrhoea. Considerable success has 
followed the administration of Pitodn or Pituitrin J c.c. daily for 
3-4 days, the bleeding slops and the next period is oBen norma! 
(Aquino). 
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AT OR ABOUT THE MENOPAUSE— At this time the commoa 
cause of severe menorrhagia is a fibroid; another cause is chronic 
submvolution often associated wth retroversion, and a third is 
metropathia haemorrhagica, discussed under “Polypi” in the 
present section. In India, cardnoma is uncommon but must not be 
forgotten. Chronic metritis and fibrosis uteri do exist, but are rare, 
and many cases formerly so diagnosed arc in reality metropathia 
haemorrhagica or subinvolution. 

If, therefore, a slightly enlarged, hard uterus is found, endocrine 
treatment may be tried for a couple of months, but if it is unsu«:essful 
or if the patient is impatient, hysterectomy, intra*uterine implanta- 
tion of radium, or deep X-rays will be needed; the radium and 
X-rays act by creating atrophy of the ovaries with a consequent 
menopause. 

For fibroids with a healthy cervix subtotal hysterectomy is the 
operation of choice. The writer admits that in giving this opinion 
he differs from many of his more drastic brethren who always do a 
total hysterectomy to remove any chance of cancer of the cervix, 
but this disease is rare m a reasonably healthy-looking cervix and 
rarer in India than in Europe. (Incidentally, it is said to be far less 
common among the wives of the circutnoised than in those of the 
uncircumcised.) Further, total hysterectomy is a more difficult and 
sometimes more dangerous operation and it leaves a mutilated 
instead of a normal vagina — a point of some importance to a woman 
who is still on good terms with her husband. As already remarked, 
cancer of the cervix is rare and occurs at about the same age as 
fibroids. 

Dllataiion and Curettage is less popular than formerly because 
many cases of “endometriiis" are now known to be due to endocrine 
errors, but it is always worth trying when the more scientific measures 
already outlined have failed, and it is the treatment of choice in all 
post-partum cases m which the cause is likely to be a placental polyp. 

Severe haemorrhage must be stopped and one must never hesitate 
to perform a hysterectomy if this seems likely to be the only effective 
treatment, especially in the nuddle-aged. There have been many 
martyrs to science, but patients with menorrhagia should not be 
among them. 

Finally, if the result of a pelric examination is indefinite, make an 
examination under an anaesthetic; if “surgical pathology” is 
suspected, the patient’s permission to do the appropriate operation 
should be obtained beforehand, 

OPERATIVE RESULTS 

Polak in a very interesting paper has analysed 95 deaths out of 
a total of 3,12S patients operated upon. He considers that the fatal 
issue can be attributed to one of the following causes : 

(o) Employment of the high Trendelenburg position in a patient 
with high blood-pressure induces cardiac embarrassment 
and the prolongation of this posture in patients with low 
blood-pressure increases the occurrence rate of shock. This 
information is of particular importance to us in India. 
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(b) Too much surgery has been dose at one sitting. 

(c) The time consumed in operating has over-reached the roaai- 
mum of safety. 

(d) Forty-eight hours’ rest is hnpmtiw before any major opera- 
tion. Thu; rule is frHjncnliy disregarded in India. 

(e) Patients who have been the subject of prolonged ii^cction 
and have either a high or low Icococyte count, and particularly 
a low polymorphonuclear count, have a poor reaction to 
operative procedure. The optimal leucocyte count is 7 to ID 
thousand, and the optimal polymorphonuclear percentane is 
65 to 80. 

He lays stress on the importance of every patient taking not less 
than three quarts of fluid (water, milk, fruit juice) per day for 2 to 
3 days before operation, and considers that during this period the 
usual cane-sugar intake of the indis'idoal must be quadrupled. This 
latter statement is of interest to the writer, for he has during many 
years insisted on all patients about to undergo major operations- 
taking 3 to 4 oz, of natural honey (modhu) for 5 to 7 daj-s before 
operation m order to increase the Ijvcr-glj'cogen reserve, and inhibit 
tM nsks of acidosis and shock, and his results hast justifled the 
procedure now advocated by Professor Polak. 

It IS mterestisg to observe that 8 of the deaths recorded uere 
due to paralytic Ueus. Such ileus is due to partial obstruction, for 
althou^ there may be a passage of gas from the rectum, and evxo 
bou'el movement, vomiting continues and the gas tympanites quickly 
re-accumulates. 

In such cases the pulse and temperature are not much alleviated, 
yet regurgitant vomiting continues and gas pains penisL The only 
treatment is early exploration under loc^ anaesthesia, uben it will 
be revealed that there b some loop of the intestine sL'^Uy adherent 
to the abdominal wall or to a point in the operativ-e field. Release 
of thb, with or without puncture enterostomy or caecostomy, will 
save the majority of these patients if only the surgeon has the 
courage to do so immediately a clinical i^gnosb b made. Professor 
Polak is definitely against operation in the acute or subacute stages 
of adnexal infection. Should operation, however, become imperative 
because of pns foimation or obstructive peritonitis, he advocates 
only simple drainage from above or below. 

OVARIAN TUMOURS 

Neoplasms of the ovary are extraordinarily common in all tropical 
countnes, but probably in no dvilized country today are tumours 
of the ovary of such colossal size seen as they are in India. The 
tragedy of such enormous growths is that as a result of delay in 
seeking adnee, secondary m^gnant changes occur. 

Recently, with the help of my re^trar. Dr. K. Dutta, 1 have 
analysed my personal experiences of 547 cases of ovarian tumours, 
and have discovered that, whereas the incidence of a malignancy of 
such tumours in Europe is, acceding to Dodcriein, 10% and 
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Lippert, 15%, with us malignant changes occur in 21*7%. This is a 
very regrettable fact and should make one fully understand that in 
no circumstances should procrastination be countenanced once a 
diagnosisof ovarian tumour has been made. Moreover, apart from 
the question of malignancy, an operation with a negli^blc mortality 
in Europe becomes a serious matter in India when the patient is 
cachetic as a result of carrying an enormous tumour for months 
and may be for years. 

There is just one practical point, however, I might mention and 
that is, one should suspect malignancy if there is tenderness, fixation 
and pain in the tumour, together with a low degree of fever and 
ascites. 

PELVIC INFLAMMATION 

Pelvic inflammatory disease is a condition which occurs in about 
10% of all out-patient practice, and in about 5% of all gynaecological 
cases in general practice. Perhaps more than any other woman’s 
disease, this particularly requires the exercise of what I call the 
three I’s: Inaustry—and by that I mean the industry implied in 
taking a correct history and making certain investigations ; secondly. 
Imagination, because unless you can imagine what is going on 
pathologically inside such a woman’s abdomen you are never 
likely to be much good in the matter of treatment and prognosis. 
Thirdly, there is Intelligence, because without Intelligence you 
cannot possibly arrive at the correct diagnosis or method of 
treatment. 

With regard to aetiology, we accept today the fact that 70^ of 
all cases of pelvic inflammatory disease are due to gonorrhoea, i.e., 
to gonococcal infections; 20% arc probably streptococcal, or mixed 
infections of streptococci, staphylococci and S. coli, and 10% are 
tuberculous. 

We will consider the preponderant cases, the gonorrhoeal, first, 
and I want first to say that the gonococcus in the female genito- 
urinary tract only follows the course of mucous membrane. That 
was discovered by Professor Schaefer, whose experiment some of 
you may remember. He injected into the cellular tissue of the pelvis 
of many animals a pure culture of gonococci, but in no case was 
there any pelvic inflammatory reaction, but if he put the gonococcus 
into the uterus of an animal, at once a reaction was set up which 
spread via the Miillerian tract. It was also proved, at the same time, 
that the gonococcus, like man, needs oxygen; in the absence of 
oxygen it readily dies. The interpretation of that fact you will 
see shortly. 

It is important for you to realize that the gonococcus can remain 
localized. For instance, you all must have had, in your practice, 
cases only of Bartholin abscess, or urethritis, or cystitis, or vaginitis 
and cervicitis. On the other hand, the gonococcus may spread up 
through the cervix to the endooietriunt and the tubes and remain 
there, the ovaries not being affected. In another type the gonococcus 
may pass, especially at the phase of ovulation in the menstrual cycle. 
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through the uterus and tubes and infect the osancs, and then you 
have that most difficult condition of abscess of ovaries — both, as a 
rule— and of the tubes. Finally, I w-anl you to realirc that tte 
gonococcus has, like Rip san Winkle, the capacity of re-awakening 
at the least risk of re-infection. It used to be ihou^t that when 
a woman's resistance to disease became lowered, or she caught what 
is called a chill, the so-called gonorrhoeal infection of ^e pdvis ht 
up again. That is no longer conceded; what is now' behcs'cd is 
the gonococci lie dormant in the cersix, uterus, tubes and ovanes; 
and It needs but re-infection with a fresh strain from the husband 
to cause a new outburst. 

Now for a matter of fundamental importance from the point of 
view of the general practitioner. A woman may have gonorrhcwal 
pus tubes and pus oraries, bnt have absolutely negatjs'e ^dings 
from a bacteriological point of «cw in the ureth^ cervw and 
vagina. Hence the maxim: “Negatis’C bacteriological findings in 
s-a gina, cerrix and urethra do not invalidate the presence of a pure 
cultuK, possibly in the tubes'*. The proof of that was recently shown 
intercstinriy in this hospital. It was in the case of a of whom 
I took ctfitures from the urethra, cervix and vagina, and scot them 
to Dt. Elworthy; he found nol^g Infective or specific in any of 
them. The following week I did a hysterectomy on her, and sent 
down her enormous pus tubes to Dr. Bworthy; from them he 
able to grow a pure culture of gonococci, showing that a negative 
finding in the vagiaa, cervix and urethra is not necessarily against 
there being active gonococci in the tubes. 

In most cases of the kind you will find stigmata of old gonorrhoeal 
infection. What are the stigmata in the vagina which you should 
look for? The first is what is ^own as the "pouting urethra"; the 
meatal mucous membrane is red and everted. The second are what 
aie known as Sanger’s macules, the curious red small areas on the 
nymphae and va^nal orifice; when you see ^ose in a woman v?ho 
has pelvic inflammation you may be sure that the inflammation is 
of gonorrhoeal ori^ The nert stigma is the "buU’s-eje cervix". 
If you look at the eye of a recenlly-killsd bullock you wBl see a 
pale area around the bulging congested red eje, and in the cervix a 
similar appearance is seen, vntb greenish-white pus exuding from it. 

Now with regard to the question of diagnosis. In a case of doubt 
you will first, of course, take a swab of the cervical discharge, and 
one from the urethra by milking it, and, if you like, also from the 
vagina, but always from the cervix. In the cases of suspected 
gonorrhoeal pus tubes you must put the speculum in and expose 
the cervix, and put your swab into the cervix. The second requirement 
is to make a bimanual exasasation. If you ^d, high up in the 
pelvis on each side of the utenis, an exquisitely tender banana- 
shaped or pear-shaped mass, discrete and apart from the body of 
the uterus, you may be fairly sure that they art pus tubes, and of 
gonorrhoeal origim but one feature which makes the diagnosis 
absolutely condusive b that in tubo-ovarian disease of gonorrhoeal 
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origin there is no parametritis and no inflammation of the cellular 
tissue (you will remember Schaefer’s experiment). 

At any time you may be called to a case in which an immediate 
diagnosis must be made between pelvic inflammation due to 
gonorrhoea, to appendicitis, to torsion of a tumour, to ectopic 
gestation or to the bursting of a “chocolate cyst” — that is a case of 
endometrioma. Previously we have dealt with each of those four 
conditions. In dealing with appendicitis we said there were certain 
physical signs which are, as a rule, on the right side only, and we 
went into the matter of Baldwin’s tests, the so-called Head’s hyper- 
aeslhesia tests, and Rovsing’s test. There is also the test of peritonism 
and recto-vaginal examination. 

The first Baldwin test is to press on the abdomen with one band, 
then ask the patient to raise her right leg straightly. If on raising 
the leg she suddenly drops it, the test is positive, meaning that the 
inflammation round the appendix is involving the psoas muscle. 
In the next test the patient is lying in bed, and you rotate and 
abduct her right thigh, by which you must pull on the psoas muscle, 
and if the appendix is m the neighbourhood of that muscle she will 
call out as the thigh is rotated- The third Baldwin test is to lie the 
woman on her face and then you press the right loin, and, as you 
do that from behind, raise the thigh oS* the bed, then she will at 
once cry out. Head’s hyperaesthesla tests we often do in the out- 
patient department. With a safety-pin we run down the front of the 
abdomen and ascertain which is the area of greatest hyperaesthesia ; 
in most cases this is near McBumey’s point, i.e., the viscero-sensory 
nerve supply area. The next Head test is to pick up the skin and 
fascia of the abdominal wall in the appendix area with your fingers, 
thus stretching the nerve fibres which go through the fascia into the 
fat, and the patient at once winces. The next is to test for rigidity 
of the peritoneum. 

Rovsing's test is a novel one. Press deeply on the left side of the 
hypogastrium, thus displacing any air which is in the descending 
colon upwards into the transverse colon and caecum, and this may 
^stend the inflamed caecum, causing pain. The practitioner should 
not find it difficult to distinguish acute appendicitis from pus tubes, 
but in an ectopic there is no great Icucoc^osis, there is no history 
of gonorrhoea, there is no fever, and there is usually a history of a 
delayed period or amenorrboea. The pain is colicky, and is associated 
with much blanching and shock. Many mistakes have been made 
by surgeons diagnosing acute salpingitis as appendicitis, whereas if 
they had quietly waited, or sought the opinion of a gynaecologist, 
the condition would have been obvious vaginally. Torsion of a 
tumour is a clear-cut condition; you should be able to diagnose it 
because a tumour can be felt vaginally, there is no fever nor much 
leucocytosis, usually there is local resistance, and a mass can be 
felt on one or other side of the abdomen. Pus tubes are always a 
bilateral disease. 

Endometrioma, or the bursting of a “chocolate cyst’’, is a recent 
phase of gynaccolo&cal pathology, and you would be for^ven if 
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you failed to diagnose it. It is the bursting of a tumour which is 
made up of material winch looks Kke menstrual fluid, and that fluid 
is very irritatmg to the peritoneum. You can diagnose it only in a 
woman m whom you know that coitus has not recently occurred 
and the patient has not had any previous gonorrhoeal discharge, 
and when you know that she has not had children in the last five 
or seven years, and has suffered recently from d^menorrhoea. 

Prognosis is a very important matter. Try and remember that 
90% of cases of acute pelvic inflammation subside if they are left 
entirely and absolutely alone; only 10% cause such symptoms as 
general pentonitis, with, of course, the symptoms of ileus duplex, 
or obstruction. When I say 90% subside if they are left alone, I 
mean that the acute symptoms — the fever and the pain — subside. 
In a large number the condition will clear up entirely, and the 
patient have nothing to show in her pelvis in six months* time; 
indeed, a woman may have one attack of acute salpingitis of 
gonorrhoeal origin, which may clear up and leave no sign whatever 
of isease. But it in'/f leave sterility due to blocking of the tubes. 
In a small percentage of cases the inflammation goes on for a 
considerable time, and the development of what we call hydro- 
salpinx occurs ot chronic thickening and pain In the neighbourhood 
of both ovaries is felt. 

There is another condition which may happen, and that is the 
inflammatton may subside, but the uterus is left in a posture of 
fixed retroversion with prolapsed ovaries; such a patient may be 
constantly seeing her practitioner, or attending a hospital out-patient 
department, for menorrhagia, backache, dyspareunia or dys> 
menonhoea. 

Some of you may want to know m what percentage of pus tubes 
gonococa can be found. I can only report what I have found in 
my own experience. Up to the end of 1932 1 bad operated upon 
612 patients on account of pus tubes, and found gonococci in only 
12% of that number. So although the diagnosis is correct, gonococci 
may not be present in the pus, because Nature is able to auto- 
stenlize these patients; that is. their immunity is raised sufficiently 
to enable them to kill the gonocoed in silu. Wien gonococci are 
long inside a pus tube, no oxygen being available for them, they 
die, and cannot be found by the bacteriologist. Another strange 
thing may happen, namely, that this gonorrhoeal pus may become 
invaded secondanly by B. coli, the presence of such organisms 
being notified by a foul smell. Yet these abscesses are sterile and the 
organisms dead. You need not fear to close an abdomen when 
such IS the case; you will get an excellent result. 

Now as to the subject of prognosis from the patient’s point of 
view. In something like 15% of cases of acute pelvic inflammation 
an abscess forms in the tube or in the pelvis, which may point 
either in front or behind the uterus, so we say that the examining 
finger is the best arbiter of prognosis in all cases of pelvic peritonitis. 
If you feel that a patient has got an abscess in front of the uterus 
and there is dysuria and swelling then, in a number of cases, anterior 
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colpotomy is the best operation, but if there is an abscess in the 
pouch of Douglas behind the uterus with mucus from the rectum 
and a mass pointing in the va^na, posterior colpotomy is best. 
Many of you must have seen cases in which abscesses have burst 
into the rectum, into the vagina, or into the bladder; they were all 
cases which could have been anticipated if a diagnosis had been 
made in an early stage and the abscess had been drained. Colpotomy 
is an easy operation and I used to insist that every post-graduate 
should be able to do a colpotomy. These cases are very frequent 
and remain in hospital only a few days, though months later 
laparotomy may be advisable. As the life of the gonococcus is only 
six to twelve weeks, it la safe to operate on any woman with double 
pus tubes three weeks after the temperature has subsided. 

By that time probably the gonococcus will have died, so there 
will be nothing to fear, wherever the pus may escape. It must then 
be decided whether to operate abdominally or vaginally. I recently 
looked up my statistics. In 800 consecutive hospital cases, 612 were 
operated upon, and of these 480 were operated upon abdominally, 
and 132 vaginally, that is to say, by antenor or posterior colpotomy. 

Now a few words with regard to the operation, If on opening the 
abdomen you find that the condition is as you have diagnosed it, 
double pus tubes, you must remember the oldest maxim in gynaeco* 
logical surgery: “locate the top of the uterus, and the tubes and the 
ovaries shall be delivered unto you”. The first thing then that 
the surgeon must do is to find the top of the uterus, and after that 
the operation becomes easy, but if you scrabble about like a fowl 
in a farmyard you wiU not know where you are. The next point is 
that in gonorrhoeal pus tubes the adhesions are always very easily 
separated, which is the exact opposite of the streptococcal type. 
TTie experienced surgeon says, “1 know it is gonorrhoeal, because 
I can separate the adhesions so easily”, and therefore is not per- 
turbed if pus leaks out, for he knows it will be sterile. 

Try, in every case, to leave one ovary or a portion of both ovaries, 
because you do not want the patient to be completely menopausal 
after the operation. Remove the pus tubes; in some cases it is 
necessary to remove the uterus also, as in a case the other day the 
patient had an abscess at one cornu of the uterus and therefore I 
did a hysterectomy as well as removed one ovary and both tubes. 

Another point, which is frequently neglected, is, do not forget to 
ventro-suspend or ventro-fix the uterus afterwards. Half the bad 
results of such operations are due to the fact that the surgeon 
forgets to ventro-fix or ventro-suspend the uterus afterwards. If he 
does not carry that out the uterus drops back into a raw inflamed 
space, and the patient returns complaining of dyspareunia, etc. A 
further point is, do not forget, before terminating rte operation, to 
bring down the omentum or, as it is called, the “abdominal police- 
man” : it is the most important structure in the abdomen from the 
woman’s point of view. Bring it down and put it behind the uterus. 

I shall now leave the subject of pelvic inflammation due to the 
gonococcus to speak of pelvic iaflammation due to the streptococcus 
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When a woman comes to you with pelvic inflammation, your first 
duty is to find out whether she has recently had an abortion, or an 
operation on her uterus, such as dilatation, curetting or possibly a 
criminal abortion, or it may be she has had a child in the last three 
or four months. 

Will you try to remember the expeiiment of another distinguished 
pathologist, that of Whitchouse, who injected into the uterus of 
animals a pure culture of streptococci, and staphylococci, and 
nothing happened. Why? Because they need cellular tissue for their 
growth, just as the gonococcus was shown to need mucous mem- 
brane. That experiment of Whilebouse is of tremendous importance, 
because now we know that when a woman, after childbirth; after 
operation or after abortion develops a streptococcal infection, she 
must simultaneously have received, or had, an abrasion of some 
portion of her generative tract, because streptococci need a tear or 
a crack or abrasion of mucous membtane in order to reach cellular 
tissue, colonize and multiply, so setting up an intense inflammation. 
I call the streptococcus in the female generative tract “the Scotsman 
of the pelvis”, because it will not die ; it is very courageous and resists 
every form of treatment. Indeed, streptococci in pure culture have 
been found in the pehis so tongas 19 years after infection; they can 
set up acute inflammation after years and years so, if a careful 
histo^ has not been taken, a laparatomy may be done, the leases 
of the broad ligament may be opened and live streptococci liberated 
with a fatal result. 

When you have a case of streptococcal infection of the lubes, the 
infection occurs extraperitoneally from the broad ligament, and it 
may pass thence into the ovary, and there set up miliaty abscesses. 
That IS the type of case commonly seen in hospitals; we have had 
three here recently. Such women may have an enonnoos cellular 
mass outside the peritoneum, or between the bladder and the uterus, 
or it may track up above Poupart’s ligament, or up as far as the 
kidney, or down into Scarpa’s Iriaifgle. Inflammation of strepto- 
coccal nature follows the course of cellular tissue. It is the cause of 
90% of cases of parametritis, and 25% of these become abscesses, 
which it wiU be necessary to operate upon, either vaginally or 
extraperitoneally. How is it that women die wthin five, sk or ten 
days after labour due to streptococcal infections? Imagine a skull, 
showmg the ethmoid sinuses and cribriform plate and the frontal 
sinus. In very virulent infections of the nasal tract organisms pass 
up into the dura, and the patient quickly develops cerebrospinal 
meningitis and dies. A parallel happening occurs in the uterus; in a 
certain number of cases, the streptococci go strii^t, thjough 
tubes mto the pentoneal cavity on each side, and set up a general 
peritonitis. The streptococci do not do ^rm to the tube itself, they 
shoot nght through the tubes into the peritoneal cavity, setting up 
a fatal peritonitis. Fortunatelysuchcasesarerare. The most common 
cases we see in the out-patient department are those of parametritis 
of streptococcal origin. Puerperal streptococcal peritonitis is a 
cause of death in 25% of all cases of puerperal sepsis mortality. 
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How do you diagnose parametritis of streptococcal origin? First, 
the patient has a mass so hard that it feels like plaster of Paris, low 
down in the vagina, or beside and around the cervix. That mass is 
fixed to the pelvic wall, and the uterus cannot be differentiated from 
it, the uterus and the mass being one. Though these masses are 
hard they are not very tender, whereas a pus tube is exquisitely 
painful. There is usually a good deal of anaemia, and always a 
rise in temperature, which goes on for weeks, perhaps months; I 
have known a patient have an elevated temperature for 18 months 
with a parametric exudate and accompanying great invalidism and 
anaemia. But very rarely are such patients permanently sterile. 
She may get a parametrial exudate because the cervix has been 
torn, but she is not necessarily sterile, as is the gonococcal patient, 
because in many cases the tnflammalion is extrapentoneal and the 
fimbriated ends of the tube are not closed up. 

In all these cases a full course of penicillin must be given before 
operation is considered, and will often make operation unnecessary. 
POLYPI 

These may grow from the mucous membrane or from the fibro* 
muscular tissue of either the cervix or the body of the uterus ; they 
may also be the remains of a placenta. Haemorrhage is the common 
symptom of polypi of the body of the uterus and a discharge of 
those growing from the cervix. 

Mucous polypi of the cervix are the result of chronic cndocervicitis, 
so the treatment is dilatation, curettage, disinfection or electrical 
caucerizatian of the cervix and possibly chemotherapy; in obstinate 
cases amputation of the cervix is required. 

Mucous polypi of the body arc i»n of the condition known as 
metropathia haemorrhagica, which is due to an over-production of 
oestrogen and an under-production of progestin (Luiocyclin) ; 
treatment is to give the latter in 10 mg. doses daily for 10 days in 
the latter half of each menstrual cycle, or straight away if bleeding is 
continuous; a preliminary dilatation and curettage is often an 
advantage. 

Fibrous polypi of the cervix are uncommon ; they are easily seen 
and twisted off. 

Fibrous polypi of the body are pedunculated submucous fibroids 
which may Ixiorae quite big, though they arc usually about the 
size of a golf ball. The important point about them is that they may 
invert the fundus of the uterus, so in removing them care must be 
taken not to make a hole through the fundus. Large polypi may 
need to be cut up, morcellement, before the stalk can be reached. 
A small polypus may cause a large haemorrhage. 

Placental polypi occur within a few months of childbirth or 
abortion and may cause severe haemorrhage. Treatment is curettage. 

Malignant polypi occur rarcly- 
POST-MENOPAUSAL UTERINE HAEMORRHAGE 

My first real interest in post-meoopausal bleeding began after 
a visit to Nepal in 1924, I was summoned to see a woman, aged 
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46, who had been bleeding excesslwly after a period of ten montfc* 
amenorrhoea. The clinical diagnosis was that of fibroids, but when 
I saw the patient the local condition did not fit in %vith this ^tid 1 
was inclined to think that a malignant ovarian tumour had invaded 
the pelvic peritoneum. At operation, a tumour of the left ovary was 
removed, but it was impossible to deal with the right ovary as it 
was involving the whole lateral wall of the pelvis. 

Healing was uneventful and the patient was then treated by deep 
X-rays. Sn years later I was requested to be present while Sir Frank 
Connor iemo\ed the gall-bladder, so that I might examine the 
pelvis thoroughly through the abdominal incision. This I did, but 
there was no sign or feeling of any growth whatever in the pelv«. 
Multiple sections were made of the ovary (which I had removed) in 
India, England and America, and the general consensus was that it 
was mabgnant, but I am inclined to think now that it was an innocent 
granulosa-celled tumour of the ovary. 

Since then I have kept a methodical note of all cases of post* 
menopausal bleeding that have passed through my hands, both 
here and m Calcutta, dividing them from a clinical point of view into 
those that were due to visible or Invisible causes. The visible speak 
for themselves and are shown in Table I as follows : 

Table I.—Visiblb CAUses of Posr'Mc^OFAVSAL Bleedino 


Uretbral canucle (sienpk) 7 

Ureibnl carcinotna . . 4 

Vulval cancer .. .. 10 

Oecubiial ulceration witb prolapse id 

Traumauc ulceration due to pessaries, etc IS 

Granuloma pudendum 8 

Tuberculous ulceraooo of the vagina . . . . 2 

Syphilomata and/or elephantiasis .. .. S 

Vagmal carcinoma S 

Vagmal polyposis I 

Polypi of the cervix (simple) .. .. .. ,. 23 

la&ammatory graoulomata of the cervix . . . . I 

Cancer of the cervix (pnmary) -23 

„ (aOer subtotal hysterectomy) .. ■ 2 

Tuberculous ulceration of the cervix .. .. 1 


140 

One feature of this list which may excite comment is the com- 
parative paucity of cases of cancer of the cervix. The reason Ibr this 
seeming anomaly is that among the indigenous people of the tropics, 
maturity and cMd-bearing are almost synchronous events in the 
hospital class of patient. Indeed, among such people — since, from a 
rehgious and ethmc point of view, multiparity is the ride rather 
than the exception — I would go so far as to say that post-menopausal 
cancer of the cervix is very rare. To check t^s statement, in 1930 — 
with the help of my re^trar — went through the out-patients* and 
in-patients’ list for five years and found that out of 158 cases of 
cervical cancer, only 26 were in an operable stage when seen and only 
15 had passed the change of life; of these, 9 were Europeans. 
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I have taken the menopause as a standard to mean the period 
of six full months after the cessation of normal catamenia. 

Amongst pure Europeans, whether immigrant or domiciled, post- 
menopausal cancer of the cervix is not commonly seen, the reason 
in the former being that the wives of Europeans return to England 
with their husbands at about the age of 50, whereas in the case of the 
latter, habits of greater cleanliness as regards the genital tract and 
body are more universally practised in the East than they are in the 
West. 

Table II — Invisible Causes of Post-menopausal Bleeding 
Carcinonia of the corpus uteri 21 

Sarcoma uteri . 7 

Fibromyomata and submucous fibroids 25 

Polypi 37 

Senile meiropathia . 7 

Metropathia haemorrhagtcsk 17 

Ovarian tumours (benign) 6 

„ „ (malignant and primary) 34 

„ (ma{ign.int and secondary) 2 

Arteriosclerosis (byperp*csis) 2 

Granulosa tumours 5 

Tuberculosis (miliary) of uterus and adnexa I 

164 

This table is, to my mind, by far the more interesting of the two, 
in that it comprises not only cases in which an obvious tumour was 
palpable but also those in which doubt arose as to the probable 
cause and site of the bleeding, since in many of them nothing 
abnormal was palpable. In some the mucous membrane was grossly 
thickened and of the typical “Swiss cheese” pattern on section and, 
as expected, one coufd palpate the typical cystic enlargement of 
the ovary so well described by Wilfred Shaw and others, but in 
other cases one failed completely to do so. 

In some the mucous membrane was perfectly smooth and atrophic, 
nothing coming away with the curette, the uterus being small and 
thin. In others, perhaps many years after the menopause, one has 
suddenly found a byperplasic mucous membrane accompanied by 
one small single polypus at the fundus, no larger than a pea. 

Why do these patients develcm symptoms of bleeding or conditions 
of inexplicable hypertrophy oi the* mucous membrane, perhaps so 
long as from ten to fifteen years after the change of life? 

To my mind, since it has been recently demonstrated that the 
urine of 60% of women after the menopause contains prolan, the 
CKpJaaatioa ot such Weeding must be sought in the anterior pituitarj- 
body, for how otherwise can we account for this Rip-van- Winkle- 
like awakening of ovarian function? 

Jeffcoate and Fluhman have suggested that the hypertrophy^ of 
the anterior pituitary found at autopsy after (he climacteric, is a 
compensatory readjustment of balance, following the gradual 
(iectease of ovarian activity, the purpose of this revival of secretion 
being to stimulate the activity of the failing ovary. In favour of this 
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view is the experiment of Zondek, in which he stimulated and 
obtained follicular response in the ovaries of female rats and mice 
by transplanting into them hypophj'seal grafts. 

The problem is one of intense interest, and will not be solved until 
the uterus and ovaries of every cast of post-menopausal bleeding 
without palpable cause can be placed, immediately after operation, 
in the bands of the biochemist for analysis and animal e.tpcrimento- 
tion, because at present we are in the dark as to whether this positive 
prolan unne reaction is due to inability of the ovary to utilize it or 
to a lowered renal ihicsbold for its excretion. 

Moreover, is it not possible that gynaecologists can or could 
advance the work of the biochemist by trying the effect of experi- 
mental transplantation into women and animals of grafts taken 
from the ovaries or endometrium of such a case? 

In the table are seven cases of what I have called “senile 
metropathia” in opposition to the more general term “senile 
endometritis”. My reason is that in none of them was there the 
least macroscopic or microscopic evidence of any inflammatory 
condition in the uterus, nor could I detect any patholo^cal state of 
the ovaries. I have here a specimen, removed icctnily by vaginal 
hysterectomy on account of bleeding, from a patient agra 5 $. 

How is It possible to expbin the undoubted fact that an organ 
Lke the uterus, after a long, latent period, can suddenly give rise to 
symptoms of bleeding without any ulcerative lesion of its mucosa? 
what sensitizes the mucous memWne of this uterus? What starts 
the clock of ovarian function re-ticking? Surely it must be the 
anterior pituitary. 

Passing now to the subject of pelvic Dcoplasras, only a small 
proportion of those that are innocent cause bleeding, even though 
they are twisted or accompaued by inflammation. In the persomd 
record of 547 cases of ovarian tumours which 1 published in 1931, 
63 were in-patients past the menopause; 4 of these with innocent 
growths and 26 with malignant growths had symptoms of uterine 
haemorrhage. Since then I have seen 8 more malignant and 2 more 
innocent ovarian tumours giving rise to llus symptom. One of 
these was secondary to carcinoma of the large intestine, probably 
by way of retrograde lymphatic permeation. 

My large experience of ovarian tumours confirms me in the 
behef that, in any case of post-menopausal bleeding where there is 
the slightest enlargement of the ovary or even resistance in cither 
cul, laparotomy is called for, even though the bleeding is slight and 
temporary, since a large percentage of these cases are mahgnant, 
or, if not actually malignant, belong to the type of foUiculomata. 

To what is the bleeding due? Why are 75% of m^ignant tumours 
of the ovary bilateral? Why do so many of these patients suffer from 
primary sterility? The explanation must lie outside the pelvis, its 
anatomy and its blood and lymph supply. Zondek, Blair-Bell and 
Susmar have shown that malignant tumours and foUiculomata of 
the ovary in some 1 8% of cases after the change of life give rise to a 
positive prolan reaction, and that lemov^ of the neoplasm causes 
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this reaction to cease. Is it possible that an ovanan tumour in such a 
woman may take on the function of the original tissue, just as after 
thyroidectomy for cancer, metastatic tumours function like the 
original thyroid? The solution lies in the words of Harvey; “Study 
and seek out the secrets of nature by way of experiment”. This 
we can only do in co-operation with the biochemist, for at present 
we do not know whether the growth stimulates the hypophysis to 
increased activity or whether the growth actually manufactures the 
hormone; or, still further, whether the increased activity of the 
pituitary is the cause of the malignancy and bilateral tumour 
formation. This aspect of malignancy, even though only confined to 
the genital tract, calls urgently for team work in every big hospital, 
between the biochemist in his animal laboratory and the surgeon in 
his ward and theatre, since Table 11 demonstrates that the percentage 
of malignant causes of invisible post-menopausal bleeding in an 
experience of ten years was 39'6%, whereas the incidence of 
malignancy among the visible causes was 31-4%, i.e., out of 304 
visible and invisible cases of post-climacteric haemorrhage, the 
total incidence of malignancy works out at 35-8%, which is con- 
siderably less than that recorded by Fabmy from the Edinburgh 
School. Some explanation of this discrepancy is due to the fact 
that post-menopausal cancer of the cervw is rare in the East for 
the reasons that I have given, atthou^ ante-menopausal cancer of 
the cervix is exceedingly common. 

Of the five granulosa tumours, four were innocent; one only was 
definitely malignant on section (the patient died four months later 
from metastases in the lung). 

TREATMENT. — It is not my intention to deal individually with 
the laparotomy treatment of these patients, but I want to put in a 
strong plea for the vapoal-surgical — as against the radium — 
method of treatment in certain cases. In saying this, I feel somewhat 
like Daniel amongst the lions, for I fully appreciate that there are 
many here who, for cases of metropathia haemorrhagica and the 
like, prefer the application of radium after curettage. 

For my own part, in all cases of metropathia, and even where 
polypi and submucous fibroids occupy a post-meaopausal uterus 
which is no bigger than a mne-wceks’ pregnancy, 1 prefer to carry 
out vaginal hysterectomy, which can be done in under forty-five 
minutes, is almost a bloodless operation, and in 99% of the cases is 
followed by a painless convalescence with no post-operative dis- 
abilities. Moreover, I am not at all sure that it is not, in the long 
run, a cheaper method of treatment as the patients are up and away 
between ten and fifteen days afterwards. 

Up to date I have performed 329 vaginal hysterectomies with 
four deaths only, that is a mortaUly of 1 -2%. In only one case (an 
early one) was the bladder injured. In none did secondary 
haemorrhage occur. 

1 am aware that this operation is, with many, an unpopular 
one, but I am quite sure ttat it is the ideal operation for many of 
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those cases of ante-menopausal and post-menopausal benign 
bleeding wHch occur in patients whose uteri, small or moderately 
large, are unaccompanied by adhesions of old, inflammatory, 
adnexal disease. . 

Radium, 1 know, has its advocates, but I consider that its dis- 
advantages overweigh its advantages, since in some cases it fails to 
achieve its object, in othen it gives rise to a constant discharge, 
causmg pruritus, and in still others it manufactures in the mind of 
the woman or her relatives or both an obsession of cancerophobla, 
wWch many of us here have met and have been unable to counter. 
PROLAPSE 

There is no gynaecological condition more common in India. 
For a young woman who wants more children the Fothergifl opera- 
tion IS ideal. For the middle-aged, or one who does not desire more 
children, the interposition operation vrith ligation of the tubes is 
best. In an old woman if the prolapse is complete and there exists 
no pelvic diaphragm the best results will be obtained from the 
Mayo-Ward operation of va&i^ hysterectomy. 

What are the respective merits of these operations from the point 
of view of the tropics? The Fothergill operation takes time— usually 
at least an hour— and involves the risk of shock and considerable 
bleeding m patients already debilitated. Moreover, occasionally a 
B. coli infection and slou^nng of the sntures occur. Also I have 
seen out here patients who have been operated upon in England 
in whom the uterus has remained retroverted and a source of 
distress. In others, subsequent to the amputation of the cenix 
sterility has occurred, or in the event of conception, d>'stocia has 
resulted in a few, necessitating Caesarean section. Moreover, it is 
not improbable that the procidentia will recur in the event of future 
natural delivery. ‘ 

The mterposition operation is quickly performed, there is no 
bleeding or shock and, from the point of view of prolapse, proridM 
a postenor colpo-perincorraphy isdoije. it is a radical cure, thoudb 
perhaps, like the Bassini operation fof’bcmia, it is not absolut^y 
anatomicaL I have done a great number of these operations 
have never regretted one, though should a'tumour form in /the 
uterus removal of this organ at a future date would involve ®:E- 
culties. These patients can leave hospital in 10-^Ks.da^, an^arc 
grateful, for the operation is accompanied by little afler-pa^ as 
compared with the Fothergill. T 

The Mayo-Ward operation is usually indicated in old peopl\and 
can be performed in under a half hour, width reminds me of a. vary 
useful hint. When doing any vaginal operation where bleeding i^v 
be expected, if you inject 1-2 cx. of Pituitrin into the para-cervira 
tissue before making your incision, there will be almost completi 
anaemia and haemostasis. The Mayo-Ward vaginal hysterectomy i 
followed by a posterior edpo-perineorraphy, but should th 
patient be debilitated, this part of the operation can be put off for •. 
few w eeks, and be done later under Novocain. 
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Pessaries have no place in the treatment of prolapse, and the 
operations are easy for a hospital surgeon. Moreover, do not 
forget that prolapse is a hernia, and, like other hemiae, tends to 
become larger as the patient grows older and musculo-fascia gets 
thinner. 

In old patients or those who have undergone an unsuccessful 
hysterectomy or other operation, the writer (H.W.) has had success 
by combining Le Fort’s operation (of denuding the front and back 
vaginal wall of mucous membrane and then sewing them together) 
with “Abyssinian circumcision”, namely removal of the labia 
minora and stitching the raw areas together ; in the writer’s operation 
a small hole is left at the back for the escape of any vaginal or 
cervical secretion, and of course a small hole in front for urination. 
PRURITUS {See also Anus (Pruritus Ani). ) 

Make a careful examination, both inside and out; discharges, 
excoriations, patches of eczema and their distribution being 
particularly noted; also test the urine because diabetes may be 
present, but not so commonly in life as in the text-books. 

About or after the menopause kraurosis or leucoplakia is the 
likely cause and as both are amenable to oestrogen therapy this is 
started at once. Kraurosis affects the vestibule and labia minora, 
leucoplakia the labia majora and outside. 

During pregnancy some irritation of the vulva is very common, 
and probably is attributable to congestion or, in some cases, to 
toxaemia. Calcium should be given and lead lotion is soothing; the 
patient should not stand for long penods, and the foot of the bed 
should be raised when she occupies it. 

Trichomonal or other vaginitis {see under Leucorrhoea) may 
be a cause, as also may slight leakage of urine. 

In children threadworms may be found and should always be 
looked for. 

Among dirty people fleas, bugs or crabs {Phthirus pubis) may be 
the cause. 

Eczema is treated like eczema elsewhere. In a certain number of 
cases no visible cause will be found, when the disease is treated on 
the same lines as pruritus ani, but it is always worth trying oestrogen 
and progestin. 

RETROVERSION AND RETROFLEXION 
The proportion of congenital to acquired cases is not accurately 
known because virgins are seldom given a pelvic examination, but 
when operating on young girls for other conditions the writer has 
often noticed that the uterus was retroverted. 

The female capacity for bolding her urine compared w'ith that of 
the male is proverbial, but it has its drawback, because a distended ■ 
bladder pushes the uterus backwards. It is the writer's opinion that 
retroversion is present in about one in four of the women on whom a 
pelvic examination is made, and that only in about one in four of 
these women can any symptoms be attributed to the retroversion. 
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The conditions commonly attributed to retrovenion arc backache, 
dysmenorrhoea, menorrhagia, bearing-do^ pains, dyspareimia, 
prolapse, constipation, sterility Rud abortion. Now any of Ihcrc 
symptoms may be caused by retn>'’crsion'or they may not, so it is 
important to get at the truth; the best way of doing t^ is to antevert 
the uterus and keep it in anteversion by means of a ring for a couple 
of months or so and to see if the syinptoms are cured— the ring is then 
removed; if the symptoms were absent during its presence and 
return after its removal, and it is found that the uterus has gone 
back agam, Gilliam’s operation wiU be successful, so should be 
done. K the symptoms are cured by the ring and they remain cured 
after its removal it will generally be found that the uterus has 
remained antcrerted, so nothing further need be done unless the 
patient is particularly amuous to guard against a subsequent retrover- 
sion. If the ring keeps the uterus forwards but has no effect on the 
symptoms, another cause must obviously be looked for. In the 
case of dyspareunia the cause can gener^y be detected by visual 
and -vapnal caarmnation, and if ihe paiicni jumps or says “ Y es, that 
is the pain” as soon as the surgeon’s fingers press on the retroverted 
fundus uten, or prolapsed ovary, it is right to adrise Gilliam’s 
operation, because an actirely married woman should not be 
condemn^ to pain or to the wearing of a ring for the rest of her life. 

When the complaint is sterility the effect of tubal insufBation 
should always be watched before anything else is even contemplated, 
hut where there is a history of abortion in conjunction with a 
retroverted uterus, operation is justified. 

A difficult kind of case which is often seen is that of the woman 
with a history of previous abortion who is now about two months 
pregnant and has a retroverted uterus. Shall one try to anlerert the 
uterus and risk causing an abortion, or shall we leave it as it is and 
risk an abortion happening later? The best tHng to do is gently 
to try antevertmg the uterus with the patient in the knee-hand 
position (not the knee-elbow position — the pelvic organs get too 
far away) ; if anteversion is easy, put in a ring and leave it till the 
middle of the fourth month, but if it b difficult do not persevere or 
use any force. In eiffier case 10 milligrams or more of progesterone 
(Lutocychn) should be given twice weekly by injection or three times 
daily by the mouth, vitamin E ^ould be presenbed, and the patient 
warned not to stand up for any length of time. 

TO ANTEVERT THE UTERUS. — ^Anteverting the uterus of a 
non-pregnant patient is ^nerally done with her oO her back, but 
she may be on her side, or, as in the case of an early pregnancy, in 
the knee-hand position. 


METHOD.— 

(o) Tell the padent to emp^r her bladder. 

(b) “With tw’o fingers in the posterior fornix and the left hand on 
the abdomen press the fundus forwards and out of the 
hollow of the sacrum. 
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(c) Open the vaginal fingers so that the index finger is in front 
of the cervix. 

(d) Push the fundus upwards and forwards with the middle 
finger and the cervix backwards with the index finger. 

(e) With both vapnal fingers push the cervix upwards and 
backwards into the hollow of tlw sacrum, at the same time 
trying to get the fingers of the abdominal hand behind the 
fundus; once this is done, all is well. 

(/) Continue pushing the cervix upwards with the vaginal 
fingers, and the fundus downwards with the abdominal 
fingers urifU /Ae uterus is lying with the fundus over the pubes 
and lower than the cervix. Nothing less than this constitutes 
full anteversion. 

If the above method fails, proceed as follows ; 

(a) Tell the patient to empty her bladder. 

(fi) With the patient in the lithotomy position, insert a speculum, 
which the assistant holds. 

(c) Swab the vagina and cervix if there is any secretion 
obscuring the cervix, 

(d) Catch the anterior lip of the cervix with a vulsellum forceps ; 
this should cause no pain. 

(e) Remove the speculum. 

(j) Draw the cervix well down the vagina, holding the vulsellum 
in the left hand. 

(g) Pass the first two fingers of the right hand into the vagina 
behind the cervix and press the fundus uteri forward. 

(A) Hand the vulsellum forceps to the assistant, put the left hand 
on the patient’s abdomen and try to get the fingers behind 
the fundus, which is being pushed forward by the vaginal 
fingers. 

(/) Tell the assistant to push (he cervix, by means of the 
vulsellum, upwards and backwards into the hollow of the 
sacrum and try to get the abdominal fingers well behind 
the fundus as the uterus turns upside down, 

O') Remove the vulsellum and confirm that the fundus uteri is 
over the pubes. 

This method generally succeeds if (here are no adhesions, but if it 
fails, give an anaesthetic and antevert the uterus by means of a 
sound, having satisfied yourself that there is no pregnancy. 

PESSARIES. — ^Thc insertion of a pessary requires gentleness, 
plenty of lubricant and a knowledge of the fact that the perineum, 
not the clitoris, was made to be stretched; so the pessary is pressed 
baclnvards, not forwards, during introduction. 

The pessary is inserted in the antero-posterior diameter, but 
when it gets inside the va^na it automatically turns through a 
right angle; when it is in place two things must be made certain 
of (1) that the upper rim is above the cervix, and (2) that the uterus 
is fuUy anteverted. 

A rubber ring is easier to insert than a rigid one because it can 
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be laterally compressed during insertion; h is suiuble for temporary 
wear, but after some months tbe rubber is affected by the vaginal 
secretion. The plastic or hard vulcanite pessary is more durable. 

So far as shape is concerned, the modem tendency is to revert to 
the simple nng; even the Smitb-Hodge pessary, with its liability to 
fall out, IS being abandoned, and in young women it forms more of 
an obstacle to coitus than the ring. 

Except in elderly women, who either refuse or are unfit for 
operation, a pessary should never be more than a temporary 
expedient. 

The ring pessary is suitable for cases of retroversion, cystocele and 
moderate degrees of prolapse ; in all these cases it works by keefang 
the vault of the vagina stretched, but the smallest, not the largest 
nng that will “do the needful” is the one to be chosen. A pessary 
does not control a rectocele. The cup and stem pessapr, with a 
hollow stem, is used for cases of pelvic floor collapse in weakly, 
elderly people, but is not very common. 

All patients wearing pessaries should douche themseKes daily and 
have the pessary changed at least once in six months. 

“Foreign-hody vaginitis’' is a definite contra-indication to the use 
of a pessary. One of the worst smells the writer ever encountered 
came from the vagina of a woman who bad worn a rubber pessary, 
undouebed and unchanged, for twenty years. 

STERILITY 

The types of sterility I am going to discuss are those seen every 
day by the busy practitioner, and in order to make my meaning clear 
on this point I am taking for consideration 300 consecutis'e cases, 
as they have presented themselves to me in my consulting room. 

In M of these (21 'V/^, the husband was at fault. 

In 50 (16-6%), no satisfactory cause could be discovered in either 
husband or ^e after full examination. 

In 45 (15%), the complaint was one-child sterihty. 

In 141 (47%), the fault was primarily or certainly in the woman. 

Such bung the case it will repay us to halt and consider each of 
these categories. 

As regards the first, the husband may be old or he may have a 
history of epididynutis or syphilis, or he may be psychopathic, or 
unintelligent in the art of love. Such cases can easily be investigated 
by efficient examination of the semen in a condom. Such examination 
must be done within a very few hours of coitus. 

Azoospermia in my experience is incurable, but I have smh 
excellent results following rest, mild thyroid medication, and 
diathermy in oligospenma. Total abstinence, and, if posable, 
separation of the parties for not less than three months must be a 
part of the treatment. Some of these cases are complicated by a 
very defimte psychological complex; by this, I mean that due to some 
subconscious trauma of earlier days, which has not been ventilated, 
a man inay develop an anxie^ neurosis or inferiority comply 
These cases are b«t dealt with by an expert psychotherapist. 
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However, I wish to make it qaite clear that the most intimate 
enquiry must be made of, and aMut the husband, before necessarily 
proclaiming that the wife Is the cause of the sterility, for I am afraid 
scores of women undergo unnecessary operations in order to bolster 
up the amour-propre of a defective husband. 

In 50 cases no adequate cause could be assigned for the sterility, 
despite full examination of both husband and wife (including a 
Rubin test on the latter), but I have a feeling that a time will come in 
the near future when semen will be “grouped" in some way to suit a 
woman, just as blood is grouped for direct transfusion. For from a 
knowledge of the private lives of some of these patients, I know that 
they have had Jefthanded children, or children by a former spouse. 

Moreover, I feel quite sure that many of these cases are due to the 
prolonged use of contraceptives after marriage, for there can be no 
doubt that such abominations as quinine pessaries, cervical caps, 
etc,, set up an endocervicitis, which is inimical to the passage and 
vitality of the spennatozoa. Indeed, I do not think the fact is 
sufficiently recognized that if women constantly use contraceptives 
during the first three years of mamed life, only a fractional propor- 
tion of them ever conceive. Some authorities state that only 10% of 
such become pregnant. 

One-child sterility is very common among the people of India, and 
when it is remembered that 50% of Indian women and 12% of 
European women in India suffer from fever of some kind after 
delivery, such one-child sterility need not be wondered at. It may be 
that the perineum is so badly tom or the vagina so lax that the 
patient is always wet after coitus, or there may be such atresia or 
laceration of the cervix with ectropion and erosion that the chances of 
fertilization are few, but most often there is a condition of chronic 
metritis, that is a congested, bulky and retroverted uterus, with or 
without salpisgo-oophoritis, and this is the fundamental cause. 

The prospects of these patients are to a large extent dependent 
upon expert examination. For instance, the perineum or cervix may 
need suturing or some plastic operation. 

On the other hand, if there is old infiammatory disease of the 
tubes, which have become completely glued and surrounded with 
adhesions to the ovary, no treatment for sterility per se will be of any 
avail, although, of course, operation may cure the chronic invalidism 
of these patients. If there is do palpable disease — by this I mean that 
the tubes and ovaries are not enlarged or painful, and that the only 
finding is a retroverted bulky uterus (jprobably the result of inefficient 
treatment, or neglect of vaginal examination three weeks after the 
baby ivas bom) — there are two things which can be done : 

(1) The diagnostic per-utcrine insufflation test of Rubin. 

(2) Remington Hobb’s treatment. 

It is possible that the first, for lack of the adequate apparatus or 
experience, cannot be carried out, but there is no reason whatever 
why any practitioner should not carry out the Hobb’s treatment, 
which is simplicity itself, for I have records already of 11 cases in 
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which this treatment alone has resulted in conception at a later 
date — cases m which every known treatment, even including that 
much-abused operation of Gilliafl) — ^has been employed. 

Here may I say that the general practitioner’s custom of ordering 
glycerin and Ichthyol tampons or inserting a j^saiy is not only 
useless, but an anachronism today. The same thing may be Mid of 
the embryo gynaecologist who believes that s Gilliam operation for 
a retroverted uterus is the tiftinto Thule of treatment, for in these 
cases, as the uterus is in a state of chronic congestion pt subacute 
inflammation, no mere restitution of its position will influence its 
conceptive power. For as Rubio has demonstrated, and as I have 
incontestably pros’cd, if CO* passes with case through the tubes 
without undue pressure with the uterus retroverted, there is no 
indication for Gilliam’s operatloo if cure of sterility is the purpore, 
but, if the CO* does not pass easily or only passes under excessive 
pressure, or after first anteverting the uterus, one roust presume that 
there is a mechanical Unlr or swelling of the mucous membrane of 
the tubes, and then Hobb’s treatment before or after a Gilliam 
operation is astouodin^y gratir>ing in its results. 

HOBB’S TREATMENT.— The principle of this treatment is the 
introduction of glycerin into the uterus, which promotes exosmosis 
from the endometrium, that is to say there is an outpouring of 
lymph from the uterus, and its place is taken by fresh lymph from 
the cireulatloo. Glycerin is a mild stimulant to the uterine mcscle, it 
rehabilitates its tone and contractibility, and as it slowly percolates 
through the cervical canal it washes out t^t viscid secretion, which 
so often blocks the entrance. 

Instruments required . — 

(1) A sponge holder. 

(2) A No. 6 soft rubber Jacques’ catheter. 

(3) A bivalse speculum, or a posterior speculum and an anterior 
vaginal retractor. 

(4) A 10 c.c. “Record” syringe. 

Technique . — ^No anaesthetic is necessary. The patient is placed in 
the hthotomy position, the vulva is cleansed as usual, and the 
spe^um mtroduced. The cenix is manipulated into a central 
position, and cleansed with a swab-stick and iodine. The “Record” 
S}Tinge IS filled with pure glycerin, and the soft rubber catheter is 
attached to the end of the syringe. The catheter end is grasped 
lightly by the sponge bolder, introduced into the cervix, and pushed 
right up to the fundus ; the ^ycerin is then slowly inj^t^ so that an 
even spread over the uterine mucosa is obtain^. If the patient is in 
bed, the catheter is left in situ wifti gentle pac^g to keep it retained 
in the vagina, the treatment being repeat^ t.d.s.t if not in bed, the 
patient should return for treatment every day, for not less than 
21 days. 

In Calcutta, I find it best to ask one of the many reliable lady 
doctors to cany out the treatment after the first appheation ; that is 
. after the patient realizes that tlmie is no pain or disabihty entailed. 
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The patient is asked to report herself in a month, for by that time 
one usually finds the uterus small, mobile and no longer tender to 
palpation. While this treatment is being carried out, the patient is 
told to take i gr. of thyroid extract twice a day, to rest from 12 noon 
to 4 p.m. on her face, with the foot of the bed raised, and to submit 
to some form of Plombiere treatment, that is, to douche herself 
rectally with hot normal saline or I gram of permanganate of potash 
to 2 pints of hot water twee a day, for many of these cases have an 
oedematous or varicose condition of the parametrium. 

Coitus is absolutely forbidden for three months. The treatment 
is repeated on 15 days m the second month, 10 days in the third 
month. The husband is instructed to be with his wife on the 7th, 
9th and llth days after the last day of the third menstrual period, 
for those are the days of elective procreation, corresponding with 
the date of ovulation in women, which takes place between the 
13th and 17th days after the first day of menstruation. 

It may help to emphasize this fact if the practitioner will remind 
his patient that the Jews are the most prolific race in the world, 
and that the Mosaic law does not permit the orthodox Jew to 
cohabit with his wife until after the 7th day following the last day 
of menstruation. 

Before quitting the subject of Hobb’s treatment I should like to 
add that this treatment, so simple and efficient for drainage of the 
uterus, is of extraordinary value In cases of puerperal sepsis, for 
each application relieves congestion, lowers the temperature and 
alleviates pain. Moreover, it is very useful in cases of abortion with 
retained products of fertilization, which have become infected. 

Finally, in cases of one-child sterility, in which all treatments have 
been tried, reference should be made to the modem treatment by 
diathermy. This method should only be used by an expert, but the 
reports of such cases as have been treated show that it is a very 
valuable means of restoring bealih to a tender, congested uterus, 
thereby perhaps rendering the nidus for conception normal. 

FAULTS IN THE WOMAN.— From a clinical point of view, 
such faults can be divided into psycholo^cal, anatomic^ and 
pathological. Out of the 141 cases seen by me, U (7*8%) belonged 
to the psychological category, by which I mean that extreme frigidity 
or vaginismus existed. These cases are very difficult to treat, since 
as a rule there is no anatomical defect or cause for such reluctance. 

Suggestion, mental massage or glass vaginal dilators before or 
after a “Fenton” operation are sometimes successful. Little can be 
expected of drugs such as valerian or nux vomica, for it is the art 
of love that is defective in the husband, the wife, or both. 

Anaiomka] defects are in my experience very common; 63 cases 
(44%) had defects of the vagina, cervix, uterus or its adnexa, 

Developmental errors are far more frequently causes of sterility 
in women than practitioners realize and it may be that faults in 
development arc results of dietetic errors (avitaminosis), together 
with endocrine failure in foetal or early life up to the age of puberty. 
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Gross clinical conditions, such as congenital absence or non* 
development of the sexual organs, or lesser ones, such as the tented 
vagina — that is one contracted at its vault — the snout-shaped or 
button cervix, the anteriorly or posteriorly acutely flexed cochleate 
uterus with small insensate ovaries or the small round pelvis, are 
all frequently seen. 

Dysmenorrhoea is usually a symptom, and such patients often are 
obese below the navel, and have a failure in de^’clopment of the 
breasts, pubic or axillary hair. Some arc short, and ha^'C loose joints 
and large tonsils. Others have absence of the half-moons of the 
finger-nails, or small black moles (beauty spots) all over the body, 
or spaced and twisted upper lateral incisor teeth. accessory 
clinical signs pomt to hypothyroidism or hypopituitarism. 

Treatment of these cases is extremely unsatisfactory from the 
point ofviewofcunng the sterility. Perchance 4 gr. of thyroid extract 
twice a day, with large doses such as 10 gr. each, three times a day, 
of whole ovarian and pituitary extract for six to twelve weeks, may 
be beneficial. I have only known two of these patients to bKome 
pregnant and go to full term, although such symptoms as dys- 
menorrhoea, obesity and dyspareunia may be alleviated. 

Patholo^eal conditions of the peUis existed in 67 (48*3 of 
whole number of cases seen by me. 

A careful history wQl elucidate whether a patient at any time 
^ce marriage has bad any inflaimnatory condition of infective 
origin which might possibly have aSected the genital organs and 
pelvic peritoneum. For instance, 18 cases gave a history suggestive 
of gonococcal infection; 7 bad a history of severe appradiatis and 
operation in the acute stages; 1 1 bad a history of abortion followed 
by fever for periods from 3 days to 3 weeks; 2 were definitely 
tuberculous, and their pelvic findings suggested tuberculous salping- 
itis ; 3 had had operations for extia-utenne gestation. 

Pelvic exaimnation will demonstiate morbid conditions of the 
urethra, Bartholin’s glands, or cervix; for instance, a hypertrophied, 
oedematous cervix eroded aad with a bull’s-eye appearance points 
to an infective condition of the endocervix. Bimanual exa mina tion 
•will at once ^e the clue by pain and tenderness as to the position 
and condition of the uterus, tubes and ovaries, for any inflammatory 
condiDon, old or recent, of these structures will be palpable, and 
should the practitioner be in doubL a combined vaginal and rectal 
examination wdl chnch the diagnosis as to the cause of sterility. 

That tubo-ovarian disease, inflanunatory in oripn, is extra- 
ordmarily common, both in private and in hospital practice, cannot 
be doubted. Among my own cases they form 12*7% of the whole, 
and m the Eden Hospital, Captain Dutt, the Registrar, shows that 
they form 13-6% of all gynaecological out-patients. 

Other morbid conditions cauring sterility, under the age of 28, 
or after three years of mamage, were ovarian and dermoid tumours, 
9inalL 

But still more common in nnr series were neoplasms of the uterus 
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(17 in number), including polypi of the cervix or fibroids of the 
corpus uteri. 

In a few patients, although the history was suggestive of infection 
or definite of abortion, except for a retroverted uterus and prolapsed 
ovaries, no other morbid condition was discoverable. 

TREATMENT. — An infected cervix by itself may be cured by 
diathermy, or by Hobb’s treatment, or if these fail, by a Sturmdorff 
operation, which excises the mucous membrane of the endocervix. 

A tubo-ovarian mass may eventually demand operation, but such 
treatment is very rarely followed by conception. In connection with 
these operations it may not be out of place here to sound a warning 
against laparotomy should there be a history of a miscarriage or 
abortion within the year, for “puerperal” tubo-ovarian masses are 
in 80% of cases streptococcal in origin, and hence there is a risk 
of infecting the peritoneal cavity and death. 

The cases which demand the greatest clinical acumen are those 
in which the history is indefinite, the clinical findings arc negative, 
and in which apparently there would seem to be no reason why 
conception should not have occurred. It is in these patients that the 
value of the Rubin msuSation test gives us that hope and infor- 
mation which hitherto we have bad no means of entertaining. 

TUBAL INSUFFLATION.— In 1914 Rubin first began his 
experiments on insufflation, and now the technique is so perfected 
that the gynaecologist can use it in his consulting room as a routine 
method of diagnosis in cases of sterility, provided that his technique 
is good, that the patient is seen at a favourable time with regard to 
the menstrual cycle, that (he cervix is healthy, and that there are 
no contra-indications. 

The writer uses Rubin’s own apparatus or that of Dr. Provis. 
These are both portable and inexpensive. No anaesthetic is neces- 
sary; in fact an anaesthetic should on no account be used. A vaginal 
examination having been made to eliminate any contra-indications, 
the patient is plac^ in the lithotomy position, a bivalve speculum 
is inserted, the cervix is grasped by a single pointed vulsellum, and 
cleansed with iodine on a probe. The cannula connected to the COj 
apparatus is now passed into the cervix above the level of the 
internal os. Hie CO, cylinder is connected with a pressure gauge 
and the CO, passed through an inverted U tube in water. The gas 
is now turned on at a very slow rate (approximately three bubbles 
to the minute), and the manometer is closely observed in order to 
detejiniDe the point at which the pressure drops. This “pressure 
drop” indicates the point at which the gas is released through the 
tubes into the peritoneal cavity. If the tubes are patent, this is 
usually under 100 mm. of mercury. If the tubes are closed there is 
no drop, and the pressure rises steadily to 200 mm. or more. The 
cannula and vulsellum are then withdrawn. The patient is asked 
particularly as to the character and location of any pain produced, 
as such points are of diagnostic value. For instance, if the pain, as 
the pressure rises, is only in the middle line, or on one or other side 
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of the groin, the probabilities arc that there is a block in one tube 
or both, as the case may be. 

If the gas has run through at a pressure of 100 mm. or less, and 
not more than three bubbles emitted per minute (roughly 100 c.c. 
of COj), the patient is asked to sit up on the couch. Oonfirmatoiy 
evidence of the patency of the tubes be then established, for she 
will complain of sudden pain in the ri^t or left shoulder reaon, 
due to rising of the gas under the diaphragm. (Rubin uses a fluoro- 
scope. which he has fitted up in h^ consulting room.) Such pain 
can be abolished by asking the patient to adopt a knee-chest position 
for five or ten trnnntes, for the COf ihen re%'eTts to the pelvis and 
is quickly absorbed. 

CONTRA-INDICATIONS AND DANGERS.— There must be 
no evidence of pelvic infection or suppuration, no i«lvic tenderness 
or inflamTTia tnry masses, and no fever. She must not be a patient 
who is suffering from cardiac, renal or pulmonary disease, nor be 
one of great obesity. The danger of embolism is negligible if ibe 
test if done properly. The only possible danger is an extremely rare 
ent , TamfeVj , tiat. felcwta?, pas from the vss** the 

cavity, cither through the fimbriated cod, or from the bursting of a 
tube under excessive pressure, but this should not be jwssible if a 
proper examinaaon Im been made beforehand. 

CHOICE OF TIME.— The most favourable time to carry out 
the test is from 4 to 7 days after the cessation of mmstniatioa, 
when the endometrium is fiat and the uterine ostia of the tubes are 
not obstructed by saoUeo mucous membrane. Moreover, snch a 
time is of additional impoTtance from the fact that if the test is 
positive the husband can be with his w^e during the following 
three nights with a greater chance of conception occurring. 

REPETITION OF THE TEST. — ^If the test is negative, on no 
account should the patient be told that conception is impossible, 
for although drcumsunccs may predisp>ose one to tb'nV so, it may 
be that there has been some spasm of the tubes during ^e test, 
which has prevented the passage of the CO*. For that reason the 
test should be repeated on two or three occasions, under morphia 
and atropme if need be. Rubin himself states that several of his 
patients provTd to have tubal patency on a fourth lest and sub- 
sequently gave birth to normal childr^ Moreover, it may be that 
the second and third tests indicate from the sjTaptoms of the patient 
that the block is at the distal end of the tube, the sooiled “phimotic'* 
tube adherent to the ovarj'- In such a case, laparotomy, foDowed by 
salpingostomy and removal of the thickened outer covering of the 
ovary, may be successfuL 

DEDUCTIONS. — Until recently the operation most beloved of 
the general practitioner for sterility was that of dilatation and 
curetting, with or without slitting of the posterior Ep of the cenix- 
Should this small operation fail m its purpose, the patient csnally 
driftrf to the gynaecologist for further opinion, and if be found 
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the uterus retrovertcd some modification of Gilliam’s operation, 
perhaps, would be performed, but, should the uterus be in its 
normal position — which was as Kkely as not— and the husband 
healthy, another dilatation would be done! 

Nowadays, however, all such tinkering gynaecology has gone by 
the board, for obviously any operation on the cervix or uterus will 
be ineffectual if the tubes are already sealed to the passage of the 
ovum. 

Rubin’s test is therefore a diagnostic measure of the very greatest 
importance, so should any patient with a healthy husband, after 
two or three years of marriage, seek advice for sterility — provided 
that there are no contra-indications — an insufflation test should be 
done before submitting her to any operation. 

Moreover, it must be remembered that this test, if positive, has 
also a therapeutic effect, for the observations of over twenty in- 
dependent surgeons have proved that this test alone, without any 
other treatment whatever, has resulted in conception in over 10% 
of sterile patients— probably by dislodging a plug of mucus or 
straightening out a kmk in the tubes. 

If the test is negative on three or four occasions, the probabilities 
are ve:^ much against any chance of conception — operation or no 
operation. For instance, the writer has done 33 salpingostomies, 
and has yet to see one of these women become pregnant and this 
is the usual experience of most surgeons. 

If the test is positive, on the other hand, any measure should be 
taken which may enhance the chances of fertiliration. For instance, 
Hobb’s treatment of uterine drainage for a bulky congested uterus, 
a Gilliam or Sturmdorff operation, or trachelorrhaphy, or some- 
times the simple operation of dilatation and curetting. 

Never insert a pessaty for rctroverted uterus associated with 
sterility. In those cases in which the uterus is mobile, rctroverted 
and the tubes are patent, but an abdominal operation is not desired, 
excellent results may be obtained by adopting a modification of the 
technique devised by the late Dr. Williamson. A T-shaped incision 
is made in the vagina in front of the cervix, the bladder is pushed 
up and the anterior peritoneal pouch opened. The anterior surface 
of the uterus is lightly grasped with a single pointed vulsellum and 
brought forward. Catgut sutures, two or three in number, are now 
passed horizontally from side to side through respectively the 
pubo-cervical fascia, the cut edges of the anterior vesical peritoneal 
pouch, the subperitoneal surface of the uterus one inch below ^e 
fundus and then emerge tArcvglr the same structures on tie opposite 
side. The ligatures being tied and the wound closed, the uterus is 
now anteverted and held forwards by a light adhesion of peritoneum 
which is in the nature of a vaginal suspension ligament. The writer 
has done this operation on a great number of occasions for prolapse 
of the ovary, dyspareunia or sterility. In a small proportion re- 
currence may occur due to faulty h^tures or faulty adhesions but 
in no case has abortion occunw. Eleven cases have gone to full 
term and had no difficulty whatever at delivery. In 5 of these. 
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however, the uterus had dropp^ backwards after the childbitth 
and had to be temporarily reclilied by pessary. The operation is 
not difficult, is painless, and keeps the patient in bed only 8 to 
10 days. 

As regards the operation of dilatation and curetting which un- 
doubtedly is followed occasionally by conception, it is the opinion 
of the writer that such success is due to four factors : (1) suggestion; 
(2) removal of unhealthy or callous mucous membrane ; (3) relaxa- 
tion of the spasm of the circular fibres of the cervix ; (4) the fact 
that the passage of solid Hegar’s dilators up to 11/14 probably 
forces a column of air which is in “the ^Uoder” of the uterus 
through the tubes and acts like an insufflation. This column of air 
possibly dislodges a plug of mucus which has been blocking the 
tubes hitherto, for undoubtedly slow dilatation of the cervix with 
Hegar’s solid instruments is followed by greater success than the 
use of tents or of Haw kins-Ambler’s hollow dilators. 

From the above facts it will be seen that the diagnosis and 
treatment of sterility is a matter of ettreme clinical importance, 
which demands the keenest acumen and scientific investigation 
before advising haphazard operations. 

Therefore, in the future, let us hope we may hear less frequently, 
from a disappointed husband or wife, that well-knowm lament; 

“Myself when young did eagerly frequent 
Doctor and Saint, and beard great argument 
About it and about; but evermore 
Came out by the same door as in I went". 

AN EASY METHOD OF STERILIZATION PER VAOmUi 
Every gynaecologist must perforce be something of a psychologist 
as he becomes involved in the problems of modem married hfe, 
with its necessity for continence or contraception. In the tropics 
this problem is made mote pressing by poverty and sic^ess, and 
the necessity of migration to England or the hills, but these con- 
siderations should not weigh with us against the balance of 
conscience, equity and our oath. My opinion is that Nature must 
take its course provided there is no medical reason against this, 
but if a woman desires to have no more children then, with the 
wntten consent of her husband, there is no reason why she should 
not have her tubes permanently ligated as a prophylactic measure. 
This IS an easy operation, which should be possible for any gynae- 
cologist to perform per xazinam. 

After making a vertical indsion down the anterior wall of the 
vagina, the bladder is pushed up; the utero-vesical peritoneum will 
then be seen. It is picked up with two pairs of f^orceps, and made to 
resemble the fraenum of the tongue and is cut with scissors. The 
antenor surface of the uterus is then grasped with a “cat’s paw" 
and brought down; the tube on one side is caught with a long 
forceps, pulled down, tied in two places, and cut. The other tube is 
similarly dealt with. The utero-vesical pouch can then be sutured. 
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and the wound closed, but what I prefer to do is to pass two inter- 
rupted catgut sutures through one side of the vaginal flap, transfixing 
the anterior surface of the uterus low down and enclosing the two 
leaves of the cut utero-vesical pouch, the sutures emerging on the 
other vaginal flap. When these two ligatures are tightened not only 
is the anterior pouch closed, but the uterus is anteverted. The 
vaginal incision is then sutured with continuous catgut. The patient 
is allowed out of bed on the fifth day and goes home on the seventh. 

This operation is very satisfactory and has no complications. It is 
important to be sure that the tubes are ligated and cut, and are not 
mistaken for the round hgamcnt. This mistake cannot be made if 
the tubes, wWch have a mesentery and are loose with a free margin, 
are brought down into the incision for inspection before ligation. 
Sometimes, when there is retroversion of the uterus, it is wise to 
vary the operative procedure by doing a vaginal shortening of the 
round ligaments, either by performing a so-called anterior Baldy- 
Webster operation, or by suturing each round ligament to the 
anterior vapnal wall. 

TROPICAL AFFECTIONS OF THE VULVA 

Rid your head of the id» that most affections of the geoitalia 
are of venereal origin, for in your practice you will frequently be 
consulted about many distressing conditions of the vulva which 
have no relationship to gonorrhoea or syphilis. For instance, the 
genitalia are frequentl)' the site of drug rashes and I have seen 
eruptions there, following quinine, potassium iodide, Veramon and 
phcnolphthaleln. Again, simple eczema is a very common condition 
in the tropics, especially in obese subjects. Often the surfaces weep 
or you will see yellowish-brown grcasy-Jooking scales. You will of 
course think of diabetes but in my experience sugar in the urine 
is rarely found in these cases. Try therefore to eliminate any septic 
condition in the vagina or bowel, such as haemorrhoids, dysentery, 
or mycotic and epizootic infections, and remember, that despite all 
treatment and diet these cases arc often intractable and relapse 
after apparent cure. 

Pruritis ani similarly is one of the most devastating conditions. 
These patients when seen have usually had every known treatment 
and are suffering from secondary dermatitis as a result of scratching. 
When all ordinary treatments have been tried, including looking 
for a cause in the rectum, stools and vagina, I think the best results 
are obtained by the injection of Proctocaine (Allen and Hanbury) 
around the anus subcutaneously. 

Remember that the perineum and vulvar area are particularly 
sensitive to X-rays, therefore such treatment should be in the han^ 
of an expert, lest secondary dermatitis or carcinoma occur as a 
result of the rays. One of the most distressing of all conditions is 
the ano- vulval pruritus seen between the ages of 40 and 50, associated 
with atrophy of the epidermis and subcutaneous tissues, for a cure 
does not exist. 

Non-venereal ulceration of the genitalia is not uncommon. I have 
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seen j’aws, leprosy, noma and tuberculous ulcers all of which haw 
been diagnosed as syphilitic, but the condition I want to emphasize 
most particularly as a source of error is granuloma inguinale, which 
is lery common in tropical countries. Its appearance is that of 
progressive ulceration of the labia and perineum. Its edges arc 
slightly raised and the skin is oedematous around the exuberant 
fleshy granulation tissue. It is a terrible mistake to diagnose this 
condition as syphihtic in origm, for the treatment is exactly the 
same as that of kala-azar and is attended wth equally good rKults. 

Occasionally you will sec a rodent ulcer or epithelioma in the 
neighbourhood of the I'cstibule or bbium ivhich has been incorrectly 
diagnosed So beware. 

In out-patient departments it is not an uncommon thing for 
patients with an clephantoid condition of one or both labia to 
present themselics. Do not dismiss them all as sjphilitic, for it may 
be caused by a streptococcal skin infection with a subsequent 
lymphatic block or be secondary to ulceration especially on one 
side of the vagina, e.g., tuberculous or malignanL In other cases it 
may be due to filaiiasis. 

Finally, xeiy occasionally you will see in young people such rare 
conditions as ulceration following diphtheria, typhoid, measles 
and kala-azar. 

Herpes in the genital region, though recorded, must be very rare; 
I have only seen one case. 

VAGINAL HYSTERECTOMY 

Since 1928 I have done 136 vapnal hysterectomies with one death 
only, but for some reason vagmal hysterectomy is dreaded by 
gynaecologists in India, and yet it has a peculiar attraction for 
women in the tropics, who wUl readily face anything that can be 
performed from below rather than per abdomen. Doyen, the great 
French surgeon, used to say: “No man should call a 

gynaecologist who cannot perform a vagmal hysterectomy in 
private”, but surgeons who are quite adept in the valleys and dales 
of the abdomen tremble and sweat when working anatomically per 
vaginam, for they arc unable to visualize upside down. Yet there is 
no need to be ^raid; tissues arc cut, vessels arc lied and fascial 
planes are opened exactly as in performing a complete hysterectomy 
from above. 

In the tropics uterine fibroids are extremely frequent and make 
up some 10% of all operations. They are found in the mnllipara as 
often as in the nullipara, and cause much haemorrhage and 
invalidism. Unless in very fat or debilitated patients, they are 
better treated by operation than by radium, for radium las suffer^ 
the fate of every other new remedy in the tropics. It has been 
indiscriminately without regard to pathology and symptoms, with 
the result that in some cases intense inflammatory reaction has 
occurred; in others, where adenomyomata existed, bleeding, 
growth and pain increased; in a few, sloughing, accompanied by a 
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stinking discharge, has continued for months. If fibroids are not 
bigger than a 3*niontbs’ pregnancy they can be removed vaginally 
in a large proportion of cases, provided the surgeon is accurate and 
fearless in his diagnosis and technique. In a small percentage there 
may be slight, old salpingitis or adhesions between the pelvic wall, 
but never yet have I found difficulty in separating these adhesions, 
or been prohibited from finishing any operation vaginally, and 
compelled to open the abdomen. 

In ray last 136 vaginal hysterectomies 56 have been performed 
for fibromata and 21 for ovarian menorrhagia, i.e,, a form of 
haemorrhage associated with ovarian dysfunction in which the 
follicular hormone is in excess or there is absence of the corpus 
luteum. In 17 the operation has been connected with what I might 
call the “precancerous cervix”, i.e., a cervix everted, hypertrophied, 
eroded and lacerated up to the internal os, bleeding readily at 
touch and causing anaemia, meoorrhapa and distress for many 
days every month. Cancer of the cervix is astonishingly common 
in the tropica, and this type of cervix is the soil upon which it starts 
and thrives. 

Three cases have been more than usually interesting in that the 
operations were performed for chorion-epithelioma, subsequent to 
hydatidiform mole. In one case a girl bad twice been curetted for 
haemorrhage subsequent to the evacuation of a vesicular mole, 
and on each occasion the pathologist found no evidence of malig- 
nancy. Later she came mto hospital almost exsannine. A Zondek- 
Aschheim test was positive; therefore chorionic elements were 
present. I gave her 18 oz. of blood into the vein and did a vaginal 
hysterectomy the next day. She went out of hospital perfectly well 
and reported alive one year later. The other two cases are alive two 
and three years later respectively. In five cases the operation was 
performed for cancer in the body of the uterus, the tubes and both 
ovaries being removed at the same time. 

In 11 cases the Mayo operation for complete prolapse was 
performed. The patients were all old women in whom the operation 
could be performed in a few minutes without bleeffing or shock, 
compared with that of the Fothergill operation. Only once have I 
injured the ureter and once the bladder. You need never be afraid 
of haemorrhage, shock or sepsis. There are a few points of im- 
portance which I stress : 

(1) Always double ligature the uterine artery. 

(2) Always remove both the tubes, for they tend to prolapse later 
into tbe vaginal wound if you do not. 

(3) Always join the bases of the two broad ligaments so that 
they form an antero-posterior bridge across the pelvis, and 
thus prevent vaginal hernia later. 

(4) Always use stout 21-day catgut, and bring the long ends of 
these catgut threads through the centre of your wound to 
promote capillary drainage. 

(5) Be sure there is no bleeding in cither fornix before closing the 
pdvic cavity. 
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(6) Altt'3>‘s bring do^\•n the peritoneum of the base of the bladder 
to the edge of jour v-apnal incision and suture this with 
interrupted liplures to the posterior x'aginaljncision, leaving 
half an inch gap in the middle line for drainage along uiih 
the catgut threads. 

(7) Put in a self*retaining or soft rubber catheter for 48 hours. _ 

(8) Fill the vagina with 1 in 100 brilliant peen and then plug it 
lightly with several strips of gauze. This is kept in for 24 hours 
and then removed, ibc patient being douched twice daily 
with hot saline for the neat sut weeks. The catgut then comes 
out of its own accord and the wound is healed. 

(9) My patients get out of bed on the 9th day and usually leave 
hospital on the 12th. 

The operation is not dilTicuIt provided the pouch of Douglas ^d 
the utero-vesical pouch are opened quickly. TTie latter incision 
apparently is a bugbear to the beginner, but having made the 
ccmcal incision, if you boldly push up the bladder you wall sec the 
thin, fishbclly-likc membrane of the utero*vcsical pouch. Put in an 
antenor retractor and then cut this as if it were the fraenum of the 
tongue and jou arc in the peritoneal cavity. From then onwards 
the opention is merely a matter of adroitness and anatomy. The 
morulity of my last 2S6 cases of varinal hjsterectomy was 0-7%. 
A majonty of these patients would have never submitted to any 
abdominal opention. I am not In favour of radium, partly because 
of the expense, and partly because my experience has given me 
small confidence in its use. 

During the period in which these 286 vaginal bj-sterectomies were 
done. 435 subtotal and 366 total hysterectomies were performed, 
wuh a combined mortality of 7-17%. Such a mortahty for abdominal 
hj'stcrcctomy nuy give rise to criticism as compared with the 
2-3*i mortality in Great Dritain, but g>Ti.iccologIcal surgery is only 
in Its infancy in the tropics, and India is only now entering that 
era which began in England with Lawson Tail and Spencer Wells. 
The grat majority of uterine tumoun that present Uiemsclves are 
in patients old, debilitated and grossly anaemic. Indeed at times it 
needs no little lemcnty to attempt any operation. With the passing 
of the purdah sjstem and the growth of education women will 
demand surgery in the early rather than the late stages of disease. 
VESICO-VAGINAL HSTULA 

(a) Small or m^ium-sized fistulae without excessive scar tissue 
can be repaired by separating the bladder from the vaginal 
mucous membrane, paring the edges and sewing them op 
independently. The operation is made easier if the patient it 
in the exaggerated lithotomy position. Unfortunately these 
eas) fistulae arc not very common. Stitch wilh linen or silk. 

(h) Fistulae which are difTacuIt of access may be reached if a 
btcral cpisiotomy is done. 

(c) Large fistulae or those in which there is no likelihood of 
bringing the edges togeiher without tension should be treated 
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■ by implantation of the ureter into the pelvic colon. (‘‘Coffey 
No. 1” is the best and simplest method — both ureters may 
be implanted at one operation.) The patient should be warned 
beforehand about the nature of the operation. The writer was 
once severely reprimanded by a Rajput woman for what she 
considered unwarrantable interference with the course of 
nature. 

If local repair of a fistula is to be successful, certain points require 
careful attention. 

'ITie first operation should have the greatest prospect of success, 
because each operation produces more scar tissue ; the first operation, 
therefore, deserves great forethought and care. 

No operation will be successful if there is any tension on the flaps. 

The patient’s bladder must remain empty for a fortnight after 
the operation ; the way to achieve this is to tie in a catheter connected 
with a bottle and to make the patient lie on her stomach. 

Pre*operative preparation includes the giving of sulphonamides 
for three days, during which the patient practises lying on her 
stomach. 

HAEMAITEMESIS 

Tl\e treatment of venous haemorrhage is medical, that of arterial 
haemorrhage Is medical to begin with, but may have to be surgical. 
Venous haemorrhage is most commonly caused by back pressure 
from a cirrhotic liver, which may result from alcoholism or, in 
India, from chronic malaria or starvation; splenic anaemia is a rare 
disease, but may cause haematemesis, and back pressure from a 
failing heart may cause gastric oozing. 

Arterial haemorrhage is almost invariably from a chronic peptic 
ulcer, rarely from a growth. 

The history, symptoms and signs, therefore, must be considered 
carefully as an accurate diagnosis may be of vital importance. 

MEDICAL TREATMENT.— 

(d) Put the patient to bed in the Fowler position. 

(5) Give a full dose of morphia, gr. J, but a quarter of a grain 
should be given two hours later if the patient is at all 
restless. Morphia not only controls the patient, but also 
controls the movements of the stomach. 

(e) Give a blood transfusion, preferably by the drip method, 
about 30 drops a minute; IS grains of calcium gluconate in 
JOc.c. of water or2(Jc.c. ofOifoum ^anefoz may 6e added 
to a pint of blood. 

(d) By the mouth give snake venom (e.g., Stypven) — the contents 
of two ampoules — or half an ounce of adrenaline solution. 

(e) Give milk by the mouth, about five ounces every two 
hours. 

(f) The use of haemoplastic semm is debated, but the writer 
has often used it successfully; in one case its effect was so 
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marked that the patient had a coronary thrombosis a few 
hours later. 

(f) Coagulcn Ciba, prej»red from animal blood-platelets, is 
an excellent haemostatic which may be given by slow 
mtravenous injection or intramuscularly. 

If, in spite of these measures, the haemorrhSge continues, and 
if a peptic idcer appears to be the cause, operation may be the only 
means of saving the xatienl’s life and it must be done before the 
patient is moribund, which usually means within 48 hours; as the 
operation may be extremely difficult it should be done by a good 
abdominal surgeon, and medical measures, of which morphia and 
blood transfusion are the most important, should be carried oi^ for 
24 hours. Operation should be considered only if the patient’s 
condition is getting worse. The simplest operation is to open the 
stomach or duodenum and tie the bleeding point or the \essels 
supplying it; if this is impossible cauteriae it or apply diathermy. 

IIAEVUTURU 

Tlus IS a common symptom of disease of the urinary tracL It 
IS therefore essential to diagnose both the source and cause of the 
haemorrhage ; if a c) stoscope is available pass it during the attack 
of bleeding, and the source of the bleeding can then be localized 
to the kidney or the bladder. If the latter, the cause of the 
haemorrhage voll also be seen. If a cysioscope is not as-ailable the 
following localizing symptoms would point to the kidney; enlarge' 
mcnt Of tenderness of the kidney, renal colic, or smoky urine, 
i.e., blood and urine well mixed, long thin clots, renal cells and 
casts ; these symptoms are most likely to ^ caused by stone, injury 
or tuberculosis. If the haemaluna is symptomless the probable cause 
is a growth or chronic nephritis. 

S>'mptoms pointing to (he bladder would "be: frequent, possibly 
difficult, mictuniion. The blood would be bright and passed either 
at the beginning or end of roictuntion, or possibly in large clots. 
Pain at the end of the penb or in the suprapubic region. Micro- 
scopically, bbddcr epithelium would be seen. The most frequent 
causes of these symptoms arc, stone, enlarged prostate, cj-stitis 
simple or tuberculous. Symptomless haemorrhage from the bladder 
is generally due to a growth, benign (papilloma) or malignant. 
Treatment must be earned out for each of these varying conditions. 
lUEVlOPIlTLIA 

This hereditary condition is due to poor formation of thrombin, 
U wen almost wlawsely m roalw and » ttansTcaited exri-is»-.tly 
by females, who for some reason are unusually fertile. 

TREATMENT. — In the case of a tooth socket or the nose, plug 
with Russell's Viper Venom, 1 ;10.000(c.g., Stypvcn). In the case of a 
wound, stitch carefully and completely, and apply firm pressure, 
which must be maintained for 3 or 4 days. 

In all cases gis e an intramuscular injection of 20 cx. of someone 
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else’s blood, preferably fresh, but dtratcd will do (Hamilton Bailey). 
To replace a severe loss of blood and to prevent further haemorrhage, 
give a blood transfusion. A blood-plasma injection also checks 
bleeding. 

Thrombin Topical (Parke, Davis) is probably the most powerful 
haemostatic so far discovered ; the solution should be dropped or 
sprayed on the previously dried bleeding surface, or the powdered 
thrombin may be applied. The makers do not recommend applying 
the preparation on swabs, because these become incorporated in 
the quickly forming clot, and bleeding may begin again on their 
removal; for a similar reason the surface should not be swabbed 
after haemostasis is achieved. If the above modem remedies are 
unobtainable, plug with adrenaline gauze or tinct, ferri perchlor, 
on gauze and give the injection of 20 c.c. of blood, which is always 
possible. 

HAEMOPTYSIS 

Not all cases of haemoptysis require treatment, for example in 
mitral stenosis it may be actually of value and should be left alone. 
The majority of cases are due to pulmonary tuberculosis, but it is a 
remarkable fact that haemorrhage is rare if open air treatment is 
being elBciently carried out. The patient should be recumbent but 
in the best position for ridding the respiratory tract of the blood. 
Give morphia ^-4 gr. ; this calms any excitement and lessens cough, 
a most important consideration. If the bleeding continues a 
combination of mercury and opium is efficient. 

B Pulv. Ipecac Co . . . . gr. 4 

Hydrarg. cum Cieue . . gr. 1 

Every three hours while bleeding coniinues. 

A simple domestic remedy is to give sodium chloride 1-4 drachms 
by mouth. Amyl nitrite inhalations, or injections of emetine hydro- 
cUotide are sometimes useful. Haemostatics may be given in the 
form of calcium intramuscularly or intravenously and also 
haemoplastin as detailed under the treatment of haematemesis. In 
severe and recurrent cases artificial pneumothorax may be successful. 

HAEMORRHAGE, CEREBRAL— See Nervous System (Hemi- 
plegia). 

HAEMORRHAGE, INTESTINAL—A’ee Gastric and Duodenal 
Ulcer. 

HAEMORRHAGE, INTRACRANIAL— .Jec Head Injuries. 
HAEMORRHAGE, UTERINE — See Obstetrics (Ante-partum 
Haemorrhage and Post-partum Haemorrhage). 
HAEMORRHOIDS (See also Anus, Rectum.) 

EXTERNAL PILES. — Even when not inflamed these swellings 
at the anal margin may cause a good deal of discomfort and Itching 
and when inflamed and swollen compel the patient to lie up. The 
most effective treatment is to remove them at once — 2^ Novocain 
is injected into the base of each, the greater part of which is cut off 
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vcitS 'veiy <Via rp sQssois, the c3ol tCTDftd out asd ajiy fcatmonisacs 
c o D tro Jgd by finn presrore of ibfi dressins, but on oo^ account 
should a ligature be applied as h would cause intense pain- If for 
any reason the piles cannot be operated on, thefollD^ing treatroenl 
should be earned out. After defaecation the parts diould be 's'dl 
washed and deansed with absorbent w’ool and one of the two 


following ointments applied : 



BHjdraTB. Snb^or. .. £r.4 

ErtO^.. .. .. sr.- 

Ext. BePadonnae .. cr-- 

Tanntin . . , . 5 S$ 

B MOTph. Salph. - . 
Uos- Belladoanae 
\3eg. Stramonti 

.. it. 5 
.. 5j 
.. OJ 

For Inteaie Iiehing 

Sedan ye and Anaesthetic 

B Atoinmu Sr. 15 

Cainphorae .. .. er. 12 

Adipis Benzouuti . . Si 

£ Acetaailidi 

Uog. Aipsas Rosas 

.. Zss 


If inflamed and thrombosed with great pain and tension, indse the 
tumour, turn out dot, cut away margins and apply hot fomentations. 

IhJTERNAL PILES.— 

TREATMENT,--- 

Cenarol. — ^Avoid constipation or straimng by a lobxicasl 
such as jweaffi" Of PetTolagar. 

Local . — For mild cases the application of one of the many’ 
enntments is sufficient, e.g., CUorelons and adreetaline or Ung. 
Gallae cum Opio. 

Ifljection Treatment , — ■'nurte are two methods; the injection of 
1 m 20 carbohe acid in almond oil above the ySss, or of qulniae> 
urethane, sodium monhoate. EthamoUn or 1 in 5 carbolic add in 
glycenn into the pile itsdf. ^Ticn haemoirhage has been sorrc; or 
when the pile is spedally vascaflar, this can be eombmed with the 
1 m 20 carbohe in oH treatment. 

Selection of cases for Injection Treatment. — Tie most suitable 
arc those with uncomplicated, soft internal pales, the most striUng 
results bang obtained where the symptoms are due to a siT^glg 
pile:, usually the right anterior (Gabrid). Piles which prolapse denng 
defitcation but ^tci replacement do not prolapse until the 1 ^gyl 
defaecation are also smlable for injectioa. External piles, combined 
mtero-cxlemal p3es, and piles which cannot be lept insids the 
rectum require operation, not injection- Needless to say, wbmi some 
other coaition such as fissure, fistula or tumour is present opeizlion 
IS the treatment, the two conditions being dealt with at the 
time. 

In ^neral, women ghe less satisfactory results rh^-n taen, perhaps 
because of tbdr habitual constipation, parturition and rdathely 
lai pd\is. Se^’ere cases leqrare operation, but in many trisial casK 
. local treatment with ointments together with the cure of constipeiioa 
is all that is required. I>uring and just after pregnane}’ most w omen 
have pil«, but these improve wUh tte return lo normaL Young 
patients are subject to lecoiieiiues cren after operation, so isjeeiioa 
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or palliative treatment should always be given first and operation 
postponed till later, preferably after the age of 35. 

Position of Piles . — There are three primary piles, two on (he 
patient's right and one on the left, and sometimes two secondary 
piles, both on the left and between the primary piles. The piles are 
named right anterior, right posterior and left lateral. 

If the reader imagines the ace of clubs laid on the patient’s bottom 
with its stalk to the patient’s right (or the surgeon’s left with the 
patient in the lithotomy position), he can visualize and remember 
the situation of the primary pil« 1"?). 



Method of Injection (1 in 20 carbolic acid in almond oil). — 

(a) The patient’s rectum should be empty, and he lies on his 
left side. (The stalk of the ace of clubs would thus point 
to the sky.) 

(b) The operator should wear a headlight or a capable assistant 
should hold a torch. 

(c) Insert a well-lubricated tubular speculum about 3 'inches 
long and remove the obturator when it is in as far as it will 
comforTably go. 

(d) Gently withdraw the speculum until the piles come into 
view; decide which is the biggest one because this is the 
one to begin with, and remember its position. 

(e) Push the speculum gently in until it is just above the piles 
and instruct the assistant to hold it there exactly. With a 
warmed syringe inject about 3 cx. of warmed add. carbolic, 
one part in 20 parts of almond oil, which should make a 
painless bulge under the mucous membrane. 
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The writer repeats the process above the other two piles, but many 
surgeons prefer to inject one pile at a time allowing a W’eek to elapse 
between injections. The syringe should have a long needle and 
preferably should be one of the special types made for the purpose 
with a lock-on needle; the needle of an ordinary Record syringe 
may suddenly become detached, because great pressure is ne^ed to 
force the thick oil through, but the writer has onen used it with 
success after fixing the needle tightly. A very fine needle is useless 
because the oil wU not go through it- 
If there is any pain cither during or after the operation the 
mjection has been made too low down. 

If the piles are very oedematous and obscure tbe view, put the 
patient in the knee-elbow position ; the rectum drops away from the 
anus and leaves a clear field of view. 

Injection of a pile uitA sclerosing solution . — ^The preliminaries are 
the same, but in this case tbe injection is made actually into the 
pile, about 5 minims of tbe sclerosing solution being injected into 
the body of the pile and 3 minims into the base. 

OPERATIVE TREATMENT. — ^After using the clamp and 
cautery for many years the writer tried the ligature operation in a 
few cases some years ago and was so pleased with the results (as 
also were the patients) that he has used it ever since. It is carried out 
as follow's : 

Anaesthetic . — A low spinal or a local is satisfactory. If a local 
anaesthetic is used, about 50 c.c. of Nos ocain or siimlat prepara- 
tion are required, and the skla and submucous area should be well 
infiltrated. If a low spinal ora general anaesthetic is given a pleasant 
refinement is to inject 5-10 c.c. of Prociocain into the sphincters 
just before the operation; this gives a comforting analgesia [or 
about a week or ten days and prevents painful spasm of the sphincter 
muscles. 

Preparation . — The writer’s routine is to give a dose of castor oil 
the morning before the operation and an enema followed by 
30 minims of tinct. opii by the mouth the evening before the opera- 
tion. Early on the morning of tbe operation a rectal wash out with 
normal saline is given, after which the patient sits on the latrine 
until all the saline has been returned, after which he is given morphia 
gr. i with hyoscine gr. hypodermically, and 3 grams of Sodium 
Amytal by the mouth, the operation being done an hour or two 
later. 

Operation . — 

(a) With the patient in tbe lithotomy position insert the two 
thumbs and stretch the sphincter. l.arge piles generally 
now prolapse. 

(h) Remembering that the stalk of the ace of clubs is on the 
patient’s right buUodc (Le., to the surgeon’s left) pick up 
tbe three primary jmIcs with short artery forceps and draw 
them out of the anus. 

(c) Insert the left forefinger into the anus, stretch the base of 
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the left lateral pile over it, holding the forceps in the left 
hand. 

(rf) With a pair of scissors make a V-shaped cut at the base of 
the pile, the point of the V facing outwards and the cut 
being at the muco-cutaneous junction {see Fig. 18). 




Fig. 18 — Excision and ligature operation for piles. 

(c) With a piece of gauze on the right forefinger separate off 
any fibres of the sphincter muscle that may be attached to 
the pile. (This prevents the inclusion of the sphincter in the 
ligature and therefore prevents a common cause of pain.) 

(/)■ Pass a round needle armed with stout catgut through the 
base of the pile, encircle it with the catgut and tie tightly 
(see Fig. 18). 

(g) In the case of a large pile cut off the redundant tissue about 
J inch distal to the ligature, always leaving enough tissue 
to prevent slipping of the hgature. A small pile may be left 
fo slough off. 

(A) Treat the other piles in a similar way. 

(i) Insert into the anus a piece of rubber tube wrapped in 
Cibazol ointment gauze and with a safety pin through the 
lower end ; apply a pad and send the patient back to bed. 

After-treatment . — Remove the tube, but not the gauze, the next 
day, and on the third evening ^ve a dose of Pulv. Glycyrrhizae Co., 
cascara, or Cascara Evacuant with one ounce of liquid paraffin. 
The following morning give a warm enema of equal parts of olive 
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(d) Excise any lustreless, slouglMg tendon, but anchor the 
proximal healthy end by means of a stitch. There are two 
reasons for this — it prevents an infected tendon from 
retreating into and therefore infecting a prexiously healthy 
area, and it iniproscs subsequent function. 

(e) Drain for at least 48 hours with glove rubber or Cibazol 
ointment gauze. 

CO Give chemotherapy. 

Infection most commonly spreads into the palm from a tendon 
sheath, but it may also occur from a direct wound or, more rarely, 
Ctom osteomyellUs or pyaetrua. 

TENDON SHEATH INFECTION.— This is showm by a tense 
tender swelling over the tendon sheath, often most marked in the 
middle phalanx, with pain on active or passive movements of the 
affected tendon. 

Treatment — This is hy early incision, otherwise the tension and 
inSammation cause sloughing of the tendon and, in the case of the 
thumb and little finger, infection of the bursae in the palm. Incision 
vs made to one side (sec Evg. ll>toavoid hernia of the tendon, but 
not too far back or the digital artery will be cut. Whenever possible 
avoid cutting the sheath at the finger crease because an jodsioo here 
is apt to be followed by adhesion or bemia of the tendon. 

Even when an inflamed tendon recovers it is apt to stick to its 
containing sheath, so as soon as the acute stage is passed active 
movements should be begun and persevered with. In old cases with 
adhesions the writer has had some success from opening up the 
sheath, freeing the tendon and vv'Tappisg it in sterile amniotic 
membrane. 



Fig 20.— Tendon slieaths and palmar buisae. 
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INFECTION OF THE PALMAR BURSAE.— 

ULNAR BURSA . — As will be seen from Figure 20, the flexor 
tendon sheath of the little finger communicates with the ulnar bursa, 
so infection of this sheath is likely to spread into the bursa, which 
sometimes communicates with the radial bursa. 

Symptoms are pain on movement of the finger, with swelling and 
tenderness on the ulnar side of the palm. 

Treatment is incision over the point of maximal tenderness in the 
position shown in Figure 21. 



JiADI.4L SUJIS.4. — T}a5 has been d/gnified bj' this ralber 
unnecessary name, for it is merely the sheath of the flexor longus 
poUicis tendon, which happens to extend up into the palm and 
sometimes communicates with the ulnar bursa. 

Symptoms are pain on moving the thumb, with swelling on the 
palmar surface of the proiumal phalanx, becoming more marked as 
the annular ligament is reached. 

Treatment is incision along the course of the flexor longus pollicis 
tendon, as shown in Figure 21. 
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FOREARM INFECTION.— The proximal parts of the palmar 
bursa are of interest and importance because they are the weakot 
part of the sacs, and they extend hi front of the wrist joint to end 
over the lower end of the radius ai»d ulna, Ijing betw«n the pronator 
quadfatus and the deep flexors. The result is that if an abscess m 
either of them bursts into the f<?i=aim the pus lies deep to all the 
flexors, and is best drained by an incision at the side of the forearm, 
as shossm in Figure 21. 


KANAVEL’S SPACES {see Figures 22 and 23).— Bet\i-cen the 
flexor tendon sheaths and the tlntd, fourth and fifth metacarpols 
lies the mid-palmar space and between the flexors of the index 
finger and the adductor pollicis muscle lies the thenar spxice bounded 
on the radial side by the flexor longus polheis tendon sheath and 
on the ulnar side by the fibrous septum separating it from the mid- 
palmar space. Reference to the diagrammatic sectional view of the 
hand will show how easily these spaces can become infected from 
the adjacent tendon sheaths. 

Symptoms.— The chief symptom >s a boggy swelling of the hand 
nntoout any localized point of tenderness ; a cbaractertstie feature b 
that the swelling obhterates the normal boUow of the band; in 
some cases, the swelling may be v'cry great. There b abo, as riith all 
tofectioQS of the palm, marked oedema on the dorsum of the hand, 
but the mbtake must not ^ made of thinking that the pus b there 
too. 

Treatment .— in the mid-palmar S|Mce tends to track along 
the course of the lumbrical muscles, and b best evacuated through 
the web between the 3rd and 4tb or the 4ih and 5th ^gers (jee 
Fig. 21). 


i^r nenar.face Adductor 
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Pus in the thenar space is best evacuated through an incision on 
the dorsum of the hand between the thumb and index finger (see 
Fig. 21), the artery forceps being pushed towards the ulnar side in 



front of the second metacarpal. Incisions through the palm of the 
hand are unsuitable because they nuy have to go through (and 
thereby infect) the palmar bursae or cut nerves and arteries to the 
fingers. 


INFECTION OF THE BACK OF THE HAND.— This is often 
diagnosed and even operated on when not present. The tjssues on 
the back of the hancl are lax, so oedema occurs there when the 
inflammation is in the palm (compare the oedema of the eyelids 
caused by a boil on the forehead), pus is present on the back of 
the hand tenderness, tenseness and fluctuation are present too, so 
incision and drainage are lequiied. 
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HAY FE\TR {See also Allergy.) 

The ideal treatment is to discover the cause and either remove the 
patient from it or it from the patient. Alternatively, attempts should 
be made to immunize the patient against it The condition is 
diagnosed by the fact that the ^ical sneezing, rhinorrhoea and 
conlunctivitis occur at definite seasons of the year. 

In England the season is from the middle of May till the end of 
July, v'hen the pollen cloud of the ordinary Timothy grass floats 
oser the countiyside. In India the worst time is during Uie monsoon; 
pollen is apt to be caught by standing water, so patients are made 
much worse by bathing in it. 

Often the season at which the symptoms appear ^ves a clue to 
the cause, which in India is commonly grass pollen during the 
warm weather and pollen from flowers, particularly Cosmos, during 
the cold weather; in this case the patient naturally should atoid the 
known cause as much as possible and should also be immunized 
against it. 

Messrs. Parke, Daris make poUaccines against most of the 
common causes; the immunization should he begun about six 
weeks before the expected onset. Another product of the same 
Arm IS Hapamine, which can be used with success in many allergic 
diseases, and a further one is BeoadiyL 

It IS obrious that floating pollen particles are liable to stick to the 
exposed moist surface of the body, so bathmg the e>es once or twice 
daily with boric lotion and gently washmg the nose out with 
normal saline are simple and valuable remedies because of their 
mechanical action in washmg away the efi'ending pollen. 

If any obvious pathologic condition of the nose is present it is, 
of course, corrected. 


TREAThtENT OF AN ATTACK.— 

The staple remedies are adrenaline, ephedrine and calduio. 
Adrenaline may be given by injection, preferably in oil or as Hypcf- 
dunc Adrenaline (A. & H.) because the effect lasts for 8-12 hours. 
A nasal spray containing adrenah'ne also brings great relief, or the 
drug may be dropped into the eyes. 

There are rtany good propnetary nasal sprays, the basis of most 
of them being ephedrine with aromatic oils in an oily medium. A 
good oily MSal spray is the following; 


B Ephednnae Hydrodjor. . . 
Adrenaliae in oil 
Menihol. 

OL Eucalypti 

Paraffin. Liquid, ad 

And a watery one: 

E Ephedrinae Hydrodilor. 

Liquor. Adreiulin. Hydrodilor. . . 
Sod. Chlond. 

Glucosum 
Thymol »-atef ad 


gr. 10 

m 10 
5j 
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For internal administralion the following is recommended: 

B Calc. Lactat gr. 15 

Ephednnae Hydrochlor. . gr- i 

Tinct. Belladonnae . . . .. 5 

Aq Camphoraead .... . Jss 

A tablespoonful t d s. 

Zinc ionization of the nasal mucous membrane attained consider- 
able popularity some years ago, but has not stood the test of lime, 
the atrophic state of the nasal mucous membrane winch it produced 
being of no permanent value to the patient. 

Many patients “put up” with the disease, preferring its transient 
discomfort to repeated and expensive courses of treatment. 

HEADACHE 

Like Heinz’s products there are, according (o Price’s Textbook of 
Medicine, 57 varieties of headache, the causes ranging — 
alphabetically — from acromegaly to vacuum. A full catalogue 
would be out of place here, but most headaches are probably due 
to a toxaemia of some kind, among many others being constipation, 
alcohol, secondary syphilis, a septic focus, or fever of any sort. In 
another class are headaches due to infection of the sinuses, the 
characteristic symptom being tJiai they are worse in the morning. 
Anything producing a rise of intracranial pressure, such as cerebral 
malaria, meningitis, tumour, encephalitis, oedema of the brain 
following injury or concussion or occurring m the hypertensive 
cerebral attack will not unnaturally produce a headache. 

Eye strain is a fairly common cause, but perhaps not so common 
as is generally supposed, a point worthy of note being that minor 
errors of refraction are more likely to produce headache than are 
gross errors, because in the latter case the eye docs not strain to 
overcome the error. 

A rise or fall (as sometimes seen after a spinal anaesthetic) in 
the pressure of the cerebrospinal fluid can produce an agonizing 
headache, as can a rise in blood-pressure; finally, there is migraine 
the cause of which is stiU debated. 

If a cause can be found it is treated or removed, but in that 
large group of headaches for which no definite cause can be found 
we are driven back on the analgesics, the most popular of which is 
aspirin ; this is sold under many fancy names, but as it is a definite 
chemical compound no one brand has any peculiar merit so long 
as it IS made by a reputable firm and is fairly fresh. In contact with 
moisture it decomposes into acetic and salicylic acids, so if the 
sample smells powerfully of the former it should be rejected. The 
following “headache powders,” roughly in order of strength, are all 
effective and most of them are popular. They are conveniently given 
in a capsule. 

E Aspirin. \ aa E Aspirin. 1 aa 

Phenacetin. ; ” gr. 5 Phenacetin. ( " " gr. 5 

Ciffein Cit, .. gr. 2 Codein. Pbos .. . gr. J 

(Similar to Veganin and Codopynn) 
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E AmidopjTin. 1 

Aspirin. I .. -- , •• 

Phenacetin. J 

B Ainidop>Tin. j 

Aspinn. f 

PhgMcatin. J gr- 3 

Pbenobajtilon. .. .. .. .. &• • 

Care must be taken in giving aiiudop3Tin, because some people 
hav’e an idiosyncrasy to it and agranulocylosis may develop; it is 
not advised for old people or chronic invalids. 

AUonal, Cibal^, Saridooe. Didial, etc., are all very effecuve in 
the treatment of acute headache and are similar in constitution to 
one or other of ^e powders recommended, but none of these 
prescnptioDs, powders or tablets should be ^ven constantly or 
they may become tobit-formine. The cause of a chronic headache 
should always be discovered {see also Migraine). 

HEAD INJURIES 

Observance of the following general principles has saved many 
lives: 

(o) Treat evety bead injury seriously and, if possible, admit the 
patient to hospitaL 

(b) If shock IS present, treat it first. 

(e) Make a thorough and painstaking examination in the early 
stages ; U will save trouble and perl^ps life later on. 

(d) Get an accurate history whenever possible. 

(e) Have the pulse and temperature taken and recorded every 
half hour whSe the patient is unconscious. 

(f) Do not prolong convalescence unduly as it males the patient 
introspemve and gives him headaches. 

ROUTINE IN THE CASE OF AN UNCONSCIOUS 
PATIENT.— 

(o) Hnd out the nature of the accident and how long he has been 
unconscious. 

(ft) Estimate the degree of shock by looking well at the patient, 
feeling his pulse and Ms skin (is it clammy?) taking his 
blood-pressure. 

(c) Estimate the depth of unconsciousness. 

(1) Say loudly and cleariy in the patient’s ear “Open your 
mouth,” or some such conusand. If he obey^ be is at 
any rate not comatose. 

(2) Pmch his skin or prick him ; if he makes a responsive or 
resentful movement be is not deeply comatose. 

(<0 Carefully examine: 

The head, face and neck for signs of injury. (A clotted 
haematoma which has softened in the centre, feels just like 
a depressed fracture, but the edges can be moved and 
pitted.) 
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The eyes\ do they react to light? Are the pupils equal? 
(The larger one is on the side of the injury.) A black-eye or 
sub-conjunctival haemorrhage suggests a fracture of the 
anterior fossa. 

The nose and throat; blood suggests a fracture of the 
ethmoidal plate, and cerebrospinal fluid makes it certain. 
Pour a few drops of water on the tongue, if the swallowing 
reflex is present the patient is not deeply comatose — and 
will be easier to feed. 

The ears; if there is blood or cerebrospinal fluid there is a 
fracture of the base and the case is serious. Examine the 
rest of the body for signs of injury, hemiplegia, etc. The 
plantar reflex may be extensor on the side opposite to that 
injured. 

The bladder ; if palpable above the pubes, pass a catheter. 
Further treatment will depend upon the discoveries made 
in the above examination and on the progress of the patient. 

Position in bed.— An unconscious patient should be put in the 
semi-prone position in order to prevent inhalation of blood or 
saliva or dropping back of the tongue, and turned over on the other 
side every 3 or 4 hours. 

Conc««/efl.—UncoDSciousness may last for a few minutes or a 
few hours, but if it lasts for more than twelve hours there is damage 
to or bruising of the brain with oedema or haemorrhage. Cerebral 
oedema can be relieved by giving half a pint of 30% mag. sulph. 
solution by rectal drip, or 20 c.c. of a 10% solution of mag. sulph. or 
100 c.c. of 30% glucose by the vein. 

Deepening Coma.— This occurring some hours after the accident 
means that haemorrhage is taking place inside the skull and must be 
stopped if the patient is to survive. If the pulse is slow or getting 
slower immediate operation may save life, but if it is fast and 
getting faster the patient will die. A rising temperature is also a 
bad sign. 

The site of injury may indicate the site of haemorrhage, and the 
side on which the haemorrhage is occurring may be shown by a 
dilated pupil on that side, or by limb rigidity and a plantar extensor 
reflex on the opposite side. Frequently, however, haemorrhage is 
basal or bilateral. It may be intradural, extradural or both. The 
cerebrospinal fluid in intradural haemorrhage contains bright 
blood and in extradural may be tinged with blood, (f/ote. — Blood 
due to the puncture of a vessel by the spinal needle bwomes less as 
the fluid flows.) 

The commonest site of extradural haemorrhage is the anterior 
branch of the middle meningeal artery or vein, the next commonest 
is the posterior branch. 

The anterior branch, running upwards and forwards, crosses a 
point tw’O inches behind the aitemai angular process of the orbit 
and two inches above the ^goma. The posterior branch, running 
upwards and backwards, crossra a point one and a half inches 
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above the external auditory meatus. It is now considered that 
extradural haemorrhage comes more commonly from a vein than 
from an artery, but in the writer’s experience this is by no means 
always so. When a trephine opening has been made intradural 
haemorrhage is shown by the purple colour of the dura ; it should be 
opened, the clot gently spooned out and the bleeding point, if in 
the dura, undersewn with an ophthalmic needle armed with fine 
silk. Parke Davis's Thrombin would seem to be an excellent 
preparation for this kind of case. 

Haemorrhage from the superior longitudinal (sagittal) sinus 5s 
best dealt wifh by trephining and plugging. If the dura can be 
detached from, the skull and the sinus undersewn and ligitured, so 
much the better. The patient should be kept in the Fowler position. 

iVhen there is a scalp woiotd, excise it with a sharp knife, carefully 
examine the skull beneath and remove all debris. Further procedures 
depend upon the severity and nature of the patient's symptoms and 
the local condition of the skuU. If no bone injury is seen, sew up 
the wound ; if a fracture is found it is better to sew up the wound and 
explore the skull through a horseshoe incision with the wound as its 
centre. 

If there is a depressed fracture make a small trephine hole at 
one edge of it and carefully raise the bone by means of an elevator 
passed through the trephine hole. 

If there is much comminution of bone, remove only such pieces 
as are absolutely loose (they will be few) and flood the area with 
peniciUm solution, 1,000 units percc. 

If the dura has been tom and the brain injured, gently irrigate 
with normal saline and apply a “sucker” if there is one. or with a 
large size rubber catheter attached to a ear syringe suck out the 
pulped brain tissue and blood; then flood with penicillin lotion as 
above, insert a glove-rubber drain, close the wound as well as 
possible and hope for the best. At a primary operation where there 
IS a likelihood of infection it is not advisable to introduce anything 
in the nature of a foreign body, but when asepsis is assured a defect 
in the dura can be closed by means of sterile amniotic membrane or 
a strip of fascia lata. 

The diagnosis and treatment of intracranial haemorrhage was 
considered above. 

Such is a very brief outline of the principles of treatment of a 
head injury. Needless to say, if there is any fear of sepsis prophylactic 
chemotherapy is given, nursing must be careful, the bowels must be 
kept open and the patient fed, by nasal tube if need be. An exacerba- 
tion of symptoms during convalescence suggests intracranial 
sepsis. 

The length of stay in hospital naturally depends upon symptoms, 
but a case of mild injury with unconsciousness of less than two hours 
and a full return of mental faculties should remain in for ten to 
fourteen days. It is a mistake to fc«p a head-injury case in bed too 
long, to fuss over him too much, to* give him too many sedatives for 
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the headache that always follows severe injury, or to suggest that 
complete recovery from all symptoms is unlikely. 

Amnesia after head injuries, if lasting for more than four or five 
days is often due to a subdural effusion ; this is not the same thing 
as a rise in the pressure of the cerebrospinal fluid, which lies between 
the arachnoid and the pia mater and can be relieved by lumbar or 
cisternal puncture. The treatment of subdural effusion is to open the 
dura through a small trephine or burr hole on each side of the skull 
and let the fluid out ; if the brain does not expand a drain should be 
inserted, with the utmost aseptic precautions. Voris, quoted by 
Bailey, fills the space with distilled water, clamps the tube and 
sem up. He then gives 1,000 c.c. of distilled wafer intravenously, 
followed by 1,000 c.c. of normal saline; the drainage tube is 
undamped after six hours. 


HEART DISEASE 

Aortic Regurgitation 
Cardiac Asthma 
Congenital Heart Disease 
Congestive Failure 
Coronary Disease 
Digitalis . . 

Disorders of Rhythm . . 
Effort Syndrome .. .. 
Exercise Tolerance 
Heart Block 
Infective Endocarditis 
Organic Heart Disease 
Pericarditis 

Rheumatic Heart Disease 


The function of the heart is to beat and as long as it does this 
regularly and efficiently in all circumstances it is a good heart, no 
matter what noises it makes in the process. Murmurs, therefore, 
remain valuable as diagnostic indications, but not as guides to 
prognosis and treatment; it is no longer usual to keep a healthy 
young man in bed because he has a murmur in his heart. 

The heart of an athlete must be capable of temporarily working 
much harder than that of a shopkeeper, but a heart which is handi- 
capped in any way, as by defective valves, pericardial adhesions, 
mitral or aortic stenosis, or a rise in blood-pressure has to work 
harder for the rest of its life. It is obvious that in such cases the 
margin of reserve for competing with exertion, illness and old age 
is less than in a heart with no such handicaps. Our first aim, there- 
fore, is to find out how well the heart is doing the work assigned 
to it, our second is to find out if it has any handicaps to overcome, 
our third to discover what they are, and our fourth is so to advise 
and treat the patient so that any handicaps may be overcome or 
even abolished. 


EXERCISE TOLERANCE.— Except for impending coronary 
thrombosis, which will be discussed later, it can be confidently 
assumed that if a patient can take vigorous exercise without 
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discomfort, dyspnoea or distress there is not much wrong with his 
heart. 

Exercise tolerance tests are of two kinds. (I) the observer can see 
how much exercise it needs to distress the jutient or (2) hc can see 
the effect of a standard amount of exercise; the latter is more 
convenient in the consulting room, but the former can be carried 
out as a weight-Ufling exercise. Lewis’s method being to count how 
many times the patient can hft a ten-pound or twenty-pound w right 
above his head without distress. A healthy young man can lift it 
30-60 times, an athlete more, and an invalid less; the exercise 
should not be tned when the heart is known to be at fault and should 
always be stopped as soon as the patient be^ns to pant. 

Standard Exercise, — The writer’s practice is first to count 
the patient’s pulse and then to make him altemately stand and 
squat 30 times in 60 seconds; the heart is then listened to with 
a stethoscope and the number of beats in each five seconds counted 
and preferably •written down. If the heart is healthy and has an 
imtial rate of 72, the usual count is somewhat as foUows: 9, 9, 7, 
8, 9, 8, 8, 7, 8, 6. 6, 6, 6, etc., the pulse resuming its normal rate 
quite suddenly, often at about the 40ih second; a healthy heart 
should show Uie pre-test pulse rate within a minute and a half or 
at moat two minutes. 

Exercise tolerance tests should not be carried out within two 
hours of a meal or within ten minutes of a smoke. 

For a bed-ndden patient the writer puts his hand on the patient's 
feet, tells him to sit up and lie down 20 times in about 40 seconds 
and observes the effect as in the squatting test. All such tests must 
be stopped at once if the patient washes ic 

Inability to perform the above tests without distress indicates 
that either a good heart has too much work or a bad heart cannot 
do normal work, and the reason may be In the heart or somewhere 
else, for instance, a paUent with severe anaemia or a pleuritic 
effusion will be just as distressed as a patient with mitral stenosis or 
myocarditis. 

DISORDERS OF "RHYTHM. — Much light has been shed on 
these by the electrocardiograph, which not only gives an accurate 
picture of disorders of rhythm, but indicates where any block in the 
cardiac impulse or the origin of any extra impulse is situated. 

For a full dissertation on electrocardiography the reader is 
referr^ to one of the many books on the subject and only a short 
description, enough to give some insight into disorders of rhythm, 
will be given here. 

Eindhoven, the inventor of the electrocardiograph, identified 
five waves on the record, which he named P, Q, R, S, T, not for any 
particular reason, but because these letters were not bring used 
for any similar purpose. 

In a normal heart, the beat qri^nates in the sino-auricular node, 
situated at the base of the superior vena cava; this impulse causes 
the P Wave (see Fig, 24). 
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From the sino-auricular node the impulse spreads all over both 
auricles to the auriculo-ventricubr node near the right border of 
the in(er*auricu!ar septum; this spread occurs dunng the P-R 
interval. 

An impulse is thus aroused in (be auriculo-ventricular node and 
passes down both sides of the bundle of Hjs to stimulate the 
ventricles ; this impulse causes the QRS complex. 

Finally, the impulse reaches the base of the heart and the ventricles 
contract firmly, squeezing out all the blood they contain; this 
causes the T Wave. 

£XTJt4SySTOZ£S.— These are extremely common and can 
generally be disregarded. They arise from an ectopic focus in the 
auricle, as shown by an extra P Wave, or in the ventricle, as shown 
by the absence of a P Wave. Adolescence, septic foci, debility and 
smoking are the chief causes of extrasystoles that do not matter, 
and myocardial degeneration and impending auricular fibrillation 
of those that do. 

The ordinary extrasystoles arc abolished by exercise, but recur 
during rest. If they are troublesome quinidine, about 3 grains 3 times 
a day, will abolish them. 

The finding of extrasystoles is an indication for a careful 
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examination of the heart, including the blood-pressure, and a careful 
inquiry into the patient’s simptoms and habits, but in otherwise 
healthy people they can be ignored. 

SINUS ARRHYTHMIA.— this is a physiolopca! 
condition it-desenes mention because it is often mistaken for 
something patholo^cak The heart of most young people beats a 
Lttle faster during inspiration than during expiration and in some 
patients t^s normal fluctuation is exaggerated; if the patient is 
instructed to take very deep, slow breaths it is still more noticeable 
and It disappears if the heart is quickened by exercise or drugs. 
Some years ago the writer was ask^ to sec a child at Mount Abu, 
whose parents had been warned not to let her run about or pUy 
with other children because she had an irregular heart. The child 
was miserable and the parents were apprehensive. A careful ^mina- 
tion revealed simple sinus arrhjlhmia, the child was ^^en full 
hberty and has remained well ever since, 

SIMPLE TACHYCARDIA. — This begins gradually and ceases 
gradually, and some cause is usnally found such as exercise, excite- 
ment, fever, anaemia, focal sepsis, over-eating, drugs, haemorrhage 
or hyperthyroidism. It is also found in 'beri-ben. Treatment is that 
of the cause. 

PAR.Of:rSMAL TACHrCARDIA.-~An attack bepns aod 
ends quite suddenly, often has no apparent cause, and may last 
from a few seconds to several days. The pulse rate is usually about 
160 and is unafl’ected by exercise; rbeumatic bean disease, e^ecially 
mitral stenosis, is often associate and there may be a septic focus, 
constipation or some other pathological condition. 

Treatment » simple and dramatic. Tell the patient to take a deep 
breath, to hold it as long as he can, and to tiy to expel it with the 
glottis closed. If this fails, make pressure on the carotid sinus; one 
or other carotid artery is firmly pressed backwards against the 
vertebral column just below the angle of the jaw*. If one side failsl 
try the other, and if neither succeeds press one eyeball fir^y with 
suffiaeat force to hurt the patient but not to damage the eyetelL 
To prevent recurrence of attacks eliminate all possible causes, 
both physical and emotional. Quinidine gr. 3 twice or three times a 
day will often pretcntattacksasalsowil] digitalis in fairly full dores. 

AURICULAR FLUTTER. — ^This is rare in India, and is usually 
a prelude to auricular fibnllation; it should always be suspected m 
a rheumatic heart which consistently beats at a rate of 140 or over. 
It IS of great electrocardiograpHc interest, because the P Wave 
(auricular contraction) is seen to occur at high speed, for instanre 
300 a minute, but the ventricle responds to one out of every two ot 
three impulses, the common ratio being one to two. The condition 
IS amenable to digitalis, which increases the heart block and thus 
slow’s the ventricles. Quinidine has also been used. 

AURICULAR FIBRILLATION.— Tbis rapid and irregular 
irregularity of the heart beat is the commonest of all pathological 
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anomalies of rhythm, and is usually of serious but not dangerous 
import. If the reader wiH alternately flex and extend all his fingers 
simultaneously about 72 times a minute, he will get an idea of how 
the auricle should contract; if he twiddles them all independently, 
irregularly and rapidly he will get an idea of what the auricle is 
doing when it fibnlJates. 

The reader will also readily deduce what the electrocardiogram 
looks like ; instead of a regular succession of P waves followed by the 
QRST complex, the P waves are represented by a rapidly trembling 
line formed by the impulses as they flash all over the auricles, and 
followed by irregularly spaced QRST complexes as the auriculo- 
ventricular node picks up odd stimuli. Uncontrolled by digitalis the 
node picks up, and the ventricles respond irregularly to about 150 
of these impulses per minute. 

Trea!mfnt.—The basis of modern treatment is to slow the 
ventricles by means of digitalis so that they beat at a normal rate, 
although retaining tbeir irregularity (see below under Digitalis). 
Occasionally it is possible to restore normal rhythm to the auricles 
by means of quinidme, of which the dose is 3-5 grams three times a 
day, but modern thought does not advise this for three reasons, 

(1) it may not work, (2) recurrence is likely, and (3) there may be a 
clot in the auricular appendix whose dislodgment would prove 
instantly fatal; in early cases, however, it may sometimes be 
successful, but should always be preceded and followed by digitalis 
therapy. 

Some years ago certain of the American schools advocated total 
thyroidectomy for the treatment of auricular fibrillation and 
published some impressive results; more recently thiouracll (see 
^yroid Gland) has been used for the same purpose. Thyroidectomy 
is not without danger, so before it is even considered the basal 
metabolic rate must be carefully investigated; it should also be 
examined before thiouracil is given. A point worth remembering 
about auricular fibnllation is that during an illness, esp^ially 
influenza, it may appear temporarily in the aged or the debilitated, 
only to disappear when the patient gets well. 

CONGESTIVE FAILURE.— The classical signs are : 

(1) Dyspnoea. 

(2) Cyanosis. 

(3) Dilatation of the vdns in the neck when the patient is 
semi-recumbent or even sitting, or of those in the hands and 
arms when they are above the level of the heart. 

(4) Enlargement and lendemess of the liver. 

(5) The patient cannot he down without great distress. One can 
often diagnose these cases on entering the room ; the patient 
is sitting up in bed, breathing painfully and laboriously 
and either hugging some pillows or resting his head on his 
arms, which arc folded over his bent knees. An examination 
of the chest and the history will exclude asthma. 
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(6) The pulse generally, but not always, shows the gross 
irregularity of auricular fibrillation. 

Treatment.—^ the case is very urgent, give intravenous 
strophanthin gr. or Digoxin gr. tst the patient 

of a pint of blood ; if it is less urgent Uie bleeding may be omitted. 

In an emergency, if a wde-bore transfusion needle is not handy, 
by far the best vvay of bleeding is as follows : 

(а) Put a mackintosh sheet or several layers of newspaper under 
the patient’s elbow. 

(б) Take or measure a pint receptacle. 

(c) Put a “venous” tourniquet round the patient’s arm so as to 
dilate the alrwdy engorged veins still further. 

(d) Sterilize the skin over the most prominent vein in front of the 
patient’s elbow. 

(c) Take a sterile cataract or abscess knife and uath the edge 
towards you thrust the point into the vein and quickly make a 
longitudinal cut about a centimetre long. 

(f) Collect the blood in the measured basin, removing the 
tourniquet, raising the arm and applying a sterile pad to the 
incision as soon as a pint has b«fi withdrawn. The pad Is 
left on for three or four days. 

(s) Repeat the strophanthin or Digoxin after an hour and there* 
after as circumstances dictate; as these drugs are oxidized 
slowly they should not, as a rule, be gii-en oftener than once 
in 24 hours if the pulse is beating at a normal rate. 

HEART ^LOCK. — ^Tbe inherent pube rate of the isolated 
ventricle is about 3(1-36 a minute and if a pube beats constantly 
at this speed complete heart block is almost certainly present 
(Lewis). 

Napoleon Bonaparte is said to have bad a pulse rate of about 
40 per minute, and occasional cases of simple bradycardia do occur, 
but they are rare. Exerdse quickens the heart in simple bradycardia, 
but not m heart block. Heart block may be partial (often 2 to 1) or 
complete; in the latter case no impulses get through from the 
sino-auricular node to the ventricles; the reader will b^ly peed to 
be told that the condition is due to a lesion of the bundle of His ; 
this may be the result of rheumatic fever, senile degeneration or 
syphilis; temporary causes are various feven, especially influenza 
in old people, pneumonia and diphtheria, and abo certain drugs, 
of which di^iahs in large doses is the chirf. Congenital heart block 
occasionally occurs due to absence of the upper"^ part of the inter- 
ventricular septum, so the bundle of His b broken. 

The condition can be diagnosed at the bedside by the slow and 
inconstant heart sounds, while occasionally a first sound, not 
followed by a second, can be beard at the base. The electro- 
cardiogram b pathognomonic, the P waves either having no relation 
to the QRST complex (complete heart block), or oi3y a certain 
proportion of them being followed by the complex (incomplete 
heart block). 
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Apart from the temporary varieties mentioned above, the 
condition is both serious and incurable, as it indicates widespread 
disease in the myocardium; patients generally die within one or 
two years. 

Treatment is by rest and by any remedies which help to cure the 
causative disease, 

ORGANIC HEART DISEASE. — In babyhood, organic heart 
disease is congenital, from youth to early middle age it is due to 
rheumatism, in late middle age to syphilis, but less commonly in 
India than in Europe, and in old people to arteriosclerosis, high 
blood-pressure and myocardial degeneration. 

In general, congenital heart disease tends to open abnormal 
channels and to cause stenosis of the normal, rheumatism attacks 
the myocardium and the mitral valve, syphilis attacks the aortic 
valve and arch, and diphtheria and old age the muscle of the heart. 
As the heart can never rest, disease of one part is apt in time to 
affect the mechanism and performance of the whole organ. 

CONGENITAL HEART DISEASE.~~Jh\% is of three grades; 
it may (a) be incompatible with life,‘(b) cause cyanosis and clubbing 
of the togers, or (e) cause practically no symptoms or signs except 
a loud murmur at the base. The “congenital heart” is liable to 
infection, particularly subacute bacterial endocarditis. 

When cyanosis and clubbing of the lingers are present the usual 
reason is a defect of the septum, often associated with pulmonary 
stenosis ; there is a loud, rough systolic murmur over the pulmonary 
area and the red ccU-couot may be very high. These patients generally 
die in infancy or childhood, but a few survive to a precarious adult 
life. As remarked later, a large defect in the interventricular septum 
ivill interrupt the bundle of His and cause complete heart block. 

When there are no symptoms or signs except a humming sound, 
heard best over the second or third left costal cartilage, loudest 
during systole, but never ceasing, and accompanied by a thrill, 
the cause is patent ductus arteriosus, probably associated with 'a 
septal defect. (Congenital lesions arc often multiple.) Successful 
closure of a patent ductus is now possible. 

The other symptomless congenital lesion is coarctation of the 
aorta, in which the vessel is very sicnosed or even absent below the 
left subclavian artery. The work of the aorta is largely carried out 
by the enlarged internal raanunary arteries, which groove the ribs 
with notches visible in X-ray pictures. The blood-pressure in the 
bead and arms is Wgb, and that in the legs is low, the femoral pulse 
often being imperceptible to the finger. 

RHEUMATIC HEART DISEASE.— Thh is almost always 
acquired in childhood; small areas of inflammation — Aschoff 
bodies — appear, amongst other places, in the myocardium, while 
repeated attacks of inflammation of the mitral, and to a less extent 
of the aortic valve, ultimately cause fibrosis ; as with fibrosis else- 
where, such as that following a sewe skin bum, the result is 
Contracture and deformity. The valve cusps therefore do not fit. 
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or become stuck together at their base, causing stenosis. The milra! 
\-alve IS chiefly affected, but the aortic may be involwd, causing 
aortic regurgitation or rarely stenosis. Rheumatism is also the 
common cause of pericarditis. 

The characteristic thrill of a developed mitral stenosis is felt om 
the left lenlricle, and the murmur is a rough, presystolic sound 
heard best just above the apex, but as already pointed out its 
interest is in its diagnostic salue; treatment is dictated by the way 
m vv hich the heart bats. 

SYPHILIS AND THE HEART.— Vot some reason, perhaps the 
presalence of malaria, perhaps the lower asTrage age of the popula- 
tion, syphilis m India is a less serious disease than it is in Europe 
and one does not see the numbers of cases of aortic disease, tabes 
dorsalis and other late sequelae of sypWUs that are so common in 
the hospitals of that unluppy continenL 
AORTIC REGURGITATION.— This is a serious condition ; if 
due to rheumatism it is associated with mitral stenosis, which 
usually overshadows it in pathological importance. Pure aortic 
regurgitation is almost always due to sj-phOis, not only the lahes of 
the aorta being attacked but the strong elastic coat of the vessel 
Itself, so aneurysm of the aorta may be present too. Unfortunately, 
by the time the ease comes under observation, the damage already 
done IS throwing a severe strain on the heart and circulation, so 
although vigorous anti-sj'phiiitic treatment can arrest the infective 
progress of the disease it cannot repair the mechanical damage. In 
conjunction with the modem anu-sjTbiUtic remedies potassiutA 
iodide should always be given and the patient should live well 
withm the Imuts imposed by fus disability. 

Diagnosis is generally easy, the water-hammer pulse not only can 
be felt, it can be heard, as an ear pbced on the patient’s antecubital 
fossa will show; confirmatory obsenations are the marked pulsation 
of all the vessels and the replacement of the second sound in the 
aortic area by a loud murmur as the blood rushes back into the 
left ventricle instead of being smartly stopped by the ^ps of the 
valve. 

INFECTIVE ENDOCARDITIS (subacute bacterial endocarditis). 
— A long, unexplained fever, accompanied by anaemia and occurring 
in a patient with a heart already damaged by endocarditis or 
congenital malformation should always make one suspect infective 
endocarditis; the diagnosis is confirmed by growing streptococci 
(generally Str. -iinda/is) from the blood. 

Treaimeni . — This hitherto fatal dbease is now curable by 
peniciUm, with which small doses of heparin and dicoumarin (a 
quarter to half of those recommended below for coronary 
thrombosis) may be given. Penicillin b given in large doses for a 
long time, an average being half to one million, or even more, 
units a day for six or more weeks by intramuscular injection every 
three hours. 

l/IceroJive Endocarditis is treated rimilarly. 
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PERICARDITIS. — ^As the phj'stcal signs are not always clear 
this serious disease is apt. to ^ missed, because it is not thought 
of, or is diagnosed when it is not present. 

It is not uncommon in the acute stage of rheumatic fever, often 
beginning about a fortnight after the onset, sometimes much later 
or during a recrudescence, and occasionally being the first 
manifestation of that great enemy of the human heart. 

Sometimes it occurs by direct spread from a neighbouring 
pneumonia or pleurisy and, occasionally, it is due to tubercle. Other 
organisms may also cause it, and a localized temporary “traumatic” 
pericarditis occurs with coronary infarction. 

As with pleurisy, the condition may be dry, wet or purulent, and a 
large effusion suggests tubereJe. When a pcncardial effusion occurs 
in chronic nephritis, or in chronic venous congestion and heart 
failure, "death is waiting round the comer." 

PERrCARDITIS WITH EFFUSIOH.—Tnh is easier to diagnose 
than dry pericarditis ; if the patient’s condition is fairly good, the 
fluid may be drawn off, the fifth left interspace usually being chosen 
for the puncture. The greatest care must be taken not to puncture a 
corona^ vessel, so the needle or trocar is inserted slowly with 
frequent aspirations by means of a syringe and if fluid is not easily 
found the attempt is abandoned. Mercurial diuretics may also be 
useful. 

Dry pericarditis may give rise to all kinds of murmurs, loud or 
•soft, squeaky, rubbing or musical, systolic or diastolic, but they 
all have a rather unusual quality and often change with the position 
of the patient, so that if a murmur does not sound like a valvular 
murmur tWnk of pericarditis. 

The treatment of acute pericarditis is by complete rest and 
chemotherapy. 

Chronic adhesive pericarditis may be incomplete, with bands of 
adhesions (which often produce the various murmurs referred to 
above), or complete, with the two la^rs of the pericardium stuck 
together. The latter condition puts the heart at a grave mechanical 
disadvantage, to which it responds by hypertrophy, which may be 
enormous ; it also may constnet the entries of the vena cava, causing 
venous stasis and throwing a great strain on the left ventricle, which 
is ultimately called upon to force the blood through the narrowed 
openings. Various ingenious and difficult operations are performed 
in order to free the heart from these oppressive adhesions, one of the 
sim^est being resection of those parts of the ribs in front of the 
heart which prevent it from contracting freely. 

EFFORT SYNDROME. — ^Tbis condition, which is always much 
commoner during wartime, is characterized by the onset of palpita- 
tion of the heart and shortness of breath after a quite inadequate 
amount of exercise. 

The first essential, before making the diagnosis, is to make sure 
that hyperthyroidism, beri-beii or organic heart disease is not 
present; patients with incipient tuberculosis or septic foci, and 
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those convalescing from some illness such as influenza or pneumonia, 
are especially liable to dcsclop the syndrome. 

The aboNt having been ehminated « are left with the genuine 
case ; he is usually a nervous, thin, flaKhested, clammy-handed, 
secdy-looking, scborrhoeic. sedentary young man who, owing to 
the exigcnnes of the service or the necessity of earning a liWng has 
been thrust mio some form of employment which not only requires 
ncrcased physical effort, bur is one that he fundamentally dislikes. 
The tjpical early example is the studious young man who develops 
tachycardia when doing strenuous rifle drill at six in the morning, 
although he had previously been able to play tennis without 
discomfort. 

Important signs are: 

(a) The heart and breathing are normal when the patient is 
asleep. 

(b) The response to exercise tolerance tests (see abose) is 
abnormal and exaegeralcd. 

(f) Tachj-cardia may be present throughout the patient’s 
waking hours and he is nervous and ill at ease. 

(d) The cardiac impulse is generally exaggerated In every way, 
namely in speed, in size and in force. This may give the 
clinical impression (hat the heart is dilated, but X-ray 
examination will show that It is not. 

The treatment of these cases is diflficuU; about 30% of them get. 
perfectly viell and the rest continue to have what is describe 
as an irritable heart. As a great many of them nre due to “pulling 
a square peg into a round hole” the best cure is to find the 
appropriate square hole. In Europe and America, World War 11 
was much better in this respect than its predecessor, but although 
India was largely protected by the caste sj-sicm some very curious 
misdirections of talent occuned, the most rcm.'irVablc that came 
under the wTitcr's notice being an unfortunate batch of men from 
South India who thought they were being enlisted as “sappers” 
when the word w-as really “sweepen.” 

The first point the physician must be sure of is that the case is 
really one of elTon 5>'ndronie. Being certain of this he can then tell 
the patient with every confidence that there is nothing wrong with 
the heart, that the more normal a life he lives the beucr will hts 
heart be. and that if he gets palpstaiions from lime to time he is not 
to worry about them. Unfortunately, the patient does not atw-ays 
believe this, especially if he has been or goes to another doctor who 
gives a gloomy prognosis. 

To sum up . make sure of the dlagwosvs, do wot treat the patient 
either as an mvolid or as a jnalmgcrer, and find a “square hole'* 
whenever possible. (See also Hysteria.) 

DlCrTALIS.—This is the most useful drug in the whole of 
cardiology, and one of the most abused in the whole plurmacopoeia. 
Who has not seen a hypodermic injection of digitalin given to a 
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collapsed or even moribund patient? Even if the dose had been 
adequate it could not possibly have had any efTcct for several hours ; 
the only excuse is that it might satisfy the anxious or even sorrowing 
relatives that everything possible W'as done, a kindly deceit of which 
we are all guilty at times. 

Digitalis acts by lengthening the conduction time at the auriculo- 
vcntncular node; in other words it produces a slight heart block. 
This effect is achieved by stimulation of the vagus and is beautifully 
seen on the electrocardiogram as a lengthening of the P-R interval. 
In excessive doses it increases the imiabdity of the myocardium and 
produces coupled beats, and enormous doses produce ventricular 
fibrillation and death. The drug is slowly excreted, a full dose 
requiring 12-13 days for complete elimination and a smaller dose 
about a w-eck. Lewis states that (he body will use up or excrete about 
20 minims of the tincture in 24 hours ; be makes the further important 
observation that “a reaction is not usually obtained until 5 drachms 
of the tincture have been accumulated in the body.” 

Thus it will be seen that there are two dosages for digitalis, the 
initial and the maintenance, the fonner being much larger than 
the latter, and always being given in urgent cases, but the physician 
must be certain that the patient is not already being given digitalis. 
A simple way of “digitalizing” a patient is to give him one maximal 
pharmacopoeial maintenance dose per siooe of body weight per 
24 hours for 48 hours. Half the first 24 hours’ ration is usually given 
in the first dose. In the case of a patient weighing 10 stone this 
would be 15 minims of the tincture multiplied by 10, that is 150 
minims, in the first 24 hours and the same in the second 24 hours, 
which adds up to 300 minims or Lewis’s five drachms. fTen minims 
of the tincture are equal to one grain of Digitalis Pulverata.) 

The drug achieves its greatest success in auricular fibrillation with 
a rapid heart, because not only will it bring the pulse rate under 
control, but will keep it there for years if necessary; it is of use in 
any case in which the heart is acting feebly or, in the absence of 
fever, consistently beating more than 90 times a minute. In cases of 
fever, particularly pneumonia, when there is a strain on the heart 
digitahs is of use because it slightly prolongs the resting phase ; 
when the heart is handicapped and perhaps irritable from peri- 
carditis digitalis has a beneficial steadying effect. 

To sum up, the correct dose of digitalis is that which produces or 
maintains a pulse rate of between 60 and 70 per minute, the initial 
dose being equivalent to about 5 drachms of the tincture in the 
first 48 hours and the maintenance dose in the region of 20-30 minims 
per 24 hours thereafter; if the pulse drops below 60 the dosage must 
be cut down. 

The various kinds of digitalis on the market fall into two groups, 
depending upon whether th^ are derived from the Digitalis purpurea 
or from the Digitalis lanata plant. 

There are important differences between the two; Digitalis 
purpurea (the Digitalis of the pharmacopoeia) takes 4-8 hours to 
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act, has to be standardized biologically and is only about one half 
to one fifth as strong as the newer Digiiatis lanata. DisUalis lanata 
acts in an hour by the mouth or in a few' minutes by the vein and 
ne^s no biological standardization because the main derivalh’e 
digoxin is a crystalline compound. Its main drawback in the writcr^s 
experience is that, in pharmacopoeia] doses by the mouth, it is 
much more apt to cause vomiting than the older Digitalu purpurea 
derivatives. He therefore uses it mainly for emergencies and the 
older preparations for maintenance. 

DIGITALIS PURPUREA. — ^The most popular pharmacopocial 
preparations are Digitalis Pulvcrata (dose: 4-li grains for repeated 
doses, J-10 grains for a single dose) and Tinctura Digitalis (dose: 
5-15 minims for repeated dosage, 30-90 minims for a single dose). 
The former Veeps better than the latter and is best given in capsules 
after food. Among the proprietary preparations the best known arc 
Parke Davis’s Digiforlis which is nearly tw'ice as strong as, and 
more stable than, the tincture, and Nativelle’s crystallised Digitaline 
(Nativelle’s Granules) which have been deservedly popular in 
England and Europe for many yeats; they are supplied in two 
Strengths, pink (weak) containing mg. grain) of digitoxin 
and while (stiong) containing J mg. (yi* grain) of digitoxin, the 
former constituting an elegant and stable maintenance dose for 
most cases. 

DIGITALIS LAS'ATA.—Thh is a comparatively new drug, which 
is sold as Digoxin (D.W. &. Co.) or Digibnid (Sandoz). Its greatest 
use IS perhaps in congestive failure, when it should be given intta* 
venously as already mentioned. The initial dose of Digoxin Is 
one miliigram intravenously or IJ milligrams by ihe mouih; in the 
former case the effect begins in 5 or 10 minutes and reaches its 
maximum in an hour; w'hen given by tbe mouth Digo.xin begins to 
take effect after about an hour, the maximum being reached after 
about SIX hours. The maintenance dose is usually a quarter of a 
milligram twice daily by the mouth, but as already remarked all 
maintenance doses must be controlled by their effect on the pulse 
rate, the ideal being between 60 and 70 b»ts per minute. 

STROPHANTHIN. — If Digoxin or Digilanid is not available and 
quick action is required, strophanihin should alwa>-s be given, the 
intravenous dose being grain, repeated after an hour. It takes 
effect as quickly as Digoxin and is a most valuable drug fbr 
emergencies. 

SYMPTOMS OF DIGITALIS POISONING.— These are thrsss, 
(1) vomiting, (2) excessive slowing of the heart, and (3) coupled beau. 

Patients vary in their susceptibility to the drug, some vomiting 
on stnali doses, others never; in some difficuir cases it may be 
impossible to give enough diptalls by the mouth without causing 
vomitmg Intramuscular or intravenous injection of Digo.xin or 
strophanthin should then be tried. 

As already mentioned, if the heart beat drops below 60 per minute 
tbe dose of ^gitalis must be cut down. 
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Coupled beats arc a danger signal and show that the irritable- 
myocardium phase is being reached, which has its final expression in 
ventricular fibrillation and death. The second beat originates in an 
ectopic focus in the ventricle, caused by the previous doses of digitalis. 
The drug must be stopped at once and atropine may be given. 

CORONARY DISEASE 

CORONARY SCLEROSIS AND ANGINA ?£CrC)/?/5.— When 
an apparently robust middle-aged person suddenly has a severe 
attack of “flatulent dyspepsia” the cause is often coronary throm- 
bosis; when the same sort of person suddenly dies a natural death 
the cause is almost certainly coronary thrombosis. 

As our knowledge of the relation of symptoms to lesions increases, 
the old division into angina of effort, pseudo-angina, angina pectoris 
and coronary artery disease has tended to disappear; indeed Levine 
says “I have never yet failed to find some disease of the coronary 
arteries in any of my own cases of angina that have come to post- 
mortem examination, with the exception of the few who had marked 
aortic stenosis." 

If the reader has ever been unfortunate enough to go on a route 
march wearing a pair of tight puttees, he will remember the agonizing 
pain in the calves of his legs ; the reason was that the active muscles 
were not getting enough blood. Exactly the same reason causes 
exactly the same pain in the heart. 

We can easily see that if the coronary arteries are sclerosed 
various things will happen. The amount of blood normally flowing 
through the heart will be lessened, inviting myocardial degeneration; 
the arteries will have lost their elasticity, and cannot dilate to give the 
heart the extra blood it needs for extra work, so there is angina of 
effort ; worst of all, the blood in one or more of the arteries may clot, 
causing coronary thrombosis. 

The signs of coronary artery disease arc few and variable, but the 
symptoms are characteristic so justify some description. 

The disease shows a strong hereditary tendency, is commoner in 
men than in women and commoner in the busy brain worker than 
in the countryman ; the usual age of onset is between 50 and 60. 
Levine makes the interesting observation that, in his experience, the 
disease is always associated with high blood-pressure in women, but 
not necessarily so in men, whose blood-pressure may be raised, 
normal or low. 

An Anginal attack commonly begins during exercise, especially on 
going up hill, and if the patient perseveres his pain gets worse, but 
if he stops it stops too ; after a few attacks the patient gets to know 
how much he can do without getting a pain. When this history is 
given it is pathognomonic. 

The situation of the pain is characteristically behind the sternum, 
whence it may radiate in various directions, most commonly down 
the inner side of the left arm or sometimes into the epigastrium, neck 
or right arm. The pain is continuous, not throbbing or fluctuating. 

On the other hand, the first or any attack may be severe (or even 
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the last); the patient remains stock-stilU his face grey and covered 
with beads of sweat ; he will sit down but not lie down and if he 
does not obtain prompt relief he may die. For this_ rmon the« 
patients are never without their capsules of amyl nitrite or their 
tablets of nitroglycerin, and seldom without the fear of death 
during an attack. A true anginal attack nev’er lasts more than a 
few minutes; if it lasts longer it is rither not angina or is due to 
coroMry thrombosis. The immobility of the \ictim of an anginal 
attack IS very striking. 

In the consulting room the diagnosis may be confirmed by 
producing or stopping an attack of pain. The former can be achies'ed 
by exercising the patient or by giving him an injection of J-l c.c. of 
adrenaline solution, and the latter by amyl mtiite inhalation oi by 
letting him dissolve a nitroglycerin tablet (^. -j^?) under his tongue. 
Adrenaline should never be used as a test in. severe cases because it 
may kill the patient, but in mild cases its effect can be neutralized 
by amyl nitrite. 

Treatment . — The treatment of anginal attacks is first to keep the 
patient within the limits imposed by hk pain, a thing he generally 
does for himself. S^ndly he should always cany amyl nitrite 
capsules or tutroglycerin tablets (gr. the latter arc chewed or 
dissolved under the tongue, and bring relief almost as quickly as, 
and for a longer time than, amyl nitrite; they also do not gire the 

C ':nt the unpleasant feeling tiiat his bead is bursting or that be is 
g anaesthetized. In a hot climate the capsules ha\e the further 
drawback that they may surreptitiously burst and an empty capsule 
which was thought to be fuU may mean disaster. 

In Meuwahl’s hands the slow tntras'enous injection of 100-300 
milligrams of nicotinic acid in 20-60 c.c. of normal saline solution 
repeated twice weekly for three weeks has proved a dramatic 
success, and as it is hannless, it Is always worth trying. Different 
remedies siut different people; Amioopbylline or Cardophylin 
li-3 grams 3 times daily is often successful ; crythrol tetranitiate, 
grain m a neutral base Ot is explosive by itself) twice or three 
times a day, and increased if necessary, suits many patients — the 
vasodilator effect begins after about half an hour, and continues 
for 8-10 hours; the bronudes, especially ammonium bromide, the 
barbiturates, and nicotinic acid by the mouth may be useful in 
some cases, but not in others. 

Surgical procedures with the object of cutting the sensory nerves 
from the heart have been numerous, one of the most successful 
being paravertebral injection of alcohol into the upper dorsal 
sympathetic ganglia or mto the stellate ganglion, but these opera- 
tions are for experts. ToUl thyroidectomy has also been reported as 
successful when it made the basal metabolic rate fall below 
minus 20. 

If, for some strong reason, a patient anticipates undergoing an 
exertion that would normally bring on an anginal attack he should 
prime himself immediately Hfore^nd with one or two tablets of 
nitroglycenn. 
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As an important part of treatment is to prevent attacks, it need 
hardly be said that patients who get attacks on the slightest 
provocation must be kept in bed. 

CORONARY THROMBOSIS.— 

Although this is apt to come on during sleep, when the flow of 
blood through the atheromatous coronary arteries is sluggish, it 
may occur at any time, such as when a successful parliamentary 
candidate is replying to a toast at a dinner given in his honour. 

The attack may be mild, severe or instantaneously fatal. The 
mild attack is dangerous because it may be diagnosed as something 
else, such as indigestion or intercostal neuralgia or the patient may 
think it is not worth reporting to a doctor. A more severe attack 
will frighten the patient, so the doctor is usually asked to attend, 
but e\’en so, the patient, especially if he has vomited, may be apt to 
stress the abdominal symptoms, and the abdomen has even been 
opened. 

A typical severe attack occurs while the patient is restbg or 
asleep; he feels a sudden retrosternal pain which rapidly becomes 
agonizing, he is short of breath, cold, clammy and collapsed and is 
often extremely restless; after a while the pain may become less but 
it remains severe ; relief may follow vomiting or the passage of a 
stool Of flatus. The appearance of the patient is both alarming and 
characteristic, and is best summed up in the one word “grey.” The 
pulse may be rapid or slow, and there may or may not be extra- 
systoles; if the pre-attack blood-pressure is known it will be found 
to have gone down. 

Some years ago in Bangalore the writer was called out urgently 
in the middle of the night to see an old Hindu gentleman with 
severe haematemesis from a duodenal ulcer and prescribed morphia, 
haeraoplastic serum and calcium. The haemorrhage stopped, but 
the next night the writer was again called out even more ugently; 
the patient had had a coronary thrombosis. In spjte of a spirited 
inclination to disobey orders the old gentleman survived both 
catastrophies and lived for several happy and busy years afterwards. 

Treatment . — ^Thc treatment of coronary thrombosis is to give the 
patient morphia or Omnopon gr. ^ immediately and to put him in 
bed, repeating the injection at hourly intervals until the pain and 
restlessness are relieved. 

If the patient is Unconscious when first seen, an injection of 
adrenaline J-1 c.c. of 1 ;1,000 solulioa may improve matters; this 
treatment is recommended by Ixvine, who has also found U the 
best treatment for the heart block that sometimes occurs in the 
early days. Incidentally, heart block indicates thrombosis of the 
right coronary artery instead of the much more usual descending 
branch of the left. 

To understand further treatment it is necessary to understand how 
the patient may die, if he survives the initial attack. During the 
first few days, death may occur from ventricular fibrillation or from 
heart failure. The former may sometimes be prevented by quinidine. 
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gr. 3-5 td.s. Fibiillation may occnr if the thrombosis spreads, so 
heparin may be given intrarenonsly, 5% in normal saline, in the 
dosage of one miliigram per kilo of bQdy-\rei^t _(i.e., one-tenth of a 
grain or 6 millierams per stone of body-^ueight). Dicoumarin 
(U.S.A., dicumaro!) may be given as this also pre\ eDts dotting of the 
blood in a similar way, but takes 24-48 hours to act; the do» is 
300 milligrams in a gelatin capsule by mouth on the first day and 
200 milligrams on the second day; the effect of the drug lasts for 
several days and the subsequent dosage is controlled by the clotting 
time, which is kept at about 35 seconds. Theoretically, these dru^ 
should be of great ^alue but more research is needed to make their 
use on a large scale safe. 

Heparin is expensive, but this is not such a drasvback. as would at 
fint appear, because most of these patients are well-to-do and haw 
done themselves well. Once a clot has formed it cannot be unmade 
DOT can the tissues snpplied by the thrombosed vessels be brought 
back to life if they have already died, but the clot can be presented 
from increasing, which is what an immediate injection of heparin 
should do, and this prevention can be maintained by means of 
dicoumarin. A further interesting use of dicoumarm may be 
prophesied, namely, when a patient has survived one attack of 
coronary (or any other) thrombosis it may be possible to prevent 
further attacks for the rest of lus life by giving him a dose of 
dicoumarin once or twice a week. The dosage nmst be regulated and 
checked by observing the clotting time, and if the patient should 
meet with an accident, fresh-blo^ transfusion (about a pint) will 
restore the clotting power of the bloo^ 

Heart failure is guarded against by complete rest; if it occors, 
bleeding may be tried, coupled with a single intravenous dose of 
gram of Digoxin or strophanthin. 

If the patient escapes these early dangers there are still others; 
the infarctcd area of ventricular wall beromes co%ei^ with blood 
clot on Its inner aspect, so large or small emboli may separate and 
lodge in the brain or other organs, with harmful but seldom fatal 
results ; baematuria suggests emboli in ~ths kidneys. Far more 
serious is the nsk of rupture of the heart, a risk which is at its 
greatest during the second week, aficr which it diminishes until at 
the end of the eighth week the danger may be said to be over- 

It will thus be seen that these lalienis must be capably nursed, 
must be kept strictly in bed for at least eight weeks, that the risk of 
straining at stool must be guarded against by an enema every other 
day and that diet must be bgbt and digestible. The possibHity of a 
permanently weakened heart and of further attacks makes Ae 
ultunate outlook, precarious, but Lewis says “Of those who 
convalesce well, some return to active lives for periods of five or 
more years and to live on in comparative activity for periods up to 
ten or occasionally fifteen or more years.” 

As already indicated, the newer drugs may improve the outlook 
very greatly. 
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The chief serious conditions to be distinguished are dissecting 
aneurysm, lobar pneumonia, spontaneous pneumothorax, gall- 
stone colic, diaphragmatic hernia,* perforated or ruptured viscus, 
diabetic coma (coronary thrombosis is not uncommon in diabetics) 
and spontaneous interstitial emphysema of the lungs, due to rupture 
of an air sac in the lung. 

The electrocardiographic changes ate rather beyond our present 
scope, but an experienced and accurate cardiologist can both 
diagnose coronary thrombosis from the electrocardiograms, and 
can tell which main artery is affected. Lead IV appears to be of 
particular value. 

CARDIAC NEUROSIS . — ^This is a condition, formerly and 
unfortunately called pseudo-angina, which occurs in younger, 
neurotic people, often females who smoke too much and have a 
high blood-pressure, or it may occur in patients who are out of 
training and begin taking violent exercise. The characlenstic of the 
pain is that it lasts for several hours, dunng which the patient 
Nvalks about in an agitated manner, often giving details of its character 
and progress. A careful examination Is required and treatment, 
when the diagnosis is certain, is by reassurance, bromides and perhaps 
a holiday, 

CARDIAC ASTHMA (acute oedema of the lung).— This chiefly 
affects men aged between 50 and 70 years who are suffering front 
hypertension, and usually occurs at night. Occasionally, kidney 
disease is present— renal asthma. 

A moment’s thought will show that the two sides of the heart 
must pump out exactly the same quantity of blood every minute, 
otherwise one circuit will become engorged and the other relatively 
empty. U is thought that in acute pulmonary oedema the left side 
of the hypertensive heart becomes temporarily fatigued, so the 
right pumps out more blood and the pulmonary system becomes 
over-charged. Attacks tend to become vvorse as time goes on. 

Treatment. — Sit the patient up in bed, give a quarter of a grain of 
morphia, and if there is great distress bleed him of a pint of blood. 
These patients should never be allowed to lie Bat in bed. 

HEAT 

The range of thermotberapy has been extended in recent years 
by the many fonns of radiant-beat applicators. It should be 
considered under the following heads: (1) Moist Heat, (2) Dry 
Heat, and (3) Radiant Heat. 

(1) MOIST HEAT.~ 

_ POULTICES. — These are dirty, sticky and very septic applica- 
tions, and should never be used for suppurating conditions. When 
moist heat is desired the antiseptic fomentation is far more satis- 
factory. The only exception is Kaoplasm (CoUobell), which is made 
with the purest colloidal kaolin, containing 1 part in 4,000 of 
colloidal silver ; it is ideal for the application of moist heat, and it is 
not only free from bacteria, but no rnicro-organism can grow on it. 
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It comes away clean, but adhering particles can be remot-ed with 
water. 

FOMENTATION OR STUPK—A. small towel is placed across 
the bottom of a basin, four layers of thick flannel or tw o layers of 
old blanket are laid on the tow^l, and boiling water poured over Uie 
whole. The towel is now lifted up and used as a wringer, by having 
the two ends twisted in opposite directions. The flannel is carried 
in the wringer to the patient and applied as hot as can be borne, the 
wet flannel being covered with four layers of dry flannel, cotton- 
wool, oilskin or paper. The fomentation must be applied every 
ten or fifteen minutes, and in no case should it be left on until cold 
or clammy. 

TURPENTINE STUPE.-^T\sis is prepared by stirring half an 
ounce of turpentine into a pint of boiling water until emulsified. 

ANTIPHLOGISTINE, a proprietary preparation, expensive but 
effective. It contains Fuller’s earth, glycerin and essential oils. It is 
heated by placing its container in a pot of boiling water, and so 
heated that it is applied at a temperature of 115* F, in a layer a 
i inch thick, and then covered with a pad of cotton-wool. It should 
be reapplied in 24 hours. It has the disadvantage of interfering with 
the exatnination of the part. 

The volcanic muds of Italy arc useful and have the power of 
retaining heat for a remarkably long time. 

VAPOUR BATHS. — ^Tbe Russian bath is a chamber filled with 
steam at a tem^rature of about 120* F. in which the patient sits 
for about 20 minutes. The Berthe bath is a wooden box in which 
the patient sits, but with bts head outside, and the steam is at the 
same temperature. The BertboUet bath consists of a num^r of light 
metal cases made to fit v-arious parts of the body, the steam bwing 
admitted from a central ^lioder. 

(2) DRY HEAT. — This includes the Turkish bath and the 
Harrogate hot-air bath. The Harrogate hot-air bath consists of a 
number of cases adapted to particular parts of the body; inside the 
cases arc a number of wires; the passage ofa current through these 
wuTS produces a dry heat which may be as high as 500* F. 

(3) LUMINOUS RADIANT HEAT. — The electric-light bath is 
fittrf with 20-30 incandescent hmps and a metal reflector. The 
patient sits in the bath completely naked; the time of exposure is 
about 12 minutes for a stimulating effect and about half an hour for 
diaphoresis, which is more readily induced than by any other 
method. 

The Dowsing radiant-heat apparatus is only let on hire and cannot 
be purchased. The beat can be given to any special part or to the 
whole body, the teToperaVurc being accurately regulated up to 
450’ F. 

BERGONIE BATH. — ^Thb consists of a full-length cabinet, 
the patient's head being outside. Large electrodes are placed on 
the back, abdomen and thighs, and held in position by heavy 
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sand-bags. A rhythmical faradic current causes contraction of the 
muscles against the weights, thus exercising them without fatigue, 
at the same time with free perspiration. It is used for the treatment 
of obesity. The Turkish bath on the other hand generally causes an^ 
actual increase in weight. 

Radiant heat is especially useful in the treatment of chronic 
rheumatism, arthritis (infected or otherwise), gouty neuralgia and 
sciatica. The preliminary application of radiant beat to a joint that 
is to be manipulated is of great value, as it appears to soften the 
adhesions. 

HEAT-STROKE 

This is divided into heat-exhaustion and heat-apoplexy, which 
includes sunstroke. The former, which is much the commoner, is 
caused by too much sweating and the latter by too httle. 

HEAT-EXHAUSTION . — This is due to excessive loss of water 
and salt in the sweat j because of the Joss of salt the osmotic pressure 
of the body fluids drops below that necessary for retaining an 
adequate amount of water. A man doing hard manual work in a 
hot climate may lose as much as four gallons of sweat in 24 hours. 
This means that he not only loses a great deal of fluid, which must 
be replaced, but that he loses two of the total 5 ounces of available 
salt in his body. It is unite obvious that this must be replaced or be 
will die. Incidentally, the intake of salt on an ordinary diet is about 
half an ounce a day, adequate for a temperate but not for a hot 
climate. Should the reader happen to be sweating as he reads this 
and licks the back of his hand, he will understand why salt 
replacement is essential (Baxter). 

Symptoms . — ^The patient feels “out of sorts,” he is almost 
invariably constipated, and often has cramps in the abdomen 
(sometimes diagnosed as acute abdomen, especially if he has 
vomited); the pulse is feeble, the blood-prcssure low, and the 
temperature generally about normal. 

Treatment . — Replace the missing salt and keep the patient at 
rest in as cool a room as possible. A pint of Rogers’s hypertonic 
saline solution should be given intravenously, and several pints of 
normal saline solution given the patient to dnnk; he should also be 
given a dozen salt tablets to swallow. When he has recovered 
somewhat, he is again given normal saline solution to drink, up to 
four gallons (32 pints) being required in 24 hours. This is later 
reduced to about two gallons, but this high level, together with the 
intake of lJ-2 ounces of salt, must be continued when the patient 
returns to work. Prophylaxis is carried out by the same means. 

Astern races, because of inherited immunity, are much less 
liable than Europeans to heat-exhaustion; they also wear fewer 
clothes, work less vigorously and have less salt in their sweat. 

HEAT-APOPLEXY . — As already observed this is due to too 
little sweating, but this remark nec^ some amplification. The body 
maintains its temperature by two chief methods, which may be 
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lathei inacoiratcly compared to air-cooliBg and water-«>oUng a 
motor-car engine. W’hen the outside air is below 9S-4’ F. the bodv 
temperature is regulated largely 'by flie dilatation and contraction of 
the capillary blo«l-\'essels of the sLin ; these expand when beat is to 
be radiated out of the body and contract t^hen it is to be kept in; 
once the outside temperature rises above that of the body it is 
obvious that this “dry” method is of no avails so sweating comes 
into play, and is, indeed, the only method by which the tempeiaturt 
of the body can be kept below that of the surrounding air; if the 
reader will ware his han d about be will sec that moist cooling is 
much more effective in. moving than in still air. 

We find, therefore, that the cause of heat-stroke is a dry’ skin, 
and it is easy to understand that the condition is common among 
those who are already fexurish because it is while the tempeiature is 
rising m any disease that the skin becomes hot and dry. 

Those who hare not read The Agra DouWe Murder should do so 
if they get a chance, cot only for its literary and dramatic qoalities 
but because it gi’i'es a wonderful description of bow, during the 
A-gra hot weather, a pair of Ulkit lovers murdered the lady's husband 
with a “beat-stroVe mixture’’ containing belbdonna. 

The sjTBptoms of heat-stroke are hyperpyrem,dO’ skin and ddirroa. 

ri'famienr.— This is simple, but must be immediate if it is to be 
successful; time should not be wasted in taking the patient to 
hospital if it is fat away. 

(a) Strip the patient, put a sheet orer him. pour water os’er it 
and get as strong a current of air on it as possible, either with 
fans, band punkahs or a natural brecxe. 

(i) Do a lumbar puncture if possible. * 

(c) Maintain the wetness of die iheet and the current ©fair until 
the patient’s temperature is below 102® F. 

(d) Keep the patient in as cool a place as possible. 

(e) Maintiun precautions for at least a week, as the heat-regulating 
mechamsm is often unstable. 

(/) If there IS any powibility of the patient's having malaria, ^•e 
five ^ins of quinine inira^Tnously, and repeat after an liour. 
Many cases diagnosed as "heat-stroke" are really suffering from 
cerebral malaria. 

Packing in ice is said not to be so effectire because of the vaso- 
constriction it causes; it is also extremely unpleasant — the writer 
speaks from experience. 

SUNSTROKE . — ^The existence of th?^ condition is now debated, 
the old idea that some mysterious 0»ssibly infra-r^l ray from the 
sun penetrated the skull and caused inflammation of the brain being 
openly dended, and the virtue of the topi being held to be its 
shadiness, not its suo-p^f qualities. ^Vhl]e partly agredng with 
the modem siew, the writer is not convinced of its entire tnilh and 
so far as be himself is concerned. Ire continues to wear a topi when 
out in the hot sun for hours at a time. 
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HELIOTHERAPY 

By C. W. SALEEBr, M.D., F.Z.S.. F.R.S.E. 

If heliotherapy treatment is being carried out at a hiJJ station in 
India, the patient should first become acclimatized to the high 
altitude and accustomed to open*air treatment before insolation is 
begun. 

The time of the day is always im^rtant, and this is especially 
the case in India ; the early morning is by far the best as the air is 
then relatively cool. 

Exposure to the sun’s rays is begun very gradually, at first to a 
small area of body surface, which is extended daily. Further, the 
exposure should not be continuous but with short intervals, for 


example : 

Part of Body 

Number of 


Interval 


Surface 

■ Times 

Period of 

between 


'ixposed 

Exposed 

Exposure 

Exposures 

1st day 

Feet 

3 

5 min. 

5 mJn 

2nd day 

Feet 


10 mm. 

5 vmn. 

Legs 

3 

5 miQ 

5 min. 


Feet 


15 min. 

5 min. 

3rd day 

Legs 

3 

1 0 mm. 

5 min. 

Thighs 

3 * 

5 nun. 

5 mm. 


Feet 

3 

20 mio. 

5 min. 

4th day 

Legs 


IS min. 

S rmn. 


Thighs 


10 nun. 

5 min. 


Abdomen 


5 nun. 

S mm. 


fFeet 


25 nun. 

5 min. 


Legs 


20 mm. 

S min. 

5th day 

Thighs 

Abdomen 


15 min. 

5 min. 



10 mm. 

5 min. 


Thorax 


5 miD. 

5 mm. 


Feet 


30 rrun. 

5 nun. 


Legs 


25 mm. 

5 min. 

6th day . . - 

Thighs 


20 mm 

5 nun. 


Abdomen 


IS mm. 

5 mm. 


Thorax 


10 mm. 

5 trdn. 


’Feet 


35 min 

5 mm 


Legs 


30 mm. 

5 min. 

7th day .. -1 

Thighs 


2S mm. 

5 mm. 


Abdomen 


20 nun. 

5 mm. 


Thorax 


IS min. 

5 rain. 


’Feet 


40 min. 

5 mm. 


Legs 


35 min. 

5 mm. 

Sth day . . •• 

Thighs 


30 min. 

5 min. 

Abdomen 


25 mm 

5 mm. 


Thorax 


20 min. 

3 min. 


'Feet 


45 mm. 

5 mm. 


Legs 

3 

40in;R. 

5 nun. 

9th day .. - 

Thighs 


35 mm. 

5 mm. 


Abdomen 

3 

30 mm. 

5 nun. 


Thorax 


25 min. 

5 min. 


‘Feet 


50 mm. 

5 min. 


Legs 


45 min. 

5 nun. 

10th day 

Thighs 


40 mm. 

5 mm. 

Abdomen 


35 mm. 

5 nun. 


.Thorax 


30 min. 

5 min. 
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After the 10th day the head is dso exposed and the periods 
gradually increased, in accordance trith the toleration of the patiOTt 
until on the 15th day the whole body is exposed 4 times, the penod 
of exposure being 30 minutes and the interval between exposures 
being 15 minutes. .... . • 

The exposure should be shorter durmg the hot weather than in 
the cold weather. Symptoms of an overdose include a nse of 
temperature with increased pulse and respiration, malaiw, yemgo 
and insomnia. In order to avoid these, the reaction of each indmdinl 
case should carefully studied and no departure allowed from the 
systematic increase of dosage. There are wide variations in individual 
tolerance and each individual must be studied and treated 
accordingly. 

Cases suitable for heliotherapy treatment : 

(1) Surgical Tuberculosis. 

(2) Rickets. 

(3) Convalescents from Acute Conditions. 

(4) Anaemia. 

(5) Chronic Infective Conditions. 

(6) Pulmonary Tuberculosis, earijr cases. 

(7) Many forms of Skin Disease, including Lupus. 
Contra-indications: 

(1) Pulmonary Tuberculosis, ads-anced cases. 

(2) Advanced Cardiac Disease. 

(3) Arteriosclerosis. 

(4) Cases with Fever and Toxaemia. 

HEMIPLEGU—^m Nervous System. 

HEPATITIS, AMOEBIC, AND LIVER ABSCESS 
In only about 6% of cases is there either a history of d>’sentery or 
the hndmg of amoebae in the stools. 

Adult European males are affected more commonly than anyone 
else. The diagnosis is suggested by a consideration of the history 
and symptoms supported by intercostal tenderness, hepatic enlarge- 
ment, X-ray examination, moderate Icucocjtosis and evening fever, 
and confirmed by the therapeutic test in which symptoms and 
fever subside after about three days’ treatment with emetine. In the 
case of abscess, confirmation is, of course, given by exploratory 
puncture. 

Once upon a time the writer saw a wizened, cachectic-looking 
middle-aged European sitting on the verandah of Ids consulting 
room , he invited him in and asked him what the trouble was. The 
patient said that be had just relumed from a sea voyage which he 
had taken for his health and that the doctor on board the ship had 
told him he had neurasthenia. The patient complained of severe 
pain after food and said he thought his gall-bladder was WTong. 
He looked as though he had cancer, was tender over the stomach, 
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the lower edge of the liver was palpable, and the liver was enlarged 
and very slightly tender. There was no leucocytosis, but there was a 
slight evening rise of temperature; the patient was constipated and 
the stools showed no amoebae or cysts. A barium meal showed no 
ulceration or growth of the stomach. After two or three days of 
intensive research there was no further diagnostic indication and no 
improvement in the patient’s condition. The writer, therefore, 
explored the liver with a needle and drew off 22 ounces of anchovy- 
paste pus. The patient was pul on emetine and an exploration a 
week later was negative; he has remained well ever since. 

On another occasion the writer was sent for to see a Ruling Chief 
of his acquaintance whom he had not seen for about a year and was 
shocked at the change in his appearance. Many physicians were 
seated round the old gentleman’s bed and the writer was invited to 
explore the patient’s liver. He examined the whole patient, found the 
bard lower edge of the enlarged liver, a weakly-acting heart and a 
systolic blood-pressure of only 70, He did not explore the liver and 
the patient was dead within 48 hours. He bad cancer of the liver, and 
if the exploration bad been made he would have died even sooner 
and the writer would have been blamed. Moral: avoid a desperate 
operation on a moribund patient, especially if he is famous. 

TREATMENT OF AMOEBIC HEPATITIS.— This is by 
emetine, the dose being one grain a day for eight days, followed by a 
four days’ interval and then four more daily injections of one grain. 
The writer often gives the drug by intravenous injection; in this 
case a half-grain dose should be tried first, and if there is no nausea 
or discomfort one grain is given in 2 c.c. of normal saline fairly 
slowly (about 30 seconds) once a day. The drug appears to be more 
elective and the injection is painless both at the time and afterwards. 
A course of 12 injections will often cure the disease, especially if 
the stools arc negative. 

TREATMENT OF LIVER ABSCESS.— This also is by emetine 
injections as above, and aspiration. This is carried out as follows. 

(a) If, as nearly always happens, the abscess is in the right lobe 
of the liver disinfect the skin and choose a place in the 8th or 
9tb intercostal space in the right mid-axillary line. 

(b) Raise a subcutaneous weal with 2% Novocain at the selected 
spot and then thrust in the anaesthetizing needle to a depth 
of about two inches, injecting Novocain as the needle goes 
in and is withdrawn. 

(cj Whit about 3 minutes Ibr tic Novocain to act 

Id) With the point of a cataract knife make a small cut in the 
centre of the weal. 

(e) Through the small indsion insert a wide-bore needle or, 
belter, the trocar and cannula of a Potain’s aspirator. 

(f) Point the needle or trocar in a slightly upward and forward 
direction, and never push it in more than 3i inches. 

(g) Apply suction with a syringe or aspirator and withdraw pus 
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until the patient feels uncomfortable or faint It is graerally 
considered unwise to aspirate more than about two pints, or 
1,000 cx., at one sitting, but it depends entirely upon the 
(indition of the patienClf the pus is s-ery thick mject some 
sterile normal saline into the abscess casity to thin it down. 

(h) If pus is not found withdraw the point of the needle or trocar 
until it is subcutaneous and tty again in a more backward, 
forward downward or upward dii^on, according to where 
It is thought the pus may be. (A previous X-ray picture may 
help.) 

(0 Three attempts are pcnmsable. and if they hasa been carefully 
planned but have not struck pus there is probably no large 
collection at any rate. It is important to draw* the needle out 
as directed in (h) abo^-c. as if the direction is changed while it 
is in the liier the latter will be tom, possibly with fatal results. 
The patient is ghen emetine as abo«, and subsequent treatment 
depends upon how he fares. If the temperature goes down and keeps 
down, and sjTBptoms ^sappear, one aspiration may be su&dent, 
although it is alwaj3 advisable to tf>' once more after about a week 
to make sure no pus is left If, however, as sometimes hajjp^ 
especially in eases of long standing, the fever rises again, aspuation 
be needed again and may have to be repeated many times; if 
after 20 or 30 aspirations there is no sign that the abscess is dimiQisb> 
ing drainage through a de Pezzer’s catheter or evto open operation 
wul be required. Since the advent of chemotherapy, ue 50% 
mortality formerly attending open operation has greatly diminished, 
but it IS of the utmost importance : 

(а) To prevent secondary I’nfectioa by obseniog strict asepsis at 
the time of operation and by chemotherapy afterwards. 

(б) To suture the 13)^5 of the pleura to the diaphragm before the 
alKcess is opened, or to secure their adhesion by making an 
incision four daj’s before the operation, packing with iodine 
piuze for a couple of hours and then wii plain gauze. 

(e) To strike pus with a needle ioimedblely before the operation, 
to leave the needle in place and to follow it down when 
opening the abscess. 

HEPATIC DISTURB.4XCE 


The following Liver Matures arc popular; glucose should also 
be given freely. 

aTt. P<xje»ph>llin .. 5 B Tr. Euoaynua. .. .. iqSO 

Amm. CWond. .. .. 10 Via. PepRai .. -- 3j 

Liq Ert. Euonymin. .. Tl 10 S>Tup. Zuicib. .. .. 3ss 

Tr.Noc.Vom. .. .. T\ 2 Inf. Calumbae ad .. Jj 

Spt- Chloroform. . . . 10 Twire daily in a little water. 

Aquamad .. •■31 

EAad Mt-Hyd.DiL .. R* B Add. Mt-Hjd. DU, .. PI 10 

Tr.Nuc.Voni. .. .. iqs Sod-Sulph, .. .. 

Liq En. Taraxaa .. ow Liq. Stnthnmae .. .. r\ 4 

Aquam Chloroformiad.. 51 SpL Chlotofonn 3** 

ttLi. Aquamad .. ..31 
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Biliary Dhturbanec wUh Ulhiales tn the Urine 

E Sod. Sulph gr. 20 

Sod. Pot, Tart. .. 3j 

Tr. Nuc. Vom. ElIO 

Jnf. Buchu ad 3j 

HERNIA 

Unless there are good reasons to the contrary, the treatment of 
hernia is by operation. Contra-indications are : 

(1) Unwillingness of the patient. 

(2) Lack of proper facilities. 

(3) A history of two or three operative failures. 

(4) Hernia of such a size that it cannot be conveniently returned 
to the abdomen (as a French pnest with a colossal hernia once 
remarked to the writer when he advised against operation, 
“Yes, Yes, one cannot put Paris into a bottle!’’) 

(5) Serious disease of another kind, such as bronchitis, tubercle 
or Bright’s disease. 

(6) Old age, especially when coupled with a long and uneventful 
history. 

(7) A large umbilical hernia in a large, fat woman, because the 
operative mortality is high. 

In infants, the best treatment of inguinal hernia is to operate; 
with sulphathiazole powdering and an Elastoplast dressing the 
risk of infection from a wet napkin is very slight, and the operation 
is comparatively simple, because in infants “if you treat the sac you 
treat the hernia,’’ * 

INGUINAL HERNIA OPERATION,— Outbreaks of discussion 
about the best method occur from time to time, but from a pretty 
ivide experience over many years ibe writer is convinced that the 
really important points about the operation are : 

(1) High ligation of the sac. 

(2) Absolute haemostasis and asepsis. 

If these matters are conscientiously attended to the first operation 
is likely to be successful, so it will also be the last. The writer’s 
routine for oblique inguinal hernia is as follows : 

The anaesthetic may be intravenous (one gramme of Cyclonal 
Sodium repeated if required), spinal, general or local. 

(c) Confirm that you are operating on the correct side, 

(b) Immediately before making the incision put the tip of your 
finger on the spine of the pubis, which can always be felt. 
The outer pillar of the external abdominal ring is attached to 
it, so the ring itself lies immediately above and can be felt 
pointing upwards and outwards. ’ 

(c) Make the incision upwards and outwards immediately over 
the ring. 

(d) Cut through the fat and separate it gently from the external 
oblique. 
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(e) Split the external oblique in the direction of iu fibres until the 
internal oblique is clearly seen. 

(f) Dust the wound with Cilazol or a similar powder. 

(y) By blunt dissection separate the cord from its bed, pass a 
nbbon of gauze behind it and put a haemostat on the ends of 
the gauze so as to make a loop. 

(h) Starting as high up as possible pick up the membranous tissue 
contmning the sac and attacbiM to the front of the cord, if 
necessary di%iding the cremaster muscle, which springs from 
the internal oblique. 

(i) With the oAer finger and thumb, feel the cord so as to' 
ascertain the position of the vas deferens with certainty; it 
feels like a piece of catgut and is quite unmistakable. 

O') Tell the assistant to pick up the membranous tissue on bis 
side of the cord, the point of his forceps being about a quarter 
of an inch from yours, 

(1:) lift the tissue and go on snicking it nilh a pair of scissors 
until an unnustakable hole appears, which means that the 
sac is open. “If you arc not sure whether you have opened the 
sac you have not opened it” (Rutherford Morison). 

(0 Slightly enlarge the operung in a dov.'Dward direction and 
put your lefl index finger inside the sac as far as the fundus. 
(If the sac is large, more than one finger may be used.) 

(m) With the ass'istant holding the cord between the fingers, draw 
the sac away from it by means of the finger inside it This 
manoeuvre makes the dividing line between the cord and the 
edge of the sac very clear. . 

(n) Smp with scissors, or gently strip off nith gauze, or with 
scissors used as a blunt dissector, the membranous tissue 
holding the sac to the cord. 

(o) Strip the sac off the cord as hi^ op as jKissible ; a ting of fat 
generally marks the neck. 

(p) Ten the assistant to retract the internal oblique, and separate 
the sac from it as high as possible. (A recent modification is 
to cut across the fibres of the internal oblique for about half 
an inch and to join them later behind the cord.) 

(?) Make sure that the neck of the sac is empty: if it is not, it is 
often a help to put the patient temporarily in the Trendelen- 
burg position. 

(r) Wi& the assistant pulling on the sac, transfix the neck as high 
as possible with a piece of medium silkworm gut or nylon, and 
tie it off tightly. 

(j) Cut across the sac about half an inch distal to the fixture and 
let the stump spring back into the abdomen. 

(r) Dust the wound with Qbazol or a similar powder. 

(u) This step is subject to variation. 

(1) In children, stitch up the external oblique with fine catgut 
and close the wound. Many surgeons do only this in 
adults too. 



O’Meara’s Medical Guide 


419 


(2) If the internal obliqnc has been cut across (see (p) above), 
stitch the divided ends together with fine silkworm gut or 
nylon behind the cord, sew up the external oblique with 
fine catgut, and close the wound. 

(3) ^assini) Tell the assistant to pick up the internal oblique 
in toothed dissecting forceps and to hold the cord forward 
with the gauze ribbon; draw the outer lower edge of the 
divided external oblique downwards and outwards until 
the glistening ridge of Poupart’s ligament is clearly 
seen. 

(4) With the left index finger locate the pulsating femoral 
artery where it passes under Poupart’s ligament with the 
vein to its inner side and the nerve to its outer side. 

(5) Pass a silkworm gut or nylon suture through the internal 
oblique fairly hi^ up ; pass the stitch behind the cord and 
then through the ridge of Poupart’s ligament, being 
careful not to prick the femoral artciy or vein, which 
lie immediately behind. 

(6) Put in two or three such interrupted stitches until the 
spine of the pubis is reached. At the upper end, the new 
inlcnial ring should accommodate the tip of the little 
finger; do not put a stitch above the cord or there is 

• danger of strangulation. 

(7) Dust with Cibazol ora similar powder, sew up the external 
oblique with fine catgut, make sure that haemostasis is 
perfect, and close the wound. 

STRANGULATED HERNIA.— Reduction may be gently 
attempted if the strangulation is less than two hours old; operation 
is essential if the attempt fails or the condition has lasted longer than 
two hours. 

The dangers of reduction are as follows. 

The bowel may be ruptured in the process, it may be gangrenous 
or it may be reduced en masse, in which case symptoms persist. A 
further danger is that the fluid in the sac (there always is some) is 
often highly infective from transudation of organisms through the 
wall of the strangulated bowel. Strangulated omentum is dull to 
percussion, bowel is resonant, and splashes can often be heard with 
a stethoscope, but bowel may be nipped at the neck of an omental 
hernia. 

Operation . — ^The incision is made over the bulging inguinal 
canal, each layer being carefully separated from the one below until 
the sac is reached. \V^cn the sac and external oblique are clearly 
seen, slit up the latter, a hernia director or a small spatula being 
inserted into the inguinal canal to protect the sac. 

Opening the sac must be done with the greatest care or the bowel 
may be opened too. The surgeon and the assistant should pick up 
“pinches” of sac in dissecting forceps ivitbout teeth, the surgeon 
nicking each piece picked up until the escape of fluid and the sight 
of shiny bowel shows that the sac is open. All fluid must be carefully • 
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absorbed on swabs, and Cibazol powder freely dusted around. 
When the sac is open, catch the edges with haemoslats, and with a 
pair of blunt-pointed scissors (Mayo’s are the best) carefully slit 
up the sac until the constricting ring is reached. No attempt to draw 
out or replace bowel must be made untd the ring has been divided 
and the bowel caref^ully examined- 

When the constricting ring is reached (it is generally near the 
internal ring), a surgeon with a \-ery delicate touch may insert a 
finger and carefully cut down on it, but this method is not recom- 
mended for general use; it is too dangerous for the surgeon. The 
hernia director is better, and may be used instead of the finger, the 
nng being carefully smeked with the knife from the outside until 
it gives. 

While the surgeon is dividmg the obstruction the assistant should 
gently hold the herniated bowel in a piece of gauze, otherwise the 
bowel may suddenly slip back into the abdomen. 

When the nng is divided draw the bowel well dowm and have a 
good look at it, particularly at those portions which were nipped by 
the constriction, because it is here a small patch of gangrene 
may be present. Shiny bowel will survive. If the bowel can be 
returned to the abdomen and the patient’s condition is good proceed 
as in an ordinary hernia operation. 

If the bowel is gangrenous, excise it and anastomose if the patient's* 
condition and the skill of the surgeon permit, otherwise excise the 
gangrenous area, draw the cut ends ofliving bowel out of the wound 
and tie a Paul's tube m each. 

UMBILICAL HERNIA.— 

Jn babies these generally cure themselves with help of ElastopTast 
over the infolded skin, but if the hernia persists up to the age of 
18 months or two years operation is required. In these cases the 
writer makes a longitudinal crescentic incision enclosing the 
umbilicus, which is not sacrificed because a child with no umbilicus 
IS likely to be teased about it and develop a “complex.” The sac is 
dissected out, the neck ligated, the sac removed and the rectus 
muscles stitched together; a subcuticular stitch gives an elegant 
finish to the operation. 

For Ventral Hernia in adults a similar operation may be performed 
if the recti are not widely separated, but if, as is usuaL they arc, 
Mayo’s operation is the best. 

(a) Make a curved transverse inebion above and below the 
hernia, enclosing it. 

(i>) Dissect off the skin and subcutaneous tissues until the neck 
of the sac is reached. » 

(c) Empty the sac or make sure Oiat it is empty and cut round 
the neck, removing.sac, fat and skin in one piece and carefully 
catching the deep peritoneal ed^ of the neck with haemostats 
as the incision progresses. 

(d) Separate the neck from the rectus sheath aponeurosis and 
make a transverse incision in the latter as far as the inner 
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edges of the rectus muscles. If there are dense adhesions round 
the neck of the sac work from the sides towards the mid-line, 
(e) Carefully sew up the peritoneal edges of the sac in a transverse 
direction. 

(/) Take three (or more according to the size of the gap) silkworm- 
gut stitches on curved cutting needles, and insert them at 
equal intervals near the upper or lower edge of the aponeurosis 
(see Fig. 25). 



Fig. 25 — Method of sewing up rectus aponeurosis m a large ventral hernia. 

(g) Pass one of the needles under the opposite flap for about half 
to one inch, bring it out, remove the needle and put a 
haemostat on the end of the suture. 

(A) Pass the other end of the same suture similarly about a 
quarter of an inch from the first. 

(1) Tie the ends together. 

O') Do the same with the other sutures; one flap now rests 
snugly beneath the other, forming a double layer where 
previously there was none. 

(<t) Stitch the free edge of the superScial Bap to the aponeurosis 
beneath It and close the wound. 

Strangulated ventral hernia is treated similarly if the gut is viable, 
otherwise anastomosis is done or Paul’s tubes are used. Thrombosis 
of a mesenteric vein supping the gut in a ventral hernia is not 
unusual. This desperate condition may be treated by resection of 
the affected gut and the administration of heparin. In a case the 
writer operated on in Baghdad many years ago the whole ileum was 
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disease may be acquired among the hi^y insanitary conditions so 
typical of “health resorts’* in biHs. 

If the stools show dysentery badllior a bacillaiy exudate, treatment 
is as for badllary dysentery. 

(2) A disease resembling those cases of infecti\-c hepatitis which 
sometimes occur without jaundice. 

(3) True “Hill Diarrhoea” or “Monsoon Diarrhoea,” which in 
the writer’s opinion is akin to sprue, but differs from it in being 
milder, and often disappearing within a few weeks or when the 
patient returns to the plains. It nearly alwaj3 begins during the 
rains, most commonly soon after flic patient's am\al in the hills, 
but not always ; for instance, the writer had an attack nearly’ a year 
after arriving in Maymyo, Burma, lived there for three years after- 
wards hut did not have a recurrence for 20 years, when he had a 
slight attack in Quetta during some unseasonable rain in that 
normally very dry place. 

SYMPTOMS. — Anorexia, lack of energy’, flatulence and the 
passage of large, pasty, semi-sohd stools ktween about 5 a.m. and 
10 a.ni. form the charaeicristic picture. 

TREATMENT. — The following “Simla mixture” U most 
successful: 

B Bismuth. SaLcytst gr. 20 

Ijnoor. Hydrarg. Perchlof. 1: 1,000 .. 5 j 

Mucilag, P 4 . 

Aq. Meath, Pip. ad 3j 

t.d.s.a.c. 

In addition, the patient may be given a daily injection of 2 c.c. liver 
extract, half a tablet (25 mg.) nicotinic acid and one tablet (2 mg.) 
of riboflavin by the mouth three times a day after food, washed 
down with an ounce of the following: 

B Acid. Hydrochloric DiL 1 — 

Glycenn Fepsini / ” •• aaoj 

Aq Menlh. Pip. ad 
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Remarks 

I Has a great reputation as a resort for cases of (ubenrulosis of the lungs, and 
people flock there from at! parts of India. It has a low rainfall From 
Kaiheodam, the terminus of the R. and K.R., there is a lorry and motor 
car service via Raniket; by the former the journey lakes 9 and by the 
latter 6 hours. The accommodation for Europeans is very limited, and 
many of the Indian houses are said to be badly infected with tubercle. 
Rocky toil, good natural drainage. UUle vegetation. Season — April to 
October. 


Distance, 410 miles from Calcutta to Silchar by rail, and 111 miles by road 
from Silchar. Journey from Silchar (a) by road — 111 miles, 8 marches; 
furnished Inspection Bungalow at each stage; (6) by boat — country boats 
can be obtained from the government contractor of Silchar and Aijal or 
by direct arrangement with (he Superiniendent, Lushai Hills. 

9 Miles from Kathgodam, the (enmnus of (be R. and K.R. There is ample 
hotel and boarding-house accommodation, lake fishing and shooting. The 
unenviable reputation, as regards sanitation and fever, which the place 
had a few years ago, has now been rectified. Season — April to October. 

Vety healthy, with a low death-rate, and cool, pleasant climate Many 
European pensioners retire there. 

The Pasteur Institute of Souihem India. It is 22 miles from Mettupaliyam 
and 10 miles from Ootacamuod The annual mean temperature is 60” 
with an extreme variauon not exceeding 15* either way. Flowers, fruits, 
and vegetables grow in profusion all the year round. Rainfall is well 
distributed throughout the year, but heaviest m the north-east Monsoon. 

A subdivision in the district of CJwtfagong, is a well-known health resort. 
The surrounding country is hilly and very picturesque and good shooting 
U obtainable in the neighbourhood. A great attraction is the excellent 
sea-batfung obtainable on a fine sandy beach. The Dak Bungalow is 
situated on a small hill oyerJooking and about five minutes’ walk from 
the sea. 

Very damp with a rainfall of 125 inches, pnnapally from June to September, 


A very pretty, moderately sized hill station built on three separate hills, but 
rather difficult of access. Season — May to October. 

Has a large population of retired Europeans and Anglo-Indians. It is a very 
pretty station, and only J4 miles from Mussoone. Soil rocky. Season— 
October to March. 

At the Ladak end of the Zoji la Pass. The only accommodation is a Dak 
Bungalow. Season— June to Seplember. 


ud tliOK in pltia Rgant, from Use 8 bavet' i«and cMilr- 
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Remarks 

This is one of the prettiest and most enjoyable hill stations in India ; 26 miles 
by motor from Srinagar and 2 miles up the hiH by pony or dandy bring 
the visitor on to a large marg with two 18>ho{e golf courses, a (irst<lass 
polo and gymkhana ground, and several tennis courts. Accommodation 
either in the large hotel (Nedou's) or in numerous electrically-lighted 
woodcnhulaisgood. TheSosonisfeom Juoelo the middle of September. 
Some people find the high ajiiiude trying. 

A sanatorium in Chota Nagpur The town is surrounded by hills and there 
are some fine lakes in the vieixuly. The roads both in and outside the 
town are in good condition and suitable for motor-cars 

Cases sent here from the eastern districts of the U P have benefited consider- 
ably. Kankar soil. 

The Pasteur Institute of India Good natural drainage. Season— April to 
October. 

On a plateau of the Putney hills, a spur of (he Ghats, in the Madura district 
Of Madras. Much resorted to by Europeans throughout the year. Climate 
Is cool and bracing. Noted for its remarkably dry gravelly soil. 

Is a military cantonment situated m the district of Oarhwal about half-way 
between Mussoorie and Naim Tal. 

Leh and the whole of Ladak are an excellent climate for early cases of pul- 
monary tu^rcle. Season— end of May to October. 

The houses crown the summit and sides of an irregular ridge. An admirable 
climate, very suitable for children. 

One hour by motor from the railway Sanatorium for Ri^putana and a 
celebrated place of pilgrimage. 17 miles from Abu Road on the B.B. & C.I. 
Railway. 

Easy of access being only 14 miles from the railway by motor road. There 
are many excellent hotels and nuisiog homes. Massage and electric 
treatment are obtainable. 

A plateau in the Mandalay District of Burma. A delightful place, the Simla 
of Burma. 

About 21 miles by motor, or 13 mites by motor and 3 miles by dandy or 
pony. The station is cup-shaped, the houses being built on the sides 
from the edge of the lake, and unless accommodation can be obtained 
near the top it cannot be said to be healthy. The rainfall is heavy, and 
the southern side of the station is enveloped in heavy mist during the 
rains. The Ramsay Hospital for Europeans is one of the best in India, 
and, m addition to accommodation for about thirty patients of all classes, 
has a large maternity block. Season — ^Apnl to October. 
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RnuKn 

A good health resort for those on short leave from India. 

Chief Sanatorium of (he Madras Presidency. Stands on a plateau in the 
Nilgiri Hills protected on the north-east and south. The gardens are 
liixuriam, and ibfrs arc cfiensh-e carriaeff drives. 32 miles from Meta- 
pollium on the Madras Railway. 

A popular health Kson with good sea-bathing. It is easily reached from 
Calcutta by the Madras Mail, b«ng only a night’s journey. There are 
several hotels, the principal being Seaside Hotel, the Sanatorium Beach 
Hotel, Ocean Villas and Ashworth Villas Hotels. Accommodation for 
patients should be secured l^forehand, as the number of visitors, especially 
during (he holidays, is very large. There is a good sea breeze all (he year 
round, but the humidity h high. 

A table-Iaod in (he Hoshangabad district and is the Sanatorium of the Central 
Provinces. 

29 miles from Wathar Station on the S.M. Railway, journey by motor car 
from Wathar. Owing to tbe punty and eahilaratiog elfect of the climate, 
It is a favourite resort In summer, especially for the Bombay people, 

A good all-the-year-round station. Very dry, cold in winter. 


52 miles from Kathgodam by motor, this station has the advantage of being 
more or less on the flat, so that horse conveyances and motors can be 
used. There is a good golf course and extensive pine woods. Season — 
April to October. 

Much used as a health resort by Europeans In the cold weather months. The 
new asylum for European patients is 7 miles from the station. 

On a plateau in the Khasi Hills, 67 miles by road from Gauhati. 

The Walker Hospital for Europeans and (he lUpon for Indian patients. 
There are several very good holds, and declnc treatment is obtainable. 
Mashobra and Wild-flowcr Hall, about 6 miles from Simla, have excellent 
hotel accommodation and good pine forests. The latter, which is 1,000 
feet higher than Simla, is to be strongly recommended for invalids. 
Season — Apnl or May to October. 

Is four marches from Srinagar up the magnificent Sind Valley, but not so 
bracing or beautiful as Batlal, 9 miles further on at the foot of the Zoji la 
Pass. Patients must take tents as the bungalow is small. Season — June to 
September, 
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RtUAUKS 

196 miles from Rawalpindi by motor, is very warm in the months of June, 
July and August, and during the winter months is very sunless. The 
accommodation is principally in house-boats moored along the banks of 
the Jhelum and its backwaters These boats for the most part are well 
fumished'and lighted with electric light. There is a cottage hospital for 
the accommodation of Europeans, and a large Mission Hospital for 
the treatment of Indians. Season— Divided into two parts, first at 
Srinagar, April to June, and then September to November, the remaining 
months, June to September, being spent at Gulmarg, 9,000 feet above 
sea-level, an ideal summer lesori. 

Sanatorium and cantonment 9 miles from Ootacamund in the Nilgiri district, 
Madras 
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HOOKWORM— Worms. 

HORMONES (See also Addison’s Disease, Diabetes Mellitus, 
Goitre, Gynaecology, Impotence, Testicle, Undescended.) 
PITUITARY.— So far as is known at present, although other 
functions may be discovered : 

The Anterior Lobe controls or influences: 

Growth (Acidophilic Cells) 

Development of Subcutaneous Tissue (Basophilic <>lls) 
Development and functioning of sex organs and their production 
of hormones (Prolan A and B and male gonadotrope) 

Lactation prolactin) 

The Thyroid Gland (Thyrogan) 

The Adrenals 
The Parathyroids 

The Thymus, and to some extent the metabolism of fats and • 
carbohydrates. 

The Posterior Lobe: 

Inhibits excessive secretion of urine (probably by promoting 
re>absorptioa in the tubules) 

Raises the blood>pressure and increases peristalsis (Pitressio) 
Makes the parturient uterus contract (Pitocin) 
which IS a remarkable achievement for what Gray's Anatomy 
describes as ”a small reddish-grey vascular mass neighing from 
five to ten grains.” 

Over-action of the basophilic cells produces Cushing's syndrome 
and is commoner in females; the leading symptoms are hairiness of 
the face and chest, increase of the fat of the face and the abdomen, 
a curious purple blotching of the skin, raised blood-pressure, 
weakness, amenorrhoea and severe headaches. 

Under-action of the pituitary as a whole leads to non-de\eIopmcnt 
or atrophy of the sex organs and under-development of the body. 

The severe obesity which occurs in some women after their first 
child is beheved to be due to Ibe same cause. 

The weakness and lack of virility from which some middle-aged 
men suffer is also believed to be due to lack of pituitary activity, 
particularly m producing its thyroid, adrenal and testicle-stimulating 
hormones. 

PREPARATIONS. — ^The foUowing arc some of the pituitary or 
pituitary-hke preparations and their uses: 

Anterior Lobe . — ^Antuhrin “Growth” (Parke Davis — a similar 
pitpaia'uciii the growth h orm o ne Vs made by Armours). The 
average dose is 60-100 units a week. In the writer’s hands tto 
hormone has proved disappcwhng; it is also very expensive. 
Gonadotropic pituitary-like hormones 
These are made commercially from the urine of pregnant women 
or mares, or from the scrum of pregnant mares; the hormone. 
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although similar to that made by the pituitary, is probably manu- 
factured by the placental cells. The serum preparation appears not 
to be excreted, but to be metabolized, so doses are given at longer 
intervals. 

The following are made from pregnancy urine: Antuitrin S 
(P.D. & Co.), Gonan (B.D.H.), Physostab (Boots), Pregnyl 
(Organon); the usual dose is about 51^ units. The main action is 
on the corpus lutcum, so the net effect resembles that of progesterone, 
but it also has a stimulating effect on ibe male gonads. 

Serogan (B.D.H.), Autostab (Boots) and Gestyl (Organon) are 
made from the serum of pregnant mares and their effect is chiefly 
on the ovarian follicles and on the sperm-forming cells in the male, 
so the results resemble those of oestrogen. 

PINEAL BODY. — Although held in high esteem by students of 
the occult this gland has so far not been found to have any specific 
function beyond sometimes forming the origin of a tumour. Extracts 
are said to retard growth and the effects on the genital organs are 
disputed, some observers saying that they cause atrophy, others 
hypertrophy. 

THYROID GLAND {see also Goitre).— Over-secretion causes 
all the symptoms of fear ; staring eyes, profuse sweating, trembling 
hands, tachycardia and often diarrhoea. 

Under-secretion causes m^oedema of varying degrees, the 
mildest being perhaps a dry skin and a sensitivity to cold. 

Thyroid preparations are among the few gland extracts that are 
effective by the mouth. Ihe official preparation is Thyroideum 
Siccum, of which the dose is i-5 grains, the usual dose being i-2 
grains three times a day. 

THYMUS GLAND. — Extracts have been alleged to accelerate 
growth in rats, but the evidence is inconclusive. The gland atrophies 
at about puberty, but is enlarged in status lymphaticus and persistent 
in some forms of infantilism, in Graves’s disease, and sometimes in 
Addison's disease. It also persists in myasthenia gravis and its 
removal has been followed by cure. 

ADRENAL GLANDS. — These consist of two distinct parts, the 
cortex and the medulla. 

The Cortex . — ^This produces tbc androgenic hormone andros- 
terone, which has effects similar to those of testosterone; corti- 
costerone and desoxycorticosterone maintain the blood-pressure 
and are essential to hfe. All tbr« hormones can be prepared 
synthetically; for methods of administration, see Addison's disease 
and Impotence. 

Adenoma or carcinoma of the adrenal gland can produce very 
marked virilism, and should be suspected when a female develops 
strong male characteristics, including hypertrophy of the clitoris 
to the size of a penis. In his young days the writer once amputated 
such a clitoris; he should haw examined the adrenals and removed 
a tumour from one of them- 
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Destruction of the adrenals, usually by tubercle, produce the 
low blood-pressure, anaemia and ingmentation of Addison’s disease. 

The Medulla . — ^Tbis produces adrenaline which, as is well known, 
causes susoconstriction, rise of blood-pressure and an increase in 
the output of sugar from the liver glycogen. Normally the output 
of adrenaline is intermittent and slight, but when a man is facmg 
a crisis it rises considerably in order to brace him up for physical 
struggle, during the course of which uncivilized iiian uses it up; it 
is thou^t that the same thing happens before the sedentary battles 
of the business executive and partly accounts for the frequency of 
high blood-pttssure in these individuals. 

PANCREAS.— See Diabetes Mclhtus. 

OVARIES. — ^Thcse produce two miin hormones, oestradiol 
(oestrogen, Oestroform, 0\ ocyclin, Prog>’non, etc.) and progesterone 
(progestin, Lutocjxlin, Proluton, etc.). 

Oestradiol is formed during the first half of the menstrual cjxle 
and causes restoration of the endometrium shed at the preceding 
period, the hormone ceases to be formed when the Graafi^ folUde 
ruptures between the 13th and I7ih day. 

The asTrage dose of oestradiol Is between five and fifty thousand 
units by intramuscular injection once or twice a week ; the following 
are the main conditions for which it is used : 

Vomiting of Pregnancy 
Induction of Labour 
To stop Lactation 
For the Premature infant 
Vulvo-vaginitis of chOdren 
Amenorrboea, Dj-smenorrhoea 
Female Infantilism and Under-development 
Menopausal and post-mcnopausal disorders such as flushes, 
msomma, ner\ous symptoms, involutional mental states, 
kraurosis viilvae, leocoplakia vaginae, pruritis and high 
blood-pressure. 

Non-gynaecological conditions are ozaena and atrophic rhinitis 
la which the bonneme is given intramuscularly and also sprajxd on 
the nasal mucous membrane. Some of the symploms of Cushing’s 
syndrome, especially the severe headaches, may be relieved by lame 
doses of oestradiol; it has also been used for chronic cystic mastilTs, 
but androgens are generally more effective. 

In males, large doses have proved effective in relieving the 
symptoms and improving the general health in carrinoma of the 
prostate, which is interesting, because very large doses given to 
animak have been found to be caicmogenetjc. 

Progesterone is the hormone of the corpus luteum and begins to 
be formed after ovulation, when the focmation of oestradiol ceases. 
In the absence of pregnancy it ”13165 over” t^ endometrium half- 
way through the menstrual cyide and prepares it for reception of 
the ovum. During pregnancy it is formed in large quantities and 



O’Meara’s Medical Guide 437 

some of its functions are; to prevent premature contractions of the 
uterus; to assist in the nourishment of the embryo and the formation 
of the placenta; and to promote the development of the breasts. 
Therapeutic Uses , — For 
Threatened Abortion 
Habitual Abortion 

Uterine Hypoplasia (given with oestradiol) 

Dysmenorrhoea 

Menorrhagia 

“After-Pains”. 

It is also used to diminish sexual desire in those unhappy females 
whose appetite for the male cannot be legitimately satisfied. 

Natural oestradiol is ineffective when given by the mouth and is 
often replaced by one of the synthetic sterol compounds such as 
stilboestrol or dienoestrol, which are given as tablets by the mouth ; 
the former is apt to cause nausea in some people, but not the latter, 
which is also about three times as strong. An average dose of 
stilboestrol is i to 1 milligram two or three times a day and of 
dienoestrol of a milligram. 

Synthetic substitutes for progesterone are both cheaper and more 
elTective Chart the natural hormone and are made from soya beans; 
oral tablets are also available. 

THE TESTICLE. — ^Tbe naturally occurring hormone is testos- 
terone, the effect of which is to promote and maintain normal sexual 
development in the male. It is excreted in the urine as degeneration 
products such as androsterone, which was the first male hormone 
to be discovered. 

Testosterone propionate is prepared synthetically and is given in 
doses of 5-25 milligrams intramuscularly, daily or less often 
according to circumstances. 

Methyl testosterone is also prepared synthetically and is effective 
by the mouth, 50-100 milligrams daily having been found to 
maintain potency in a eunuch. 

Clinical Uses. — Maldcvelopment, impotence and absence of male 
libido have been treated with this hormone, besides many other 
conditions such as enlarged prostate, “male climacteric” and 
middle-aged impairment of memory and virility. 

In females it has been used successfully in chronic cystic mastitis 
and menorrhagia; it also, like oestradiol, dries up the milk supply. 

Many middle-aged and elderly men who feel that their work and 
responsibilities arc getting too much for them benefit from a course 
of methyl testosterone. 

HYDROCELE 

Acute hydrocele occurs in connexion with injury or orchitis and 
usually subsides with the cause; otherwise it may be tapped. 

Chronic hydrocele is commonest in middle-aged patients and 
unless associated with a hernia is probably due to some mild in- 
fection of the testis; occasionally, it is syphilitic or accompanies 
a tumour. 
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TAPPING A HYDROCELE.— 

(1) Make sure it is a hydrocele; stretch the skin well by squeering 
the hydrocele in the left hand and enter the trocar and cannula 
from in front, into a translucent area through an avascular 
patch of skin which has been carefully sterilized. 

(2) Draw off all the fluid. 

For Injection Treatment now inject 3 cx. of quinine (0-4 gramme)- 
urethane (0-2 gramme) solution, sodium morrhuate or Ethamolin 
solution through the same cannula, withdraw the cannula and seal 
the puncture. The fluid generally re-accumulates hut if it is com- 
pletely withdrawn again at the end of 10 days, the two layers of the 
tunica vaginalis may adhere and a cure results; the treatment is 
worth trying hut is not aln-ays successful. Quinine-urethane causes 
less pain than the other rem^ics. 

OPERATIVE TREATMENT.— 

A thin sac may he opened and turned inside out through a small 
incision in the groin, the edges of the hole in the sac being attached 
by a few stitches to the back of the epididymis. Choose an avascular 
area of the sac and tie any blwding poinC no matter how small. 

A thick sac should be excised to within a short distance of its 
attachment to the testicle; the incision may be either scrotal or 
inguinal, the writer preferring the biter. Haemostasis must be 
absolute, and every case must be drained through a scrotal stab 
wound for three days, otherwise there will be a haematocele and the 
patient will be worse off than before. 

If the testis is diseased it should be removed. 

After-treatment . — ^The scrotum must be rats^ cither by cotton- 
wool and bandaging or by a board across the thighs ivith the 
scrotum resUng on it, If a paUent compbins (or boasts) that he has 
three testicles he has an cocysted hydrocele of the cord. These 
swellings seldom become laiger than the testicle, but if troublesome 
they may be tapped and injected, or excised. 

HYDROTHERAPY 

Water as a therapeutic agent may be employed externally, either 
as ice or in liquid or vapour form; it is appli^ at varying degrees 
of temperature, either alone or impregnated with other substances. 
While many complicated methods of application can only be carried 
•out when a complete hydrotbcrapeutic apparatus is available for 
heatmg and cooling the water, the essential prindples of the cold 
bath and wet pack, indispensable in the treatment of many cases of 
enteric fever and heat-stroke, can be carried out in any Indian house, 
with the aid of a charpoy, a mussack of svater and a sheet. 

The following are the methods of application: 

BATHS 

An ordinary bath is 30 gallons. 
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(o) TEMPERATURE OF BATHS.— 


Cold Bath . . 
Cool Bath . . 
Tepid Bath 
Warm Bath 
Hot Bath . . 
Very Hot Bath 


40" to 65* 
65* to 75* 
85* to 95* 
95" to 100" 
100 * to no* 

110“ to 120" 


4-4* to 18 3* 
18 3’ to 23 8" 
29 4’ to 35’ 
35’ to 37-7’ 
37 7* to 43-3" 
43 3’ to 48 8’ 


(b) VAPOUR BATHS.— 

F. C. 

Warm Vapour Baths .. 100’ to 115* 37 7* to 46 1“ 

Hot Vapour Baths .. 115* to 140" 46 1* to 60" 

A vapour bath may be improvised by placing in the bed a few 
strong bottles filled with nearly boiling water tightly corked down 
and wrapped in pieces of flannel wrung out of hot water. The 
patient should be well covered, and the bottles should be placed 
round him in the bed. 


(e) CONTINUOUS BATHS.— 

Warm Bath.— T he patient having his head covered with a cold 
cloth, lies fully immersed in water at 95^ to 100® F.; it is useful In 
severe skin eruptions like i^mphigus, and in nerve lesions, such as 
paraplegia, locomotor ataxia, and hemiplegic contractures, sciatica, 
muscular and articular rheumatism. The continuous tvarm bath is 
also of great value in the daily treatment of mania, in that it raises 
the previously pathologically low blood*pressure, and leads to great 
amelioration of symtoms. 

(d) TURKISH BATH.— The patient, after drinking water freely, 
enters a room with dry air at 1 10" to 130® F. ; when perspiring freely, 
he enters another room at 150° to 200° F. for a few minutes, during 
which time he is rubbed vigorously wiih bare bands. A cold douche 
at 60° F. is then given, followed by a cold plunge in water at 60® F. 
He then lies down until the skin is dry and tile pulse normal. Finally, 
he is rubbed with alcohol and allowed to rest. 

(e) MEDICATED BATHS.— 

(1) Alkaline Bath. — Sodium Carbonate, i oz. to every gallon 
of water. 

(2) AaD Boric Bath. — B oric Acid, 2 oz. to every gallon of 
hot water. 

(3) Sulphur Bath, — Potassium Sulphide, i oz. to every 
gallon of water. 

(4) Salt Bath. — Sodium Chloride or Sea Salt, 4 to 8 oz. to 
every gallon of water. 

(5) Mustard Bath. — M ustard, J to 1 oz. to every gallon of 
ivater as hot as can Iw borne. Rub the mustard to a smooth 
paste with cold water before adding it to the hot water, 

(6) Acid Bath. — ^Nitro-Hydrochloric Acid Dilute, 14^ oz. to 
30 gallons of water. 

(7) Bran Bath. — ^Wheaten Bran, 64 oz. to 30 gallons of water. 
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PACKS 

(fl) COLD WET PACK,— TTie patient, quite naked, vdth the 
arms extended, lies on a sheet wnmg out of very cold w-ater. The 
sheet on one side is r\Tapped over the body and limbs, the han^ 
arc brought to the sides, and the other half of the sheet covers in 
both arms and legs. A hot bottle is applied to the feet, svhich are 
not covered by the sheet, and a cold compress to the bead. The 
pauent is now rvell covered with blankets, closely adjusted round 
the neck, so as to exclude all flir. 

(b) HOT WET PACK.— This is done in the same n-ay as above 
with hot instead of cold natcr. It is useful in infantile consailsions, 
and bronchitis in children, and very valuable in nraemia, chronic 
parenchymatous nephritis with anasarca, and eclampsia. 

(c) THE DRIP SHEET.— The patient stands in a tub with water 
at 100* UTapped in a sheet soaked in water at 75°. A basin of water 
at 65° is poured osar the head and shoulders at short intervals, 
and fnction and slapping are kept up by the nurse for 5 or 10 minutes. 
The sheet is then removed, the patient dried with warm towels; 
he then dresses and takes h^t exercise. Useful in anaemics, nenras- 
themes, and aU cases requmog stimulation, when the patient is not 
too feeble to react 

SPONGING 

Take the patient’s exact temperature, remove all clothing, and 
place one blanket under and another over the patient, with a hot 
bottle at his feet. 

Fust sponge the face and neck with tepid water 80* to 90® F. 
Always sponge downwards, exposmg only the part being sponged. 
On reaching the feet, begm again at the head. After the whole body 
has been sufficiently sponged, dry lightly, cover with a light warm 
blanket and leave undbtiul^ for an hour. Take the patient’s 
temperature immediately after spon^g, and again after the hour’s 
rest. Spon^g usually causes a reduction in temperature of one to 
four degrees F. In stronger patients, the water may be used at 
60° F., or the arms, back, and chest may be allowed to dry by 
evaporation. Cooling by ramd evaporation is favour^ by the 
addition of vinegar, Eau-de-CoIognc or ammonia to the water. 

Sponging b beneficial in febnie conditions, especially tjphoid 
fever. A cold abdominal compress b sometimes apphed to enhance 
the effect of the spon^ng. It is important to bear in mind the danger 
of collapse during tins procedure. 

COMPRESSES 

(fl) COLD COMPRESS. — linen b partly wrung out of water at 
50° to 60° F., laid evenly over the affected part, and covered with a 
flannel binder several layers thick, to prevent radiation. The compress 
IS renewed every hour. Thb is very useful at the onset of pneumonia, 
and can be usra to relieve the pain of appendicitis and pentonilis 
due to perforatioa while preparations are t«ing made for operation. 
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(i) ICE COMPRESS. — ^This is best applied in the form of an 
icebag. 

(c) HOT COMPRESS (FOMENTATIONS).— Several thick- 
nesses of flannel or lint should be boiled for five minutes, wrung 
out as dry as possible, and then applied beneath oiled-silk and 
wool. If applied wet the skin becomes sodden and is frequently 
scalded. Hot compresses hasten suppuration, relieve the pain of 
arthritis, sprains, lumbago and neuralgia, and arc useful in the 
treatment of bruises, cramps and hepatic and renal colic. 
DOUCHES 

There arc many kinds, classified according to the part of the body 
treated, as head, spinal, or perineal douches; according to the 
temperature of the water, as hot, tepid or cold ; or according to the 
form of the stream of water, as ne^Ie, spray, rain, and fan, under 
greater or less pressure. 

Douches are useful in treating limited parts of the body. 
AFFUSIONS 

The patient, stripped naked, has basins of very cold water dashed 
at him from a height or distance of «veral feet. This is strongly 
stimulating, especially m cases of hysterical immobility. 

HYPERPARATHYROIDISM. OSTEITJS FIBROSA DIFFUSA 

When the parathyroid glands are removed tetany is produced, 
with a losv serum-calcium (6-7 mg. %). The condition of parathyroid 
tetany can be remedied by subcutaneous injections of the active 
hormone of the parathyroid glands (parathormone Collip) and if 
sufficient be given this causes the serum-calcium to return to normal 
(10 0-11-0 mg. %). If an overdose is administered symptoms such 
as vomiting and headache arise, with a serum-calcium of 15 mg. %. 
Further overdosage leads to great drowsiness and polycythaemia, 
and death when values of about 20 mg. % of serum-calcium are 
obtained. A clinical state of spontaneous hyperparathyroidism has 
now been recognized, m which (he chief symptoms are vomiting, 
headache, lethargy and pains in the limbs. This is due in most cases 
to a cystic adenoma of one of the parathyroid glands, which may 
occasionally be felt as a tvmoor in the neck, or else to hyperplasia 
of all the four glands. The diagnosis is made by finding a high 
serum-calcium value (13-16 mg. %) and a low phosphate value: 
the high blood-calcium is associated with excessive excretion of 
calcium and of phosphorus in (he urine (sometimes leading to 
calcium phosphate calculi), and the output exceeds the intake 
(“negative balance”). To compensate for this the bones are depleted 
of their stores of calcium phosphate (general osteoporosis) and 
large cysts may occur in the place of the original bone (osteitis 
fibrosa cystica). The dccalcification may lead to general collapse of 
the long bones, especially of the legs and of the vertebral column, 
and so multiple bony deformities with diminution of stature may 
arise. This condition is rectified if the over-acting parathyroid gland 
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is rCTno\-ed, when the blood-caldum and blood-phosphorus vdues 
return to normal, and if sulfident caldum and vitamin D be pvcn 
rccalcification of the bones will cjccur. 

H\TERPIES1S — See Arteriosclerosis. 

HYPOPION— See Eye. 

HYSTERIA AND FUNCTIOSAL DISEASE 
\\TieD sjTiiptoms fail to agree with the known facts of anatomy 
and physiology think of hysteria. 

A batd-wotkwi officer in the PoUtica! Department suddenly lost 
his sight while studying a file in Simla. Examination showed con- 
traction of both Msual fields, but no perceptible abnormahty in 
cither eye, and the Wassermann test was negatiw. The officer had 
not had iea>e for some years. The visual fields contracted still 
further (careful perimetry would probably have shown that they 
were contracting in the typical spiral manner), so the offiar was 
invalided to the United Kingdom, wbere he recovered his »ght 
completely, retired from the senicc and subsequently had a career 
of some distinction. 

Another officer of the writer’s acquaiatanc* w-as blessed with 
chronic ill-health, a bullying temperament and an attractive, but 
childless, wife. After nursing her husband devotedly for many 
months the wife suddenly developed paralysis of the whole of the 
left leg. There was no wasting, all reflexes in the affected limb were 
brisk but normal, there was no anaesthesia and a careful examination 
of the whole nervous system— including a Wassermann reaction — 
revealed no abnontality whatever. With the iracsfcr of their friends’ 
sympathy from her husband to herself her condition rapidly 
detenorated and she developed “palpitation of the heart”; soon the 
husband’s health improved and when he was finally pronounced 
fit for service his wife recovered. 

Twelve hours after exposing himself to a possibility of venereal 
infection a sailor developed complete paralysis of “everything below 
the waist” except ids bladder and rectum, which function^ normally. 
Inquiry revealed that he had been told that syphilis was the cause 
of general paralysis: when he was convinced that he had not got 
syphilis and that in any case general paralysis did not come on until 
many years after infection he recovered, but it took tune. 

These three cases lave been quoted in det^ to show’ some of the 
common causes of hysteria, and if the cause can be found cure often 
follows quickly, if the patient really believes it. 

The basis of hysteria is a desire for escape “without loss of face”; 
a desire for attention; unsatisfied sexual or maternal longings; or 
fear of the unknown. The above cases, all of which came under 
the wnter’s personal notice, illustrate some of these points. 

A further point of interest is that when a sudden and dramatic 
cure is obtained by unorthodox or seemingly miraculous means the 
cast IS always one of hysteria. A young woman in Belfast, suffering 
from “complete paralysis”, was seen by a brusque but very shrew d 
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physician who, after making a rareful e;tamination, told her to get 
out of bed. She replied that she was paralysed, and could not 
possibly get out of bed. “AH right, I shall get into bed with you”, 
replied the physician, whereat the horrified young woman leapt out 
of bed and ran from the room. 

In a different class, but with the same underlying motive, namely, 
a morbid craving for sympathy and attention, are hysterical fits, 
which may closely resemble epilepsy, but there are certain points 
which to the initiated unerringly indicate hysteria; the patient is 
generally young and female, always performs before an audience, 
and never hurts herself. Further, the experienced physician at once 
gets a feeling that the patient is acting, or over-acting, as though she 
were the heroine of a sentimental melodrama — which, of course, is 
what she is in her own eyes. 

Hysterical anaesthesia is almost too well known to need descrip- 
tion; classically, it does not follow the laws of anatomy, often 
varies from day to day, may be of the “glove and stocking” type, 
and frequently affects only one limb or even the whole of one side 
of the body. 

The disease most commonly diagnosed as hysteria is early 
disseminated sclerosis, so if the patient complains of tremors, etc., 
this disease must be carefully excluded. Subacute combined degenera- 
tion of the cord also produces a glove and stocking anaesthesia, 
and cerebral tumour may produce some of the signs of hysteria; 
otherwise there is not much m the way of differential diagnosis of 
nervous complaints. 

A complete list of hysterical maoifestations is impossible, but 
amnesia, sleep-walking, shell-shock, functional tachycardia and 
many cases of “effort syndrome” are hysterical in origin and all 
have the fundamental basis described above, and all have the same 
characteristic— they cannot be explained on ordinary grounds. 
Further, many of them disappear when the patient’s subconscious 
mind achieves its purpose, but other “syndromes” may occur later. 

An interesting physical sign about many hysterics is analgesia of 
the palate. 

In peace, the dominant fear is of unemployment, poverty and loss 
of position ; in war it is of death, but amongst soldiers and the more 
self-respecting civilians, almost equally strong is the fear of appearing 
to be a coward in front of one’s fellows. 

We find, therefore, that in war the human body becomes the 
vehicle of all sorts of ingenious subterfuges having their origin in 
the subconscious, which is not afraid to say “I am afraid” and to 
add, “If I cannot get out of this by fair means FU do it by foul". 
Thus, the weary rifleman develops paralysis of the trigger finger, 
the cipher clerk’s sight goes wrong, the submarine officer develops 
claustrophobia, and so on; from which it will be seen that the 
subconscious can display an uncanny ingenuity in providing just 
' that disability which will gracefully enable the patient to avoid the 
particular duty he fears. 

These disabilities may be carried into civil life, subconsciously if 
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they ha'« increased the patient’s self-esteem, conscioasly if they 
ha« increased his pension, and the difference betR'cen the one and 
the other may be very hard to determine. 

In examining “functional” and hysterical patients careful inqums 
mto the history and surroundings should mvraj's be made, as this 
may be the clue to successful tTMtment; Kipling sal's, “An odious 
woman married may bear a babe and mend,” and this is the answer 
for many hi’sterical joang nomen. Nothing gives a woman such a 
feeling of success as being happfly married, and happiness is in- 
compatible siith hysteria. 

A thorough physical titanunation must be made, for three 
reasons; first, the patient has probably been examined before 
knows ^ the “tricks of the trade” and will hare no confidence in 
the doctor if she thinks he has left anything out; secondly, the 
examining physician must himself be certain that the case is one of 
hysteria, otheiwise he will lack that self-confidence which is essential 
to success; thirdly, he may discover an organic basis for the 
symptoms. 

It must not be thought that hysteria is the same thing as 
malingering— it is not. Hj^eria is the triumph of the subconscious 
orer the conscious. niaiiBgering, of the conscious over the 
coQsdesce. 

While psychotherapy is the essential pan of the treatment of 
hysteria, mere are certain adjerents. As already pointed out, one of 
the important aetiological factors b a morbid desire for sympathy 
and notice, so the patient should be remov^ to surroondings where 
eten the most bizarre antics fail to produce any obvious impresrion 
on the attendants. Relatives should therefore be excluded. 

It IS a mistake, houerer, to think tha t all these patients are 
ereitahle and emotional', some of them discuss their symptoms 
with, apparently, the calm detachment of the pathologist in the 
posr-moitcm room, but uDderlying this superficial attitude there b 
^ways a camouSaged desire to show off, often betrayed by a morbid 
interest in the late^ detmb of their symptoms, an interest wlfich 
the physician finds it difficult to share. These cases are not easy to 
cure, but much can be done if the patient has confidence in the 
doctor if the latter can discover and abolbh the reasons for 
the mamfestations, which the patient may not be willing to acknow- 
ledge even to herself. In other words, these patients do not want to 
be cured, they want to be intercstmg. 

With tw o exceptions, drugs are not on the whole to be recom- 
mended; the bromides and the slowly-acting barbiturates such as 
Gardenal will calm an excitable patient and make her more suggest- 
ible and amenable to reason. Sugreslion therapy, under fight intra- 
venous torbiturate anmeria, has also been used with success and a 
few details are ^venbdow ; h is, howes'cr, a method for the spedalisL 
The same remark appli« to bypnoris, which has many dramatic 
cures to its credit, but a certain proportion of these patients relapse, 
possibly because the cure is not of their own doing but is forced 
upon ffiem, so they still fed subconsciously unsatisfied; another 
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reason is, of course, that most of these patients are neurotic, highly- 
strung people, often the descendants of a neurotic stock. 

Finally, with the rapid growth of scientific medicine we are apt 
to forget that, even when organic disease is present, great improve- 
ment in the patient's outlook and capabilities can be brought about 
by judicious and encouraging psychotherapy. In this respect we 
have something to learn from the “quacks” who, although they may 
not know what is the matter with their patients, display no doubt 
whatever about their ability to cure them. 

THE BARBITURATE TREATMENT OF HYSTERIA AND 
THE NEUROSES. — In recent cases of hysteria, especially cases of 
shell-shock when first seen, preferably just after the causative 
accident, a great deal of time and misery may be saved by giving 
an intravenous barbiturate. Sodium Amytal has been much used in 
America, but Cyclonal Sodium and Pentothal are both suitable. 
The drug is given very slowly, much more slowly and in smaller 
dosage than when given for anaesthesia, the aim being to make the 
patient relaxed and to abolish his inhibitions, but not to make him 
confused or unconscious. To increase the effect and therefore reduce 
the dose of the barbiturate, Sargant recommends that the patient 
should first “hyperventilate”, which means that he breathes in 
and out (to eliminate COt) as deeply as possible for as long as 
possible, usually three or four minutes. During the semi-amnesic 
stage of barbiturate intoxication the patient is not only communi- 
cative, he is eminently suggestible. Had this treatment been dis- 
covert and carried out in the case of the sailor above mentioned 
he could probably have been cured m a few minutes. As the patient 
emerges from the amnesia he generally wants to go to sleep, but 
this must not be allowed. He should be kept fully aware of the 
improvement until he is fully conscious; if, however, the treatment 
has been a failure he should be given more barbiturate and put to 
sleep, in the hope that he will forget about it. 

Continuous-sleep treatment, though a method for the specialist, 
•has proved most successful in cases of "nervous breakdown”, of 
which we see quite a number in India. The principle is that the 
brain is emptied and rested, so the patient is kept under Amytal or 
some such drug for two or three weeks, being allowed to "come to” 
for a few hours each day in order to take his food. Incidentally he 
is very suggestible during these few hours, so the psychiatrist should 
make good use of them. 

ICHTHYOSIS 

In its milder forms it is a constitutional dryness and roughness 
of the skin. The patient should take a daily bath and rub in that 
form of grease which has been found by experiment to suit his 
skin best; to this may be added in the proportion of 2-5% an 
antiseptic such as resorcin, Icbtfayol, sulphur, or salicylic acid. 

Internally, thyroid ^and does good in some cases, also cod-liver 
oil, peas, and brans. 
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IMMUNOTHERAPY— Spedfic Therapy. 


IMPETIGO CONTAGIOSA 

TREATMENT.— Remove scabs by means of boric-staroh 
poultices. 


R Boric Acid 3j 

Slaich 3SS 


Make into a smooth paste with cold water, add a pint of boiling 
water, stir well and allow to cooL Take two layers of gauze or one 
of malmal, spread ^e paste on it thickly and apply to the skdn, 
gauze side to the skin. 

YAien the crusts are removed, apply one of the following: 


(b) The same, with 10% peoiciltin added. 

(e) R Lanolin (or Lanetic Wavsx) 

Liquid ParaSiti 

PeniciUin solution conuinins 10.000 uoils 
Aq Destil ad 

(d)B Cupn Sulpb 

Zmc Svilph 

Sulphur. Praectp 

Pulv. Sulphathiazole (^12 tablets) 

Zinc Oxidi .. ... 

Pulv Amyli 

Paraff Moll. . 


IMPOTENCE, SEXUAL 

The cases due to deformity or disease are outside our present 
scope although it is worth remembering to test the urine, because 
impotence sometimes occurs in diabetes. A careful examination 
must be made for two reasons, to secure the patient’s confidence 
and possibly to find a hitherto undiscovered organic cause. A very 
careful history must be taken, because the cause oAen Ees in the 
history, a common statement being that the patient mastiubated in 
his youth and fears that he has exhausted his virility; he should 
then be told that most children and healthy adolescents masturbate, 
but grow up into normal husbands and wives, so no importance 
should be attached to iL It is more diOicuU to allay the fears arising 
from the similar history that the patient “overdid it” when first 
mamed, but he can be told that as people gel on in years their 
sexual appetite naturally declines, which is a blessing for their 
peace of mind. 

Nervousness, fear and worry are the commonest causes of 
impotence and a careful inqruiy must be made with a view not only 
to finding out the cause of the mental condition but also to finding 
a remedy. In an obscure case a confidential talk with the wife may 
provide the answer, because most people arc more r«dy to talk 
about other people’s conduct than about their own. 

A troublesome case is that of the rich old man who cannot 
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satisfy his young wife ; the only real answer is that he should not 
have a young wife, but as he has, something presumably has to be 
done about it. 

Combined with psychotherapy, which if well done will succeed 
in restoring the patient’s faith in himself and hence in his sexual 
powers, a great deal can be done by hormones and tonics, and, as 
already related under dyspareunia, the generous but not excessive 
administration of a stimulating alcoholic beverage such as 
champagne may play a useful part in overcoming inhibitions. 

Testosterone propionate (Nco-Hombreol, Pcrandren, etc.), 
25 milligrams intramuscularly every day for a week, aided by a pill 
such as the following, may work wonders. 

E Extract, Nucis Vom. Sicc, . . gr. f 

Yohimbinae Hydrochlor. gr. 4 

Cantharidine has a great reputation as an aphrodisiac, the French 
Pharmacopoeia giving the dose as 0'2 milligram (about grain), 
but it is a dangerous drug because it causes nephritis. 

Damiana is much advertised in chemists’ and rubber>goods shops 
of the baser sort and may be given rn various .ways, Pil. Damianae 
Co. B.P.C. contains Ext. Damianae gr. 2, Sevum (Suet) Phosphor* 
atum B.P.C. gr. and Ext. Nuc. Vomicae Sicc. gr. 

Mist Damianae Co. (B.P.C.). 


B Ext. Damianae Ltq. . 
Ext. Nuc. Vom. uq. 
Calcii Hypophosphit. \ 
Sodu Hypophosphit. / 
Aq. Cblorof. ad 


HI 30 
IR 2 
^ gr. S 

Sij 


A good mixture is the foilowing : 

B Yohimbinae Hydrochlor. gr. } 

Extr. Damianae Liq. (0 0.C.) . 3j 

Liquor. Stiych Hydrochlor IR 5 

Spirit. Vini Rect.\ — ... 

Tmct. Card. Co. / oJ 

Spint. Chlorof. •• .. TR15 

Aq. ad . . • ■ • • 5j 


(The pink colour and stimulating taste of this mixture are helpful 
because they make the patient have faith in its efficacy, a matter of 
the' greatest importance.) 

Needless to say, the general health of these patients should be 
attended to ; they should spend plenty of time out of doors, and 
should eat plenty of food including meat 
Finally, the woman can often make herself more desirable by 
means of cosmetics, scent, underclothes, music, gestures, con- 
versation, and other "allure” better known to the sophisticated 
female than to a mere male author- 


INCOMPATIBILrrY— See Drugs. 

INCONTINENCE OF URINE — See Enuresis in Children. 
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INCUBATION PERIODS OF ESTECnOUS DISEASES 

A simple way of rememberiDg approximate incubation periods 
is as follows ; 

(а) Seven Diseases are about 10 to 15 days, namely, 

Whooping-Cough, 
and those which go in pairs: 

Measles — German Measles 
Typhoid — ^Typhus 
Smallpox — Chicken-pox 

(б) Mumps is unique, about 21 days 

(c) All the rest are about 1-5 days, namely. 

Scarlet Fever 
Diphtheria 

Cerebrospinal Meninplis 

Plague 

Cholera 

Influenza 

Common Cold 

Bacillary Dysentery (Amoebic Dysentery, J-6 weeks) 
INDIGESTION — See Dyspepsia. 

INFANT FEEDING {See also Obstetrics end Nursing.) 

BREAST FEEDING.— Breast milk is the natural food, is at 
body temperature, is free from all coQtamlsatioo, and suits nearly 
every child. It also has the advantage of being cheap and of saving 
all the trouble involved in artificial-food preparation, care of 
bottles, etc. Breast feeding is still too often abandoned with too 
httle effort to make it a success. 

Breast fee^g is contra-indicated if the mother suffers from 
severe anaemia, tuberculosis, renal disease, cardiac disease, insanity, 
acute septic infection, puerperal fever, pneumonia, epilepsy or 
eclampsia. 

CAUSES OF DEFICIENCY IN BREAST MILK.— These 
include; 

(1) Deficiency in the mother’s diet, lack of exercise and fresh air, 
and nutritional disturbances, all of which are common in 
India. 

(2) Deficient development of the breasts, depressed, retracted or 
deformed nipples, or a baby that is feeble and caimot suck. 

(3) Taking strong aperients, such as sodium sulph., mag. sulpb., 
cascara, aloes. 

(4) Excessive worry or fatigue on the part of the mother, and 
sometimes heredity or constitution. 

TEST FEEDS. — ^These are oRen carried out as part of routine, 
but if the baby is restless and DelfuL cries before and after meals, is 
constipated and does not gain weight it shoidd be weighed before 
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and after each feed throughout one day, care being taken that a 
wet napkin is not changed until the weight is recorded. 

THREE-HOURLY OR FOUR-HOURLY FEEDS.— Much dis- 
cussion has taken place on this subject, but the general opinion is 
that a baby weighing more than six and a half pounds at birth does 
well on four-hourly feeds, but smaller babies do better on three- 
hourly feeds. It should not be necessary to stress the necessity for 
absolute regularity in feeding, but in India it is still far too customary 
to feed the baby whenever it cries, which is a great strain on its 
digestion, and not good for the mother's milk supply. If four- 
hourly feeding has been adopted, the hours arc; 6 a.m., 10 a.m., 
2 p.m., 6 p.ra. and 10 p.m., with no feed during the night. If the 
baby wakes earlier than 6 a.m. there is no harm in feeding it then, 
so long as the other feeds during the day are punctual ; 1 0 a.m., etc. 

If three-hourly feeds arc to be given, they are: 6 a.m., 9 a.m., 
12 noon, 3 p.m., 6 p.m. and 9 p.m. It will probably be found that 
the three-hourly baby gives up the last feed sooner than the one 
that is fed four-hourly, though naturally every baby must be treated 
on its own ^veight, habits and needs. 

A normal baby should not feed for more than seven minutes at 
each breast per feed, and the left breast should be given first at 
one feed and the right at the next. If a baby takes longer, cries and 
appears unsatisfied, it is a clear sign that it is not getting enough 
imik. Test feeds must then be ^ven, and other systems tried. 

WEIGHT. — The baby should gain up to 8 oz. per week for the 
first three or four months, and about 4 oz. per week (1 lb. per month) 
for the next few months. But by the time it reaches 15 Ib. in weight 
some addition should be made to the breast milk, as the child 
requires 35 oz. per day (see Weaning). 

WET NURSING. — In India this may be a life-saving measure, 
as not all mothers have the money or application to prepare artificial 
feeds cleanly and correctly. 

A wet nurse should be between 18 and 30, clean and free from 
disease. As many syphilitic women have dead or diseased babies, it 
is generally advisable to have a Wassermann or Kahn test carried out 
before the woman begins nuning. 

ARTIFICIAL FEEDING. — If this is necessary and the patient 
can afford artificial food far the best thing is to put the child on 
some well-known proprietary food such as Ostermilk, AUenbury’s 
No. I, Cow and Gate, or Lactogen and follow the directions on 
tbc tia. 

This is particularly advisable in India, where the milk supply is 
notoriously poor and contaminated. 

A rough guide to the amount required per feed is one ounce to 
every two pounds of the child’s weight, e.g., a 10 lb. baby requires 
5 oz. at each feed. 

When the child has been on a proprietary food for two or three 
months, good sterilized cow’s milk, if obtainable, should be gradually 
substituted. 
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Ifcow's milk. i$ to be gi^'e^ from the beginning and the baby i* 
healthy, some authorities advise giving the milk undiluted but with 
one gram of citrate of soda to each ounce; that Is the simplest 
method but not all babies can stand it. Most babies, bowev-cr. 
thme on undiluted cow’s milk when they have reached sU months. 

HUMANIZED MILK.— For the first t«o vveeks give equal parts 
of milk and water; the latter is gradually decreased until whole 
milk js being taken. To give the needed amount of supr. add one 
teaspoonfu) cf granulated supr to each three ounces of the mivturc. 
One to three grains of citrate of soda should be added to each bottle 
to make the curds fine. Theoretically, cream should be added in 
order to bring the strength up to that of human milk, but in practice 
it is found that added cow’s cream is indigestible and that children 
do better without it. 

A tcaspoonful of cod-liver oil per day will give added fat and 
vitamin D, but nowadajs the latter is usually given in more con- 
centrated form, e.g. 5-10 drops of Adcsolin. Fruit juice, tomato or 
vegetable juice diluted with an equal part of water with sugar to 
taste, should also be given : about a teaspoonful daily, the amount to 
be increased as tbe child gets older. 

Pasteunzed milk is preferable fo plain boiled as it has been kept at 
a temperature of 150’ F. for half an boor. 

If this IS unobtainable, bring the milk to the boil and cool qukklyi 
stirring the while. 

CARE OF BOTTLES.— It is adviaWe to have two or thrt* 
bottles in use. and they must be rinsed in cold boiled water, followed 
by hot water, after each feed, and boiled up daily, being put in cold 
water which is brought to tbe boil. 

Teats and valves arc kept in a screw-topped sterilized jar, turned 
inside out and cleaned with salt, which is washed off with hot water. 

SPOON-FEEDING. — A baby should be trained from birth to 
take water and fruit juice from a spoon, and as it grows older every 
artificial teed should be started with a sjwn. The feed must be 
continued with the bottle, as spoon-feeding is a slow process and the 
food gets cold. The amount is gradually increas^ until bottles are 
dispensed with. 


COMPOSmON OF CERTAIN MILK AND PROPRIETARY 
FOODS WHEN RECONSTITUTED 


Brard 


fat Catb^hTdrcle 


Human Milk .. 1-25 

Cow's Milk .. >5 

Allenbury’s Nos. I and 2 .. IS 

Cow and Gate .. 5 3 

OstenuDk . . 21 

Lactogen . 2-0 

Tmfo^ .. 1-4 

Horlick's Milk .. IS 
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Condensed Milks 

Sweetened, with 8 parts 

Protein 

Fat 

Carbohydrate 

of water added . . 
Unsweetened, with 2 

I 2 

1 3 

70 

parts of water added . 

30 

3 1 

40 

COMPOSITION OF CERTAIN FOODS IN POWDER 
INTENDED AS ADDITIONS TO MILK 

FORM 

Benger*s Food 

too 

1 0 

79 0 

Farex 

I5t) 

2 5 

71 5 

Mellin’s Food 

10 33 

0 IS 

79 5 

Robinson's Patent Barley . 

S 1 

09 

82 0 

Robinson’s Patent Groats 

11 3 

1 6 

7S 0 


Benger’s Food contains wbeafcn flour and pancreatic extract, 
which converts most of the starch into dextrin, 

Farex contains vitamins, iron and starch. 

MelUn’s Food contains no starch and is rich in malt, 

Robinson's Barley and Groats both contain much starch. 

WEANING AND MIXED FEEDING.—Weaning is not a 
definite stage, reached suddenly, but should be so gradually carried 
out that the child is used to additions to its milk diet from an 
early age. 

All additions must be made gradually and the result observed, but 
carefully planned ; weaning is not the alarming process it used to be. 

The modern tendency is to begin solids in minute quantities at 
I0>i2 weeks. Give only half a teaspoooful of vegetable or fruit 
pur^e at the 2 p.m. feed (whether breast or artificial). Recipes are 
given below. Any vegetable (except onion and potato) is suitable, 
and carrots, cauliflower and cabbage arc the most popular. Dried or 
fresh fruit, stewed in a minimum quantity of water and sieved, may 
be ^ven; apples are the most popular. If there are no ill effects, 
though of course the colour of the stools will change slightly, 
increase the amount very gradually. 

In any case, by 5 months or 15 Jb. weight, the child can be fed as 
follows: 


Diet from 5 to 9 months 

6 a.m. (and 10 p.m. if still given) Breast or milk mixture. 

10 a.m. Breast or milk mixture, followed by one to three 
teaspoons of ceieal (groats, Farex, patent barley, 
etc.), half a teaspoon of egg-yolk, lightly boiled. If 
tolerated, increase to two teaspoons, but only give 
twice a week. 

2 p.m. Either one or two teaspoons of vegetable puree or 
rather less fruit puree, or else two teaspoons of bone 
and vegetable broth. Finish with breast or milk 
mixture. 

6 p.m. One to three teaspoons of cereal, followed by breast or 
milk mixture. 

Dry rusk, or bone as an extra. 
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RECIPES.— and xegeidble broth.-A lb. meat bones 
broken up. Cowr u-ith ^.-ater and add 1 teaspoon of vinegar. Simmer 
4-7 hours. Now add mixed vegetables i lb., simmer 1 hour and 
strain. 

Vegetables. Cut up and cook in smallest amount of water to 

prevent burning. Shake the pan occasionally, co^xred and 
cook till tender, and sieve through an enamel or hair sieve. 

ihafcj.-^ut slices of bread i inch thick, dip in sweetened milk 
and bake till hard. 

If the weaning has been begun at 5 months or 15 lb. weight, and 
nothing except milk given before that, the items in the last table 
should be introduced one at a lime, and the whole process should 
take from six weeks to twro months. 

By nine months, increasing gradnally, the child should be weaned, 
and can be fed as follows: 

Diet from 9 to 12 months 
On waking. Fruit juice. 

8 a.m. \ cup cereal with 8 oz. milk, half an egg or 

toast fried in fat, or occasionally a little 
steamed fish. 

Dinner, 1130 p.m. 1 or 2 heaped tables^oos sieved vegetables, 
potato (cooked in jacket) moistened with 
butter or gravy, foUowed by stewed fruit, 
jelly or custard. 

Tea, 4.30 p.m. Rusks or bread and butler, with honey. 

seedless jam or mannite, junket or stewed 
fruit, cup of milk. 

Supper. Milk and biscuits. 

THE NORMAL INFANT.— The average weight of a European 
baby at birth is between 6^ and 7} Ib. ; Indian babies are generally 
about a pound lighter. 

Frogrerj.— Exclusive of the first ten days a healthy child should 
put on 1 oz. per day of life for the first hundred daj-s and thereafter 
a pound a month up to the age of one year. (Paterson.) 

Teeth. — For the order of eruption, see Dentition. 

At 3 to 4 months . — The fovxa centralis (macula) of the retina is 
completely formed, so the child can focus objects and, which is 
very important, it be^ns to co-ordinate its movements with its 
sight; in other words it begins to grasp bright<olonred articles. At 
this age the child should, if properly trained, empty its bowel when 
put on the pot. It should be^ to recognize people, kicks vigorously 
and can hold up its bead. 

At 6 months. — The cluld tries to rit up, and can turn over on to its 
face; it notices people and objects at a distance, makes purposeful 
movements with its hands, and will chew anjrthing put into its 
mouth. 

It should no longer cry without a discoverable reason; indeed. 
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continued purposeless crying at this age may give the first indication 
of mental deficiency. 

At 9 months.— The child tries to crawl and to ^ull itself up by the 
rails of its cot. It can generally utter a few primitive monosyllables 
such as “ta,” “ma,” “baba.” Children of this age should never be 
left alone on a chair or b^ as they are liable to roll off. If carefully 
trained they should not require napkins except at night. 

At 1 year . — The child should be able to stand alone, though it 
should never be made to do so; it can string a few simple words 
together, and will play happily with constructive toys such as 
bricks. 

After the age of one year progress is continued, the child becoming 
more able to fend for itself, but it is important to note that if a 
child does not talk fluently by the age of three and has no handicap 
such as deafness it is probably mentally deficient. 

INFLUENZA 

There is no specific remedy, but treatment is important in order 
to avoid any dangerous complications. It is most important even 
in the mildest cases that the patient goes to bed and remains there 
until the temperature has bwo normal for 48 hours; plenty of 
fresh air is important. At the outset a dose of calomel followed next 
morning by a saline should be given. Diet should be fluid and in 
frequent small quantities, with plenty of fruit juice and 2 oz. of 
glucose daily. 

As regards treatment by drugs the remedies that have been 
recommended are endless; S.U.P. 36, i c.c. given intramuscularly, 
on the first, second and fourth day certainly appears to do good m 
some cases. The following ate useful prescriptions : 

B Aspirin. . gr. 5 or B Sodji Salicylat gr. 12 

Caff«n. Cil. . . gr. 1 Phenazoo. . . . gr. 4 

Phenacetin gr. 21 Tr. Nuc. Vom IH 5 

Putv. Ipecac. Co. gr. 5 Liq. Ext. liquorice . . 

For one cachet every 4 hours. Aqua. Chloroformi ad . . 

Every 4 hours. 

H’hen respiratory symptoms are 

present For severe pains in back and limbs 

E Vinum Ipecac. . . Rl 5 B Pyiainidon. *. gr. 5 

Liq. Amm. Acet. .. 50 Phenazon. . .. gr. 5 

Tr. Camph. Co. . . ll\ 20 Caffein. Cit. , . gr. 1 

Syrup. Pruni Virg. 3j For one cachet. Every 2 to 3 hours 

Aquam ad . . . . Jss for 4 doses. 

Brery three hours. 

For Insomnia For troublesome cough 

B Mcdmal gr. 5 B Syrup. Apomorphinae . . hi. 20 

Syrup Codeinae . . . 1I\ 20 

RParaldehyd SJtoSU Syrup. Pruni Vjrg ri. 20 

In very sweet tea. A teaspoonful occasionally. 

Chemotherapy, although it has no effect on the disease itself, 
both prevents and cures most of thecompL'cations. 
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insomnu 

Apart from that occurriiig in physical and roental diseases, which 
must always be carefully looked for but do not concern us at the 
moment, insomnia is usually an expression of indecision or aruiety, 
and much of the anxiety is about the Insomnia. Further, in long- 
standing cases it is largely a habit which probably began when the 
patient was worried about some episode now long jasl or even 
forgotten, but followed by other episodes — real or imaginary — 
until the patient eventually was not happy unless he was worried. 

A sympathetic and detailed inquiry into the origin of the 
complaint is, therefore, the first necessity in treatment, because it 
may reveal the cause, and if this is known and “put where it belongs" 
cure is likely to follow. 

Ross makes the interesting point that insomnia is largely confined 
to the brain worker, and often occurs because the brain remains 
acbve during the watches of the night when it ought to be resting; 
in spite of this, however, the brain worker of fifty is generally a 
younger man than the manual labourer of the same age who has 
slept perfectly all his life. Certain monks, after )'ears of training, 
exist and work on “three handfuls of flour and three hours of 
sleep" in the 24 hours ; this they do without barm, and it is indeed 
rare for the worst sleeper to have less than three hours’ sleep a 

TUght 

The physician is, therefore, fully justified In telling the patient 
that his complaint is not so har^ul as be thinks it is ; if the patient 
is convinced that this is so, he will be relieved of much of his worry 
so will begin to sleep better. 

It is not, however, always easy to abolish worry or the 
consequences thereof, nor is it easy to convert a nervous and 
excitable patient into a placid one. 

In such cases drugs are of grot benefit, but it is further necessary 
to convince the patient, especially the nervous type, that taking a 
pharmacopoeial dose of a recognized hypnotic does not make him 
into a drug fiend. Do not make any promises unless there is a very 
sound reason for doing so; for instance, it is tempting to tell the 
patient that taking a hypnotic is only a temporary measure and that 
he will be able to leave it off later, but if it turns out that he is unable 
to do so, he loses faith in his doctor, so the treatment is likely 
to fad. 

TREATMENT. — It is assumed that a careful examination has 
eliminated such possible causes as pain, high blood-pressure, 
uraemia, heart disease, bronchitis, hyperthyroidism, duodenal ulcer 
or nocturaal frequenQr of micturition, that the physician has 
satisfied himself that the trouble is not an early symptom of mental 
breakdown and that he has used psychotherapy as indicated abMSve, 
Adjuvants . — For the office worker, the healthiest and best remedy 
is an hour’s exercise out of doors every afternoon or evening. 
Boumvita, Ovaltine, Horlick’s bClk or warm t^k with a little sugar 
in it, given at bedtime, will often have a soothing effect. Reading in 
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bed is considered by some to keep people awake, and by others to 
do the reverse; it depends upon the kind of book. Neither a thriller 
nor a book about the patient's work should be prescribed, but some 
quiet domestic novel or one of the more obscure biographies, of 
which there are many. Relipous works are, on the whole, to be 
discouraged for this purpose because they make the patient think 
too much. 

Indians as a race are much more religious than Europeans, and 
many practices such as relaxation, meditation and Yoga are 
conducive to sleep by those who can carry them out, so should be 
encouraged if they are efTective. 

In treating a case of insomnia there is no barm in beginning with 
mild measures if it appears to be a mild case ; but if drugs are given 
they must be given m adequate doses from the start, otherwise the 
patient wiU lose both sleep and faith. 

DRUGS . — Practically the only drugs used nowadays for habitual 
insomnia are the bromides and the barbiturates. 

The bromides . — Bromides have the advant.ige of being harmless 
in ordinary doses and of forming a useful “background” to other 
hypnotics, thereby making smaller doses of them effective. Bromide 
Acne, which occurs in some cases, can often be prevented by small 
doses of arsenic ; if not, the drug should be discontinued. In certain 
people, especially the elderly, bromides markedly dull the faculties, 
another reason for their discontinuance, and m others they are too 
anaphrodisiac. 

A suitable dose is 10-30 grams of sodium bromide in lO-grain 
cachets an hour before bedtime. A nervous type of patient may do 
better if given bromide three times a day, but its effect on the 
intelligence must be watched. 

Children . — Bromides arc particularly suitable for children with 
insomnia or night terrors, and are often combined with chloral 
hydrate, which also suits children very well; an effective dose for 
a child of 5-10 years is 5-10 grains of each at bedtime as a draught. 

The Barbiturates . — A list including most of these with their 
dosage, the time to take effect and the duration of sleep is appended. 
It will be seen that they can be divided into those of quick action 
and short duration, and those ttat take longer to act but give a 
longer sleep. The fonner arc either metabolized or excreted quickly 
so are not cumulative, whereas the latter, especially the pheno- 
harbitone group, may accumulate in the system if given in too 
large doses. 

There are three kinds of insomma: 

(a) The patient has difficulty in getting to sleep, but once he 
goes off he sleeps well. The cause often is that he works late 
or takes strong coffee after dinner. It is obvious that if a 
barbiturate is required for this type, one of the quickly- 
acting-soon-metabolized variety should be given, such as 
butobarbital, Seconal or hexobarbitone; the writer has a 
very high opinion of Cj^onal for this disorder. 



456 


O’N^eaiia’s Medical Guide 


(6) The patient has no difficulty in going to sleep, but ivakes in 
the small hours and cannot get to sleep again. This My be 
associated ivith high blood-pressure, old age, or disorder 
of the heart, so these are specially looked for; as already 
mentioned, a dull book may distract the patient’s mind 
sufficiently in the space of half an hour or less to enable 
him to go to sleep again, this second sleep, as a rule, being 
sound. Further, it is advisable for the patient to get up and 
urinate when he wakes, unless the weather is hot and 
urinary secretion scanty; otherwise just as he is dropping 
off to sleep he is apt to think “I must get up and pee.” 

If, howei er, a drug is needed, a quickly-acting barbiturate 
is again the drug of choice. 

(c) A combination of (n) and (b). Here an adequate dose, which 
may be cut down later (not the other way round), of 
bromide (15-30 grains) or of one of the slow’cr barbiturates, 
such as 3 grains of phenobarbitone or 10 grains ofbarbitooe. 
should be taken an hour before bedtime; if the patient 
wakes and remains awake in the middle of ibe sight a small 
dose of 3 quickly-acting barbiturate will generally send him 
to sleep again. 

It will be noticed that neither conntiog sheep nor alcohol has 
been mentioned; the former because it is ineffective and the latter 
because a dose sufficient to prodnee deep soon bwomes sufficient to 
produce inebriety. 


SOME OF THE BARBITURATES 


Nami 

AUobarbilone (Dial) 

Amytal • ... 

Amytal Sodium 
Barbitone (Malonal, Veronal) 
Barbitone Soluble (Medina!. 

Veronal-Sodium) 
Butobarbital(Neonal,Sonciyl> 
Hexobarbi tone (Cj clonal, 

Evipan, Hexanastakoral) 
Ortol-Sodium (Hebaial) 
Pentobarbital (Nembutal) . . 
Pentothal 
Phanodorm 
Phemitone (Promlnal) 
Phenobarbitone (Gardena), 
LumiflaJ, Somonaf) 
Phenobarbitone Soluble 
(Gardenal-Sodium, Luminal- 
Sodium) 

Rutonal 

Sandoptal 

Second 


Dose 

Time to 
take effect 

Duration 

1 - 3gr. 

1 - 2 hrs. 

6-8 hrs. 

5 gr. 

i- 1 hour 

2-4 hrs. 

1 - 3 gr. 

i- 1 hour 

2-4 hn. 

5 -10 gr. 

I - 2 hrs. 

6-Shrs. 

5 -10 gr. 

J- 1 hour 

4-^ hrs. 

1 - 2Er. 

1- 1 hour 

2-4 hrs. 

•* - 8 gr. 

10 -30 mins. 

1-3 hrs- 

3 - 6 gr. 

t- 1 hour 

2-ihrs 

I - 2gr. 

10 -30 mins. 

1-3 hrs. 

4 - 8 gr. 

10 -30 mins. 

1-3 hrs. 

H- 6gr. 

i- I hour 

2-4 hrs. 

i- 6gr. 

1 -2h«. 

6-8 hrs. 

i- 3 gr. 

1 - 2 hrs. 

6-8 hrs. 

1- 3 gr. 

i- 1 hour 

6-8 hrs. 

I — 6p-. 

1 - 2 hrs. 

6-8 hrs. 

3 - Ogr. 

1- 1 hour 

2-4 hn. 

li- 6gr. 

10 -30 mins. 

1-3 hrs. 
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These drugs are often combined with analgesics such as pyramidon 
or phenacetin and sold under some proprietary name, but as they 
are intended for insomnia caused by pain they are not included in 
the above list. 

INTESTINAL OBSTRUCTION AND.PARALYTIC ILEUS j | ’ 

“The signs of intestinal obstruction are visible, audible, palpable 
peristalsis and an inability to pass flatus” (Rutherford Morison). 

“Post-operative intestinal obstruction comes on 6-10 days after 
operation, ileus within the first three days" (Hamilton Bailey). 

Silent distension without peristalsis is characteristic of paralytic 
ileus. 

Tenderness and ri&dity are signs of peritonitis, not of intestinal 
obstruction; if they are present with distension and obstruction 
they mean “too late". 

Patients with intestinal obstruction and a pulse of over 100 
generally die whether operated on or not. 

Carefully examine the hernial orifiws in all cases of suspected 
intestinal obstruction, and make a rectal examination. Severe 
vomiting and collapse with “ladder pattern" on the abdomen mean 
small bowel obstruction. 

“In all cases of intestinal obstruction it is far better to spend an 
hour or two in preparing the patient for operation than to open the 
abdomen hastily. The modern tendency is to decompress the 
obstructed intestine by gastric or intestinal aspiration and to improve 
the patient’s general condition by intravenous fluid therapy supple- 
mented by 7 c.c. of anti-gas*gaogtene scrum before undertaking 
operation. Conversely, if the case is diagnosed really early before 
distension has occurred, or there is reason to believe that a loop of 
intestine is m danger of gangrene, e.g., strangulated hernia, little 
time should be lost m perfonniDg operation" (Hamilton Bailey, 
Emergency Surgery). 

Many cases of apparent obstruction are cured by the mere giving 
of a spinal anaesthetic. In babies, especially plump and healthy 
ones between the ages of one and three, the common cause of 
intestinal obstruction is intussusception ; ia adults, strangulated 
hernia, volvulus or old adhesions, often tuberculous, and in the 
elderly, carcinoma of the colon (see also Intussusception). 

INTESTINAL OBSTRUCTION.— With due attention to the 
general principles just set forth, the treatment is to give a spinal 
anaesthetic, to wait 15 minutes, and then to open the abdomen by a 
sub-umbyiosl paramedran rocisioa on the right side unless there 
are indications that the trouble is on the left. First find the caecum 
and examine it; if it is collapsed the obstruction is in the small 
bowel, so work upwards along the ileum until it is found. If the 
caecum is distended either the obstruction is in the colon or there is 
no obstruction at all. Work along the colon and if the obstruction is 
found, deal with it appropriately. 

If (as sometimes happens) the way is clear all the way to the 
rectum, tell an assistant to pass a flatus tube, milk it along the 
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colon as far as possible and close the abdomen leasing the lube in 
place. The cause of these cases is puzzling; ihc)' are commonest at 
fcstiral times \>.ben lar^ numbers of people after a period of 
starvation eat a gigantic meal. There ^ould appear to be three 
possibilities, (1) mechanical obstruction by a mass of food— the 
ttiiter ^s never found this, (2) vohtilus due to hyperperistalsis^ 
the writer has found this on many occasions, (3) a condition akin 
to paralytic ileus but with no sus]»rion of peiiloaitis; this al» the 
wnier has found many times, but iiis cot easy to explain why in one 
person a huge meal following starvation should apparently produce 
hjpeiperisialsis and in another a sort of paraljtic Dcus, but the 
occurrence of volvulus was amply conSmed in post-mortCT 
examinations at Belsen. In India it may have somelhinc to do with 
the kind of food eaten, because the wriier has notic^ on many 
occasions that the ileus-lile condition occurs after the patient 
eaten large quantities of some dark, indigtstible cereal. G. N. Sen in 
a person^ communication writes: 

“Since we met last I have had further opportunities of operating • 
on partial twists of the small bowel, more ileum cases than 
jejunum ones. 

The history immediately preceding the acute Illness is one of 
having taken a beav 7 me^ (genci^y at others* expense) of 
'Seera* or ‘Eajra Kictm’ or ‘Barley Roti’ with ‘Pali*. (The last is 
a type of small bean which is eaten with iu covering — this is 
tasty bot indigestible.) ‘Seera’ is made of bariej’ fried with a little 
ghee and lots of gur added. ‘Bajia’ is milleL 

More often than not, discovert and heaviness, and moderate 
distension of the abdomen precede the acute severe pains of a 
colicky nature and the vomiting. la some cases, of course, vomit- 
ing and severe colic are tbs fim symptoms. 

I am be^nning to think that the cases of mQd twist are not 
wholly dite to vigorous pcnstalris of small bowel, but may be dne 
to gradual upward di^lacement of distended loops of ilciim 
(normally Ijmg in the pelvis) towards the rieht hvpochondiiac 
region below the hver. The mferior edge of the mesentery has on 
several occasions been found to be lightly stretched across the 
terminal fleum, obstructing the lumen”. 

This very interesting theory, based on the keen observation of a 
large number of cases, is probably nearer the truth than any other 
so far advanced. It will be noticed that Mr. Sen says “partial twist”; 
this may explain those cases in which no twist is found, because the 
bowel has already untwisted itsdf, but remains para]j3ed. 

In operating for mtestinal obstruction certain practical points 
are worth remembering. The pro min ent loop of gut that pretnls 
when the abdomen is opened is often Just above the obstruction. 

The writer’s mortahty-iate has declined considerably since he 
adopted the practice of allowing only a short length of gut to be 
exposed at a time and remmed each segment to "the abdomen as 
soon as it had been examined. Wrapjnng up long coils of intestine 
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in hot towels can produce enough shock to tip the balance from 
life to death. 

Anastomosing a distended coil to an empty one is a quick way of 
by-passing the obstruction and may save life. 

In urgent cases do not waste time in finding the obstruction; 
anastomose as just described or put in a Paul’s tube. 

Before inserting a Paul’s tube draw a length of gut out of the 
abdomen, apply an intestinal clamp to one end, empty a suitable 
length, then apply another clamp and insert the tube into the 
emptied, isolated loop. This prevents leakage of highly infective 
contents. 

PARALYTIC ILEUS. — Apart from the condition mentioned 
above, paralytic ileus is usually the sequel of abdominal operation 
or childbirth; the writer has seen it occur three times in the same 
woman after partuntion. As already mentioned, it comes oa within 
the first three days and must be distinguished from acute dilatation 
of the stomach, although the treatment of the latter — continuous 
aspiration through a Ryle’s tube — can be of the greatest benefit 
in ileus. 

Opinion about treatment is disided, some favouring immediate 
and others delayed action. It depends upon the condition of the 
patient; the writer’s practice j$ as follows; 

If the patient’s condition is good, and the pulse below 95, active 
treatment is indicated. 

(a) Pass a Ryle’s tube into the stomach and empty it; pass a 
flatus tube into the rectum and wait a quarter of an hour. 

(i) If no flatus is passed, give an intramuscular injection of 
Eserine (physostigmine) Salicylate gr. 

Carbachol gr. ^ 

Strychnine Hyarochlor. gr. 

Pituitrin (preferably P.D. & Co.) 1 c.c. 

(c) Wait 10 minutes and give a turpentine enema, 

(d) If this is unsuccessful wait two hours, during which relief 
often occurs, especially if a turpentine stupe is applied to the 
abdomen. 

(e) At the end of or dunng the two hours, if the patient is un- 
comfortable, give an injection of morphia gr. i and atropine 

• &• ToIT' 

(f) Repeat {a), {b) and (c) at the end of 12 hours. 

(g) If after another two hours relief is still not obtained, give a 
spinal anaesthetic. 

(h) If this fails do a jejunostomy, but first explain to the relatives 
that the case is desperate. 

In severe cases with a quick pulse the insertion of a Ryle’s lube 
at one end and a flatus tube at the other, together with intravenous 
glucose saline and hypodermic morphia and atropine is the only 
possible treatment and is followed by more active treatment if the 
patient improves. 
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If you operate on inoperable cases the operable ones will not 
come to you. 

INTESTINAL WORMS— See Worms- 
intracranial haemorrhage— H ead Injuries. 
INTRACRANIAL imiOURS— See Ner\ous Disrases. 
INTRAVENOUS INJECTIONS 
The needle should be fine, but the usual point is ground so flaUy 
that it is apt to catch up and penetrate the opposite wall of the 'vein, 
especially a small one ; much less difficulty will be experienced if the 
point IS ground to an angle of 45 degrees, which can easily be done 
on an ordinary oil stone, but the point must be sharp. The side on 
which the bevel is should aln-ays be known ; most people hat’c it 
facmg them, m Ime with the measurement scale on the syringe; 
others find it easier to have the bevel towards the skin, in which 
case the needle is fixed the other way round. A syiinge with an 
eccentric nozzle, especially in the lai^r sizes, is much better than 
one wiA a central nozzle. 

Manual or tourniquet pressure suffidenl to dflaie the veins but 
not to obliterate the ^ulse, is applied to the upper arm. and the skin 
over the veins is sterilized. A veto in the antecubital fossa or on the 
dorsum of the hand is generally chosen. The median cephalic (on 
the outer side of the antecubim fossa) is slightly safer than the 
medum basilic on the inner side, because the latter crosses the 
brachial artery; the danger of injecting Pentothal into this has 
already been described. In practice, the largest convenient vein is 
chosen, which is usually the median basilic. 

If the reader will compress the veins of one arm, and when the 
vems are dilated straighten the arm fully, be will notice t^t the 
antecubital veins flatten, but dilate again with the slightest flexion 
of the elbow; for an intravenous injection, therefore, the forearm is 
not quite fully extended. 

One is generally advised to enter the vdn at the side, to slide the 
needle under the skin for half an inch before making the puncture 
and to steady the vein with the other thumb. The first two pieces of 
advice merely add unnecessary difficulues, so should not be followed. 
The trouble about steadjing a vein is that the pressure makes it 
collapse, so it should be steadied some inches from the site of 
puncture, preferably distal to a tributary; an alternative is to steady 
the vein proximal to the puncture and make the injection slowly 
against the blood-stream. 

In any case, the needle is held at about 10 degrees to the skin; 
a dislmct sense of resistance, like puncturing a second and thinner 
skin, is felt as the point enters the vdo; the needle is now held as 
flat as possible against the skin and the point pushed a short distance 
along the vein, after which a little blood is drawn from the vein 
into the syringe; the upper arm pressure is now removed and the 
injecuon begun. 
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DIFFICULTIES. — The needle and sj^inge recommended above 
are the best prophylaxis against difficulties. 

If the veins are small, the atm should be allowed to hang over 
the edge of the table and a light tourniquet or, better, the cuff of a 
sphygmomanometer at 40-^ mm. Hg, used instead of manual 
compression; the patient should also be given a roller bandage to 
hold and instructed to open and close his fist alternately. If these 
measures fail, a hot fomentation may be applied to the vein for a 
few minutes or another vein sought. The last resort is to dissect 
out the vein under a local anaesthetic. 

If the needle slips out of the vein it should be reinserted in the 
other arm. Varicose veins, although big, are not recommended, 
because the circulation in them is both sluggish and uncertain. 
INTUSSUSCEPTION 

This is both commoner and more acute in infants than in adults, 
in whom it is generally due to the bowel’s efforts to get rid of a 
polypus or growth. 

A previously healthy male child between the ages of one and 
three is the commonest victim of acute intussusception. The signs 
are severe vomiting, collapse, the presence of a lump in one or 
other iliac fossa and the passage of blood by the rectum. 

The doctor newly arrived from England is apt to diagnose infantile 
dysentery as intussusception, but the doctor trained m India must 
be careful not to do the opposite. 

TREATMENT. — Palliative treatment, especially in early cases, 
is successful in about 60% of cases, so is worth trying. Hamilton 
Bailey recommends the following method : 

(a) Take a douche can, four feet of rubber tubing and a stout 
catheter or stomach lube, and connect them up. 

(b) With the patient in the theatre and everything ready for a 
laparotomy, anaesthetize the child; in experienced hands a 
spinal anaesthetic is the best. 

(c) Fill the douche can with warm saline, insert the unlubricated 
catheter into the patient’s anus, lift the douche can feet 
and let the saline flow into the child’s rectum for four minutes, 
pinching its buttocks to prevent escape of fluid. 

(d) Remove the catheter and let the fluid flow out pf the anus. 

(e) Repeat twice. 

If this is successful flatus and faeces are passed and the lump 
disappears. If there is doubt or failure open the abdomen. The 
writer uses a right paramedian incision because it pves the best 
access with the least trauma and can be enlarged if necessary. 
Find the intussusception and if possible bring it out of the wound. 

The method of reduction is much the same as for a paraphimosis ; 
press from the apex, trying to squ«ze the inner layer out of the 
outer, like tooth paste out of a tube, and just as we do not pul! on 
tooth paste, do not pull on the inner layer of gut or it may tear, 
with fatal consequences. In ffifficult cases gently insert a lubricated 
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vi tami n C (ascorbic add), 25 milligrams three a day, nuy 
be pven, and to prevent haemorrhages K — CofophyUm 

(Glaxo), Synkamin (P.D. & Co.), or one of the products of other 
first<lass firms. 

In the event of a severe haemorrhage ^ve a transfusion of fresh 
(not stored) blood and intravenous vitamin K. 

OBSTRUCTIVE JAUNDICE.— The next most common ca^ 
of jaundice is obstruction of the common bile-duct or its tributaries, 
generally by a stone, sometimes by a growth, particularly in the 
head of the pancreas, and occasionally by a roundworm in the 
common bile-duct, by a hydatid cyst, or by enlarged glands in the 
portal fissure, cither secondary to a growth or occurring in 
Hodgkin’s disrase. 

OTHER DISEASES OF THE LIVER CAUSING JAUNDICE.— 

Acute Yellow Atrophy, generally the result of a poison, such as 
chloroform, arsenic (especially anti-syphilitics), trinitrotoluol, phos- 
phorus or snake venom. The jaundice is very deep and generally the 
patient ^es. 

Afalignmt growth of the Uver ot gall-bladder. 

Malaria] hepatitis and blackwater /erer. 

Amoebic abscess. 

Yellow fever. 

Spirochaetosis icterohaemorrhagica {IVeil's disease). — ^This occurs 
m miners and others who become infected by the urine and possibly 
the faeces of rats, the infection bdog from infected mud or slime 
through an abrasion, or sometimes from drinking infected water. 
Treatment is with penicillia. 

ICTERUS NEONATORUM.— 

A mild degree, due to slight haemolysis, appearing about the third 
day and lasting for about ten days, b almost physiological. 

Icterus gratis is a much more severe condition of unknown 
ongm, but possibly due to a haemolytic toxin. It appears on the 
fint day and the child becomes very ill in a few da>’s. The former 
mortality of nearly 100% has been greatly reduced by blood trans- 
fusion. This is carried out by transfusing previously matched blood 
of a suitable group into the superior lon^tudinal sinus ihrou^ the 
antenor fontanelle; two ounces, repeated several limes if necessary, 
are injected. 

Septic Icterus is due to infection through the umbilical vein; the 
only hope is the pving of penicillm. 

Congenita! syphilis may cause jaundice in the new-born. 

Congenital lAsence of the bile Arcts is rare, and caiues a deepening, 
fatal jaundice. 

Hanot's cirrhosis is generally considered to be due to absence of 
the bile-ducts or to an ascendmg infection of them. 

HAEMOLYTIC JAUNDICE. — Acholuric jaundice, due to 
increased fra^ty of the red cells, is not a fatal complaint and is 
cured by splenectomy. In varioos diseases, notably malaria and the 
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anaemias, a certain amount of Miirubin gets into the blood-serum, 
causing an icteric tinge. 

The method of performing, and the clinical significance of van 
den Bergh’s test are described under Simple Laboratory Methods. 

JAW — Dislocation of— sec Dislocations. 

Fracture of— see Dental Surgery. 

JAW— OSTEOMYELITIS OF 

This occurs in two forms, general and localized. 

GENERAL.— 

(a) In pyaemia, as with other bones, a septic embolus may 
occlude the mam artery. The inferior dental artery being 
the main blood supply of the lower jaw, occlusion is 
followed by necrosis. 

(5) Cancrum oris is a very severe infection occurring in debili- 
tated children suffering from some exanthem, most 
commonly measles, but in India it is more usually 
smallpox. 

(c) Unskilful attempts to remove septic teeth, especially when 
a heavy-handed person has broken the jaw. Three times 
the writer has had to remove the whole necrotic mandible 
for this condition, the patients all being elderly and with 
severe pyorrhoea. 

(<0 Actinomycosis of the loiver jaw is not uncommon where 
the disease is endemic; treatment is with penicillin. 

(c) In. the days when matches were made from yellow phos- 
phorus instead of from red phosphorus, Phossy Jaw was 
rampant amongst the workers. 

(/) Heavy metals, such as mercury, bismuth and arsenic, all of 
which are used in the treatment of syphilis, affect the 
mandible of certain persons who are abnormally susceptible. 
The moral is obvious. 

(g) Radium, when used for cancer in the mouth, may cause a 
painful and chronic osteomyelitis of the jaw. 

TREATMENT. — In the acute stage, vigorous chemotherapy (y.v.) 
is the treatment ; this also applies to actinomycosis. Local cleanliness 
is also observed, and any loose teeth are removed. 

When a sequestrum forms, which may take longer than the usual 
six to eight weeks as in the case of other bones, it should be removed 
through an incision along the gum. This “filleting” operation can 
generally be done through the mouth, an outside scar being thereby 
avoided. The mandible regenerates very well. If only one side is 
affected a dentist should be consulted, so that every effort may be 
made to keep the sound side from being drawn over to the affected 
side, but it is very difficult to maintain symmetry. 

LOCALIZED. — As every fracture of the jaw is a compound one, 
and as many jaws contain septic teeth, it is not surprising that 
localized osteomyelitis occurs at or near the fracture. 
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A septic tooth can cause localized osteomyelitis, the sequestrum 
coming away with, or a considerable time after, the tooth. 

JAW— TUMOURS OF 

These may be secondary, which are, of course, alwaj3 mah 'gny t, 
or primary, which may be innocent or malignant, the latter being 
sarcomata. 

Stout di%ides cysts aiising from the teeth into three vaneties. 

(а) Dentigerous cyst, the relic of paradental epithelial rests in 
the bone. 

(б) Adamantinoma, derived from the enamel orpn. 

<c) Qdontome, a compound structure arising from the tooth 
germ. 

Cysts may be scraped and carbolized, compound tumours may be 
excised without fracturing the jaw, and adamantinomata are best 
treated by deep X-ray therapy. 

JOINTS— TUBERCULOSIS OF 

This IS commonest in the young, but more rarely occurs in older 
patients There are two types, (I) blood-borne tuberculous synositis, 
and (2) the more ses-ere condition that results from the rupture 
into the joint of a neighbouring tuberculous abscess of bone. 

Success in treatment depends upon early diagnosis before tissue 
destruction has ruined the joint Carefiti X-ray examination is 
therefore necessary: rheumatism, gonorrhoea, osteom>’elitis, in- 
fective anhntis, trauma, haemophilia and sarcoma are the chief 
conditions to be excluded. 

TREATMENT, — ^The essential is complete immobilization of the 
joint until all symptoms have been absent for six months, which 
means about nine to twelve months’ immobilization altogether. 
The general resistance of the patient b al» tabed by means of 
fresh air, good food and heliotherapy — which may be by natural 
or by artificial sunli^t From all of tto it will be seen that treatment 
b b«t carried out, or at least begun, at & sanatorium in the 

If this is impossible, it may be useful to remember a few facts, 
(fl) The positions in which the various joints will be most 
useful if ankylosb should occur, and in which they should 
therefore be immobilized are as follows ; 

Ankle: At ri^t angles, with the foot in very slight 

inversion. 

Elbow: At ri^t angles, with the forearm half-way 

between pronation and supination. 

Htp: About 10 degrees fleiuon and 10 degrees ab- 

duction. 

Knee- About 5 d egrees short of absolute straightness. 

The reason for thb b that if the knee is put up 
perfectly straight the head of the tibia may 
become pcstenorly d'lslocated. 
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Shoulder: Just short of 90 degrees abduction in children. 

In adults, less than this, depending upon the 
mobility of the scapula. 

Spine: In the normal curves or slightly extended. 

IVrist: About 35 degrees of dorsifiexion. 

(6) When immobilizing a joint, include the one above and the 
one below. 

(c) As swelling subsides and muscles atrophy, plaster becomes 
loose; it therefore needs replacing after two and again 
after six weeks, by which time the muscle atrophy reaches 
its maximum. 

(d) If there is pain after immobilization, either the immobiliza- 
tion is not complete, or spasm of the muscles is causing 
painful contact of the inflamed surfaces, in which case 
traction is required. Spasm causing “night starts” is par- 
ticularly common in tuberculosis of the knee. 

(e) Many ingenious splints and frames have been de^sed, but 
plaster of Paris properly applied is better than most of them. 

CO The presence of sinuses means secondary infection or the 
presence of dead tissue. Chemotherapy, immobUization, 
removal of dead tissue and ample fresh air in a good 
climate are the best remedies. Most sinuses thus treated 
will heal nithia three months. 

(g) It takes between three and five years to cure a tuberculous 
joint. 

(h) If the lesion has been caught early, when only the synovial 
membrane is affected a movable joint may be expected, 
otherwise fibrous or bony ankylosis is the best wc can 
hope for. 

(»■) Excision of a tuberculous joint is novi' an almost obsolete 
procedure, but is occasionally done to promote firm bony 
ankylosis. 

0) If there is an abscess, open it vrith the strictest aseptic 
precautions, and if a joint is tensely distended with fluid 
aseptic aspiration is both comforting and therapeutically 
useful. 

KALA-AZAR — See Leishmaniasis. 

KELOID 

This is best avoided by rigorous exclusion of sepsis, and by 
careful approximation of the edges of the wound. Severe cases are 
generally the result of bums, and excision, where possible, followed 
by careful suturing is the best treatment. The application of X-rays 
to a recently healed wound considerably lessens the risk of keloid 
and even has a beneficial effect on it when it has formed. Coloured 
races are much more liable to the condition than are the white races. 

KERATITIS— Eye. 

KIDNEY — See Calculi, Nephritis and Pyelitis. 
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KIDNEY, MOVABLE 
PALLIATIVE TREATMENT.— 

(1) By rest and an endeavour to increase the body fat, wth the 
idea of making the kidney less mobile by the deposition of 
more fat around iL 

(2) By ivearing a mechanical apparatus— either a kidney truss 
or an abdominal kidney belt; these must be very accurately 
fitted and invariably applied when lying down. 

No operative treatment should be performed if there is general 
visceroptosis or severe neurasthenia without symptoms referable to 
the kidney. Operation will be necessary if undue mobility is causing 
kinking of the ureter, or harmful pulling on other organs, or if the 
patient has to perform manual labour and cannot afford a belt, 
but m all cases palliative treatment should be tried in the first place. 

Disregardmg classical advice, the writer generally tells a patient is 
she has a movable kidney, but at the same time expbms that it is of 
no consequence. If operation is necessary the best one is to open the 
capsule on the posterior aspect of the kidney and stitch it to the 
psoas muscle. 

KNEE JOINT— INTERNAL DERANCEMExNT OF 
This rather vague, old-fashioned term generally means “tom 
semilunar cartilage”, but it also includes most of the other conditions 
which can cause “water on the knee”, such as tom or strained liga- 
ments or loose bodies in the joint. 

DISPLACED OR TORN SEMILUNAR CARTILAGE.— The 
first time this happens the cause is a sudden twisting of the foot 
while the knee is flexed ; subsequently, more trivial accidents can 
cause it, un^ the patient can very often do it voluntarily. 

The condition is nine times as common in the internal cartilage 
(medial meniscus) as in the external, and the leading sjTnplom is a 
sudden and sickening pain in the joint with an inability to straighten 
it fully without pain — so called “locking”; this is quickly followed 
by an effusion of synovial fluid into the joint. 

Immediate treatment . — ^This is by r«luction of the displaced, tom 
cartilage and ultimate treatment is by operative removal of the 
offending cartilage. The late Sir Robert Jones’s method of reduction 
is as follows : 

(c) Fully flex the patient's knee and rotate the foot inwards. 

(b) Holding the patient’s foot in one hand and pladog the other 
above his knee, tell him that when you count three you want 
him to kick bis leg straight. 

(c) Say “One, two, Ihre^^cV.” As the patient kicks, help him 
by pressing the thigh downwanls and lifting the foot upwards, 
at the same time rotating the foot outwards. 

If this method does not wmb with the patient conscious, an 
anaesthetic may be given and the knee put through similar 
movements. 
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Under modem conditions and with what we might term chemo- 
therapeutic prophylaxis combined with the strictest asepsis, opera- 
tions on the knee are no longer liable to be followed by sepsis ; the 
ideal treatment is therefore to remove the whole cartilage. Recurrent 
displacement ultimately causes arthritis. 

Nole . — In all operations on the knee joint (or any other joint) 
the fullest co-operation of the patient is essential to success. If the 
will and perseverance necessary to recovery are absent, no amount 
of skilful treatment will produce a fully functioning joint, and, 
further, the patient will soon be saying that all his troubles date 
from the operation. 

After-treatment . — The main points ui after-treatment are (1) 
cEQcient quadriceps drill, m which the patient voluntarily contracts 
the muscle many times a day, and (2) early voluntary active 
movement. 

Beware of operating on a joint which furnishes a pension or 
prevents the patient from performing an unpleasant duty. 

INJURIES OF THE LATERAL LIGAMENTS.— Sprain is a 
common iiyury and follows either a twist, or a Mow on the opposite 
side of the knee. 

An elastic bandage may be a(>plied, and massage helps the 
absorption of synovial Huid. The side of the shoe should be built 
up so as to take the strain off the affected side of the knee, and 
quadriceps drill muse be carefully carried out. 

Rupture of the Uzament follows a severe blow or crush which 
forces the knee inwards. Sometimes the torn end of the ligament can 
be felt, in which case an operation is performed for stitcdiing it. 
Otherwise plaster of Paris is applied for ten weeks, the time it takes 
a ligament to join. Throughout all treatment quadriceps drill is 
essential. 

THE INFRAPATELLAR PAD OF FAT.— This sometimes 
becomes chronically inflamed from rej^ated trauma and gets nipped 
when the knee is straightened. 

Treatment . — This is by rest, massage and Antiphlogistine, or by 
excision in severe cases. 

INJURIES OF THE CRUCIAL LIGAMENTS.— These are 
dealt with under Dislocations. 

LOOSE BODIES IN THE JOINT. — If these are radio-opaque 
they should be carefully localized before removal. 

KNOCK-KNEE 

As the common cause is rickets, ntamin D therapy combined 
with sunshine, fresh air and fresh food is begun at once. 

In children under five years of age there is a natural tendency for 
the limbs to grow strai^t if the patient is not allowed to put any 
wei^t on them. A splint along the outer side of the limb and 
projecting beyond the foot achieves this ; the splint should be well 
padded at the ends and the knee should be fi^y bandaged to it 
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with a crepe bandage. Cure takes two or three months. Later, 
the child is allowed to walk, the inner side of the shoe should be 
raised about one-third of an inch and a side brace may be fitted to 
the shoe below and strapped to the thigh above, svith a joint at the 
knee. , 

In older patients, “persuasive” methods with splints may 
tried, but if the condition is ses-ere supracondylar osteotomy will 
be required. 

LABORATORY METHODS (SIMPLE) 

THE BLOOD.— 

Red-Cell Count. — ^The diluting fluid is made up according to 
either of the following prescriptions: 

Sodium Chlo.ndc .. .. . I part 

Sodium Sulphate . . .. 8 parts 

Glycerin .. .. .. .. 30 parts 

Distilled Water .. .. .. 160p3rts 

This fluid shows the cells very clearly but is apt to grow moulds in 
course of time, so requires filtering. 

The following fluid is not quite so easy to work with, but being 
antiseptic does not grow mould. 


Sodium Chloride 1 part 

Sodium Sulphate 5 parts 

Percblonde of Mercury .. . 0-5 part 

Disufled Water 200 piru 


Method of Comtms . — ^With a Thoma-Zeiss apparatus draw blood 
up to the O'S mark and then fill with diluting fluid. Shake well. 
Put the sp«ialco>erslip on the counting slide. Blow out a few drops 
from the pipette and then put a small drop on the slide at the edge 
of the cover slip; the drop should now’ ^ the space between slide 
and cover shp. If there is too much or too Uttle, wash and dry the 
shde and cover shp and try again. 

Put the sLde on the stage of the microscope and with the lowest 
power make sure that the central lined portion is in the centre of the 
field. The condenser should be some distance below the stage and 
may be stopped down if necessary. 

Engage the J-inch objectise, focus as required and begin counting. 
Count five complete large squares each containing sixteen small 
squares; add up the five numbers thus obtained, add four noughts 
and the result is the number of cells per cubic millimetre. Por 
example : 


106 

87 

95 


470 add four noughts » 4,700,000. 

In counting the squares, take care not to count tw’icc those cells 
which are touching the lines. 
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White-Celu Cotnn’,— This is carried out in the same way as 
the red-cell count, the diluting fluid being: 

Acetic Acid . .. .. 1 part 

Distilled Water . . 100 parts 

to which a little colouring matter such as gentian violet may be 
added to give it a mauve tint. 

Method of Countins. — Wth a Thoma-Zetss apparatus, draw up 
blood to the 0‘5 mark and then fill with diluting fluid. Shake well, 
keeping a finger on the tip of the pipette; the white-cell pipette has 
a wider bore than the red-cell pipette, so fluid may escape if this is 
not done. Then proceed as in counting red cells, but the white-cell 
count can be best done with a i-inch objective, under which the 
white cells show up quite clearly. 

Count all the cells inside the boundaries of the ruled area including 
those on the narrowly ruled parts, multiply by 200 and the result is 
the number of leucocytes per cubic millimetre. 

Haemoglobin Estimation. — An accurate estimation is difficult by 
ordinary methods but the Tallqvist blotting-paper method gives 
tolerably accurate results. In an emergency a rough and ready 
estimate can be made if the practitioner pricks his own finger and 
compares his blood on a piece of blotting-paper with that of the 
patient. 

The Sahli-Adams haemoglobinometer is slightly more accurate 
and is used as follows : 

Into the square, graduated test-tube drop about 6 minims of 
decinormal hydrochloric acid. 

Draw up enough of the patient’s blood to reach the mark in the 
special pipette. 

Blow the blood into the hydrochloric acid and stir rapidly with 
the glass rod provided. 

Draw up water two or three times into the pipette and blow it 
into the test-tube, stirring each time. 

. Slowly add enough water to the blood solution in the test-tube to 
produce an exact match with the colour of the glass in the special 
holder. The level of the liquid on one side shows the percentage and 
the number of grammes of haemoglobin on the other side. 

Microscopical Examination of the Blood. — In order to get 
a good, thin film it is essential to haw a clean, grease-free slide. 
The best way to clean a slide is to put it in hot soap^ water and 
then to wash it with running warm water, after which it is dried and 
polished with a clean, greaselcss lag. Very dirty slides should be 
washed in hot water and then left overnight in a solution of: 

Potassium Bichromate ■ 1 part 

■ Sulphuric Acid . . I part 

Water . . . . . 10 parts 

and then rinsed and dried as above. 

Put a small drop of the patient’s blood near one end of the slide 
and gently draw the end of a second slide through the drop and 
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along the slide so as to make an esen film. The film should be 
narrower than the slide so that the edges can be examined, as it 
IS here that leucocytes and malarial parasites are best seen. 

Staining Methods.— 

Leishman's Slain . — From a pipette drop enough stain to cover 
the film. Lea-ic for half a minute and then add twice the volume of 
neutral or faintly-alkalinc distilled water. Leave for seven minutes 
and gently wash with tap water until the film is pink. Dry in warm 
air and examine. 

Giemsa's Slain. — (o) Slow method. Fix the film with methyl 
alcohol for one minute. Then drop on a one in twelve dilution of 
Giemsa stain and leave for twenty minutes. The higher the dilution 
and the longer the stain is allowed to act, the better the result. 

(6) Rapid method. Fix as abote, then drop on a mixture of one 
part stain to tw-o parts of distilled water and leave for five minutes. 

After either method of staining gently wash the film with tap 
water until it is rose-pink. 

Simeon's Method.— The solutions are prepared as follows : 

No I (Eosinl 

Eosm I part 

Distilled Water ’ t.OOO parts 

No. 2 (Steveoel't Blue) 

(а) Methylene Blue I paru 

DistiUed Water .. .. . 1,000 parts 

(б) Potassium Permaoganate . . . . 1 part 

Distilled Water 75 paru 

Mix (a) and (i>). A heavy predpitale forms immediately ; put the 
flask containing the mixture into a water-bath and keep at boiling 
pomt for half an hour, during which the precipitate dissohes. Filter 
into a clean bottle. 

The stains are used as follows; 

Fu the fitai with alcohol For 1 min ute 
Rmse with tap water h 4 seconds 
Dip in eosio solution n 10 „ 

Rinse with tap water 4 „ 

Dip in SteveneFs Blue ,.15 „ 

Rinse with tap water 4 

Dip again io eosin „ 10 ,, 

Rinse with lap water and allow to dry. 

Thick Shod Drops . — ^These can be stained with a one in twenty 
dilution of Leishman’s or Giemsa’s stain which is left on for half 
an hour. These drops are not fixed before being stained and the 
stain must be washed off very carefully or the drop tvill be washed 
off too. Although thick drops are preferred by some experienced 
workers, the novice when examining blood for malaria is advised to 
use the thin film. Thick drops can also be stained by Simeon’s 
method as follows : 

Dip the unfixed sUde in SteveneFs blue for 5 seconds, moving it gently 
Dip in water (distilled) for S seconds 
Dip in eosm solution for ID seconds 
Dip in disbUcd water and dry. 
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Blood-Sugar and Blood-Urea Estimations. — T hese should be 
carried out in a well-equipped laboratory as both procedures arc 
complicated, and require spiecial apparatus and reagents. 

Blood Sedimentation ^te. — Westergren’s method is the one 
most commonly used and is carried out as follows ; 

Hequiremenis . — 

A set of Westergren tubes complete with rack 
Test-tube marked at 5 c.c. 

Pipette holding 0 S c c. 

3 8% solution of sodium curate. 

Method. — With the pipette draw up 0*5 c.c. of the sodium citrate 
solution and put it in the test-tube. 

Draw off 5 c.c. of blood in a d^ syringe and gently squirt 4*5 c.c. 
into the test-tube without causing froth; the citrate and blood 
mixture should come exactly to the 5 c.c. mark. 

With a thumb on the open end, invert the test-tube a few times 
so as to mix the citrate and blood. 

Fill Westergren tubes exactly to the 0 mark, and put in the 
rack; see that the joint at the bottom is watertight and remove 
the finger; also see that the tube is vertical. The best room- 
temperature is between 70" and 80" Fahrenheit. Read after 30 and 
again after 60 minutes. 

In normal men the fall is between 0 and 15 millimetres in the 
first hour, and in women between 0 and 20 milbmetres. 

Significance.— The rate of fall is increased during the last sbt 
months of pregnancy and in certain diseases, notably rheumatic 
fever, tuberculosis, leprosy and malignant disease; an increase in 
the rate of fall coincides with or slightly precedes an increase in the 
activity of the disease. When there is a focus of inflammation the 
rate of fall is more or less proportional to the leucocyte count. 

CEREBROSPINAL FLUID.— Normally the fluid is clear, 
colourless and not under pressure, issuing from the needle at the 
rate of about one drop per second. 

Yellow fluid occurs in “Froin’s Syndrome” which indicates 
blockage of the spinal canal above the site of puncture ; the fluid is 
also yeUow m jaundice and some time after intrathecal haemorrhage. 

Blood in the fluid may come from a vessel punctured by the 
lumbar-puncture needle; in this case it becomes less as the fluid 
flows. After injury, bright blood mixed with the fluid indicates 
intracranial or intraspinal haemorrhage. 

Cloudiness of the fluid indicates inflammation and is caused by 
leucocytes; generally it indicates meningitis. 

In tertiary and sometimes in secondary syphilis and in syphilis of 
the nervous system the I^bn and Wassermann reactions arc 
positive. 

Protein is normally so scan» that the usual tests are negative. 
When much protein is present the fluid coagulates on boiling. It Is 
. increased in all acute ii^ammations and In spinal block. It may be 
increased in cerebral tumour but k usually normal in encephalitis 
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lethargica. If the fluid coagulates after standing for some hours, it 
mdicates menin^tis, the “spider’s - web" coagulum suiting 
tuberculous meningitis, but it is also found in benign lymphocytic 
meninatis. , ..... j 

Glucose in normal fluid is between 0-05% and 0'08% ; it is reduced 
in all inflammatory conditions “because the germs eat the sugar 
(Kinnier Wilson). 

Chlorides are reduced in tuberculous meningitis and m acute 
meningitis. 

Leucocytes normally are almost absent; the presence of 
polymorphs indicates acute inflammation, and a lymphocytwis 
occurs in tuberculous, syphilitic and wrus infections and in benign 
lymphocytic menin^tis. A mixed leucocytosis occurs in intracranial 
abscess, smus thrombosis and cerebral softening. 

SPUTUM EXAMINATION,— The importance of cxamiiung the 
sputum in all possible cases of pulmonary tuberculosis has alrrady 
b^n emphasized and will be emphasized again here. 

The spedmeo should be coughed up first thing in tbe morning as 
this may be the only one to conlam tubercle ba^i, but if a patient 
is obviously coughing up lung sputum In the consulting room a 
specimen may be taken and examined immediately. 

Naked Eye — Observe the colour, consistency, 

quantity, smell and the tendency to settle into layers. 

Microscopical Examination. — With a swab-stlck remove a portion 
of the most purulentdookiog sputum, spread it evenly on a slide, 
then fix and dry it in a spirit ume. 

Pnetmococci . — ^These stain well and show their capsules by 
Jensen’s modification of Gram’s method : 

0-5% Methyl Violet — 30 seconds 
Poor o?. then pour on LufoPs Iodine 

Pour off, laeQ pout on second quantity of Lusol’s Iodine— 30 swonds 
Oecolonze with absolute alcohol — not more thaa 90 seconds 
Pour off alcohol and pour oo O 5% Neutral Red— 15 seconds 
Wash m distilled water, diy and examine. 

Tubercle Bacilli- — Ziehl-Neehcn method. The following solutions 
are required: 

(1) Carbol'Fuchsuie. as follows: 

Basic Fuchsine 1 part 

Absolute Alcohol 10 parts 

1 in 20 Carbolic Aad . . . . 90 parts 

(2) 25% Hydrochloric Acid or Sulphuric Acid 

(3) Loeffler’s Methylene Blue, as follows: 

Saturated solutioD of Methylene 

Blue in Alcohol 30 parts 

1% Caustic Potash Solution .. 1 part 

Distilled Water .. .. 100 parts 

Cover the fixed slide with carboLfuchsine and heat over a spirit 
lamp till steam rises (do not bod)— 5 minutes 
Decolourize with aad nil ptnh under tap 
Cover with Methylene Blue— 1 minute 
Wash, dry and examine. 
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STAINING METHODS.— 

Gram’s Method of Staining. — P repare the following solutions : 


(a) Crystal Violet 2 parts 

Pure Methyl Alcohol .. 100 pacts 

(This is easier to make and gives better resul 
than aniline gentian vjolei ) 

(h) Oram's Icnjiac, whidt consists of : 

Iodine . .. , .. 1 part 

Potassium Iodide 2 parts 

Water . . . 300 parts 


(c) The counterstain, which may be Eosin, I in 20 dilution of 
Carbol-Fuchsine, a satvrated solution of Bismarck Brown or, 
better, a IV solution of Safronin m water. 

(<f) Absolute Alcohol. 

Method . — 

Fix smear with alcohol or heat 

» ■ ' crystal violet solution— 30 seconds 
with water 

Apply Gram’s iodine— 30 seconds 

Wash with alcohol till no more colour comes off 

Couflterstain for 30-60 seconds, wash, dry and examine. 

The following organisms stain purple, i.e., are Gram-positive. 

Anthrax Bacillus 
0. aerogcnes eapsulaius 
Diphtheria Bacillus 
Pneumococcus 
Staphylococcus 
Streptococcus 

Tubercle Bacillus— with difficulty 
Tctanas 

The following take the colour of the counterstain ; Gram-negalive. 

Micrococcus calarrhahs 
CODOCOCCUS 

Microeoccus memnsitidit 
Micrococcus melilensis 
Colon-Typhoid-Dyscntery Group 
Cholera Vibno 
Fnediander’s Paeumobacillus 
Koch-Weeks Bacillus 
Moras-Axenfeld Baallus 
Pyocyaneus Bacillus 

Neisser’s Method of Staining Diphtheria Bacilli.— T he 
following solutions are required: 

(a) Niesscr's Acid Methylene Blue. 

Methylene Blue 01 part 

Alcohol 2 parts 

Glacial Acetic Aad 5 pans 

DisUUed Water 95 pans 

(i>) Gram’s lodme. 

(cj Counterstain. 
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Method . — 

On the fited film pour a few of Kmter* i blue wlotkm— J minutes 

Pour off blue solution and apply Gram's jodine— 30 seconds 
Rinse with alcohol or water 
Apply counterstain — SO-W seconds 
Rinse, dry and esamine. 

The granules of the bacilli are swioed an inteoM blue, ssbexeas the 
protoplasm takes up the colour of the coontOTtaiu. 

Diphthena bacilli can also be stained wth any of the ordtoary 
stains, the characteristic b^g the “H” fomtabon in which th^' 
He. The quickest method of staining is to put on a drop of Neisscr's 
or Loeffler’s melbjlene blue and to apply a cow sL'p immediately; 
by the time a drop of cedar-wood oil has been applied to the cover 
shp and the organisms hasc been focused they base taken up the 
Siam. 

Moioria pariaiiei, ite ehore under Blood — ^Staining Methods.^ 
Vmeent'z Angina and Relapsing Fcrer organisms are stained in 
the same way, as are Leishnan-DonoTon bodies. 

Although Tetanus JBadll! are called Gram-positisr, sometimes 
only the spores stain. 

Gonocoeei and hfeningococci; suin two films, one with methylene 
blue and the other with Gram’s stain. Both organisms are tntia* 
cellular and Gram-negative. 

Lepros} Bacilli, stain as for Tubercle Bacilli. 

Plague Bacilli^ Cholera Vibrios and most other common orgamsms 
stain well with methylene blue or dilute carbol-fuchsioe. 

Spiroehaeta Pallida (Tr. ;wf/n*pn).— This stains a pale reddish- 
purple with dilute Gientsa in which it should preferably be left 
overnight 

The Indian ink method is carried out as rollows; 

Mix the suspected exudate with an equal quantity of good Indian 
ink : make a fairly thick film on the slide, allow to dry, and examine 
with the od-immcrsion lens; sjriroeliactes show while. 

Fontana’s Siher Method . — 

Dry ifae film (horcwEhly. 

Wash wiib the foDowiae solution: 

Gtsoal Acetic Aa<S . . .. .. 1 pan 

Formalin 2 parts 

Water 100 pans 

Wash with alcohol and dry 

Apply 5% tannic aad u> «?ter and beat imui the steam rises 
Rinse lO water 

Apply Fontana's silver sediruos, beat tmul steam rises, and allow to 
coo] 

Wash, dry and examine. Spirochaetes are black or brown. 

Fontana's silver solution is made as follows: 

Take a 5% solution* of silver nitrate in distilled water, and add 
dilute ammonium hydrate drop by drop until the predpitate which 
first fonns just disappe^ on shaking. Then add 5% silver nitrate 
solution until the precipitate just reappears. 
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INSTRUCTIONS FOR THE COLLECTION AND DESPATCH 
OF PATHOLOGICAL SPECIMENS TO A LABORATORY 
FOR EXAMINATION AND REPORT 

Specimens should be despatched in wide-mouthed glass bottles of 
about I-ounce capacity, containing: 

Zenker's Fluid 

Bichromate of Potash ^ui 

Corrosive Sublimate . Jvii 

Glacial Acetic Acid 5vii 

Water . . Jxiv 

The following information should invariably be sent . 

(i) If specimen is (a) Organ, (b) Tumour, (c) Morbid Tissue. 

(li) Clinical diagnosis, if made. 

(iii) Short clinical history, with reference to duration and 

supposed causation. 

(iv) If specimen is an organ, give details of naked-eye appear- 
ance as to colour, change in size, weight and consistence. 

(v) If specimen is a tumour, state: 

(a) Exact situation from which removed. 

(i) Whether or not attached to surrounding structures ; if 
attached, to what structures. 

(c) Size and consistence (bard, soft or caseous). 

(d) Encapsuled or infiltrating. 

(e) Glandular enlargement or metastaiic growths. 

(vi) If morbid tissue, such as curetting, scrapings, ulcer, etc., 

give; 

(n) Exact situation. 

(b) Naked-eye appearance. 

(c) Involvement of surrounding structures; if so, give 
details. 

(d) Glandular enlargement. 

EXAMINATION OF URINE 
Physical Examination 

Quantity. — This is usually about ^ oz. or 1,500 c.c. in the 
twenty-four hours. The amount is almost directly proportional 
to the weight of the individual. If the amount is diminished to about 
800 C.C. oliguria exists. 

Oliguria occurs in heart failure, parenchymatous nephritis, 
severe haemorrhages, cholera, dysentery and febrile diseases. 

Polyuria exists when the volume exceeds 2,500 c.c. It occurs in 
diabetes mellitus and diabetes insipidus in which it may be as much 
as 50 litres; it is also seen in certain nervous diseases, chronic 
nephritis and amyloid disease. 

Specific Gravity. — It is of special importance that a 24-bour 
specimen be examined. It is normally l'015-l -025; high specific 
Cavity is seen in acute nephritis, albuminuria and diabetes mellitus. 
Low specific gravity occurs in chronic nephritis and diabetes 
insipidus. 
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Colour.— The colour is normally from very pale yellow to dark 
yellow. Unne containing blood is smoky-brown or red. and even 
may ^ a deep black. In febrile conditions urocrythrin colours the 
sediment of urates brick or orange-red. The colour in jaundice may 
be brown, green or dark yellow. 

A number of drugs change the colour of the urine : 

Santonin causes it to be, if add, yellow; if alkaline, purple. 
Senna causes it to if acid, red; if alkaline, yellow. 

Methylene blue causes it to be green, if add. 

Rhubarb turns it brownish-yellow. 

Drugs which irritate the kidneys make the urine darker. 

Phenol may cause it to be brown. 

Sulphonal may cause it to be very dark. 

Diuretics, by increasing the amount of urine, cause it to be 
lighter. 

Reaction. — Normal urine is ahrays acid. On standing urea 
decomposes into ammonium carbamate and ammonium carbonate.- 
Permanent alkalinity may occur in typhoid, intestinal haemorrhage, 
anaemia and nervous diseases. 

Deposits. — Cloudy deposit is generally due to mucus. 

Reddish or dark-brou-n deposit, which dissolves on beating. Is due. 
to urates , a scanty deposit like Oyenne pepper is uric acid. 

Flocculent deposits generally consist of phosphates of Hme or 
magnesium. 

Quautauve Examination for Albumin 
( a) Boiling.— The upper inch of a column of urine is boiled in a 
test-tube: if it remains perfectly clear, the reaction being add, no 
albumin is present. Turbidity may be due to albumin or phosphates. 
Add a drop or two of dilute acetic acid ; any turbidity* which remains 
is due to albumm. 

{6) Heller’s Test. — With a pipette pour pure nitric acid up to 
i in. into a test-tube; allow some urine to flow gently on to the 
surface. If after standing half a minute no opaque ring appears at 
the junction of the two fluids, albumin is absent. 

This test is capable of reacting to 0 002% of albumin. 

(c) Saucvlsulphonic Acid. — A dd a saturated solution of this 
substance, drop by drop, to the urine. A cloudy precipitate indicates 
albumin. The test is very delicate. 

Quantitative Estimation of Albumin 

(а) BotUNG. — A rou^ idea of the quantity of albunun present 
may be obtained by boiling half a test-tubeful of urine, adding a 
drop or two dilute acetic acid and allowing it to stand for ten 
minutes to allow the deposit to settle. The height of the deposit is 
then read off m terms of the whole, as J or 

(б) By Esbach’s Albumino'ici tK.— The principle of the method 
consists in measuring the depth of a coagulum produced by the 
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picric acid solution. The Instrument consists of a thick glass test* 
tube marked from OT up to 7. 

Filter the urine, .if not already clear, and if alkaline, render 
slightly acid with acetic acid. If the Sp. Gr. is 1 -010 or more, dilute 
until the Sp. Gr. is 1-008. Fill the tube with urine up to the mark U, 
pour in reagent up to the mark R. Close the tube with a rubber 
stopper and invert a few tiroes, to rout the fluids thoroughly. Allow 
to stand for 24 hours, then read off the level of the precipitate. 
The figures on the scale represent grammes of dried albumin per 
litre. 

Divide by 10 to get the percentage, and multiply the result by 
4-375 to obtain the amount of albumin in grains per ounce. 

Note . — An excretion of 8 pn. of albumin daily represents an 
ordinary degree of albuminuria, i.c., about J%. 

Esbaeh's Solution 

Dissolve 10 8™' Picric Acid and 20 gm Citnc Acid, in about 900 c.c. of 
.boiling distilled water, after cooling add water to t litre. 


(c) Harrower’s Tr.sT. — This has the marked advantage that it 




can be completed in a few minutes; the usual 
picric acid test takes twenty^four hours. 

Method of use.-^Fill the albumioometer with 
reagent to mark R, add urine from a thoroughly 
mixed 24*hour sample until a faint white cloud 
appeare and then take reading. The test is so 
delicate that urine is generally diluted to 1 m 10 or 
lin 3. 

On the instrument there arc two scales which 
give the figures in grammes of albumin per 100 
c.c. for both of these dilutions. 

It is a simple matter to use other dilutions, 
for instance, when using dilations of I in 20 or ] ! 

in 5, the reading on the scale intended for 1 in 10 
dilution can be doubled or halved; for a dilution of 1 in 30 the 
scale intended for I in 3 can be used, the scale reading being then 
multiplied by 10. 


Harrower's Reagent 
B Phospho-lungstic acid 
HCl Uonc ) . 

Absolute Alcohol 


1-5 grammes 
. 5 grammes 
TOO cc. 


Qualitative Examination for Sugar 
(o) Fehling’S Test, — Fchling’s solution does not keep for long 
after mixing; it should, therefore, be kept in two solutions (see 
below). Mix equal parts of No. 1 and No. 2 solutions in a test-tube, 
and in another lake a quantity of urine equal to the mixture. Boil 
the contents of both test-tubes, and while boiling, pour the Fehling’s 
solution info the urine. Benedict’s solution is preferable. 
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If sugar is present, a reddish-yellow precipitate of sub-oiide of 
copper is rapidly produced. 

Fallacies.— By reducing the specific gravity of the unne to l-0t:» 
anomalous reactions may frequently be avoided. 

Chloroform, chloral, carbolic add, salicylates, ete., and unc 
add in concentrated urine, may reduce Fchling's solution. 

In the first place, the urine must be free from albumin. If necessary, 
add a drop or two of acetic add to the urine, boil and filter, and 
neutralize the filtrate with a little caldum carbonate. 

This test cannot be applied to strongly ammoniacal urine. levy's 
modification should be employed. 


(h) Fou-tESTATiON Test.— This is a very delicate and an absolutely 
certain test for glucose. Alkaline urine must be addified with tartaric 
aad to avoid putrefaction. The urine should be Ixiilcd, so as to drive 
out any air. Emulsify a small piece of German veast in the urine 
before filling the tube w ith iu 

Einhorn’s saccharimeter consists of a U-shaped tube, the longer 
limb of which is closed and carries an 
empirical graduation, indicating the percent- 
age of glucose corresponding to the amount 
of carbonic add gas developed. Ten cubic 
centimetres of the urine, mixed with some 
yeast, are taken and the apparatus is filled 
with this mixtuTe, care being taken to remove 
all air bubbles. After twenty -four hours’ 
fermentation at room temperature, the per- 
centage of glucose is read off. 

Hafiiburton recommends, instead of fresh 
yeast, a more convenient commerrial pre- 
paration called Zymine. a dry powder 
consisting of yeast which has been killed by acetone treatment 
and which retains the active enzyme (zymase). 



QUANTITATTVE ESTTSlATtOV OF SUGAR 

(a) Ling and Rendle's Volwietiuc Method. — ^The urine is 
allowed to run from a burette into a known volume of boiling 
Fehlmg’s solution. The end-point, ie., the complete reduction of 
the cupric salt, is recognized by means of a solution of fen'ous 
thiocyanate. When a drop of tins indicator is pb^ on a sbb and a 
drop of solution containing a cupric salt brought in contact with it, 
oxidation of the ferrous sail occurs, with the immediate production 
of the well-known red colour of feme thiocyanate. 


Preparauon of ibe Indieaior.— Oae panyne of ferrous ammonium sulphate 
and I 5 grammes of ammotihim ihiooanaie are dissoNed la 10 c.c. of water 
at a moderate temperature and immediately cooled ; 2 5 cx. of concentrated 
hydrochlonc aad are then addecL The solution so obtained has tnvanably a 
brownish-red colour, due to the presence of feme salt, which latter must 
therefore be reduced. Thts is eSectra by shaUsg with a small quantity of nnc 
dust 
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Preparation of Fehling’s solution: — 

Solution No. 1. — 69*278 grammes of o^stallized copper sulphate arc 
dissolved in water, and the solution made up to 1 litre. 

Solution No. 2. — 346 grammes of crystallized potassium sodium tartrate 
(Rochelle Salt) are dissolved in hot water, mixed with 142 grammes 
of caustic soda, also dissolved in water, and after cooling made up 
to 1 litre. 

Equal volumes of these two solutions are accurately measured 
out, and mixed in a dry flask before use. Ten cubic centimetres of 
the mixed solution are equivalent to 0-05 gramme of glucose. 

Method . — Freshly mixed Fehling’s solution (10 c.c.) is accurately 
measured into a 200 c.c. boiling flask, diluted with about an equal 
quantity of water, and raised to boiling point. The urine is diluted 
with water and placed in a burette; the dilution should be adjusted 
so that 20-30 c.c. of the diluted urine are required to reduce the 
10 c.c. of Fehling’s Solution. In the first experiment the urine 
should be diluted with nine times its volume of water. This diluted 
urine is then run into the boUmg liquid m small amounts, commenc- 
ing with 5 c.c. After each addition the mixture is boiled, the liquid 
being kept moving. About a dozen drops of the indicator arc 
placed on a porcelain slab, and when it is judged that the pre> 
cipitation of cuprous oxide is complete (that is, when the blue 
colour of the solution is disappearing), a drop of the liquid is 
withdrawn by a clean glass rod or by a capillary tube, and brought 
in contact with the middle of the drops of the indicator on the slab. 
The end-point is reached when the mixture ceases to give a red 
colour with a drop of the indicator. It is essential to perform the 
titration as rapidly as possible, as an atmosphere of steam is then 
kept in the neck of the flask and’ the influence of atmospheric 
oxygen avoided. At the final point the liquid is boiled for about 
ten seconds. As in all volumetric methods, the first titration may 
only give approximate results, and a second will then be necessary 
to establish accurately the end-point. Each titration should take 
from two to three minutes. 

Example . — Suppose that the urine has been diluted tenfold with 
water, and that 20 c.c. of the diluted urine are found necessary to 
reduce the 10 c.c, of Fehling’s solution; this will be equivalent to 
2 c.c, of the original urine, and that amount will, therefore, contain 

0 05 gramme of sugar; 1 c.c. will contain and 100 c.c. will 

contain ^ x 100 = 2*5 grammes of sugar. 

Pavy’s MoDincATioN OF Fehling’s Solution is sometimes used. 
Here ammonia holds the cuprous oxide in solution, so that no 
precipitate forms on boiling levy’s solution with a reducing sugar. 
The reduction is complete when the blue colour disappears. Ten 
cubic centimetres of Pavy’s solotion equals I c.c. of Fehling’s 
solution, equals 0-005 gramme of ^ucose. 
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(fc) A Simple Method for Dispensary use is that of Dr. 
Walker.— Boil 30 minims of FeUing’s solution in a test-tube, 
into It drop the urine minim by miium from a pipette, boiling after 
each drop,,until the blue colour is discharged. Note the number of 
minims of unne consumed. Now refer to the special chart, and 
having found the corresponding figure below the chart, trace the 
\ertical line upwards until it joins the curve; the figures found 
indicate percentage of sugar, and number of grains per ounce. 

(c) Benedict’s QuAmiTATiVE Test.— T his is a very ^eful method 
because the solution keeps indefinitely and the titration end-point 
is sharply defined. 

ComposiDon of Benedict’s solution : 


R Crysullued Sodium Cirf>oii>te .. .. 200 eiammes 

Potassium Citrate .. . .. .. 200 grammes 

Potassium Sulphocyanide .. .. .. 125gramra« 


Dissolve these three substances with ihe aid of heat in distilled 
water and make up to 800 c c. 

Purest air-dried co»atliiie copper sulphate 1* granunei (iWs 
weight must be accurate): dissolve in iOO ec. distilled water 
and add to the fint soluuon. 

Add S C.C. of 5% solution of potassium ferrcoanide to the 
mixture, cool, and make up to I litre with disuUed water. 

Method. — Mia 10 cc. of urine with 40 cc. of distilled water and 
run from a burette into a boiling mixture of: 

Benedict's solution 2i e.c. . 

Crystallized sodium carbonate. 

10 grammes (approx.) powdered pumice. 

A white precipitate forms, and the total disappearance of the 
blue colour marks the end-point. 

Escry 25 c.c. of reagent used indicates 50 mg, of ^ucose. The 
calculation is similar to that for Fchling’s method. 

Quakhtattn-e Estimation of Urea 

(1) From the Specific GRA^TTY. — From t his an approximate 
estimation of the percentage of urea can be obtained, by putting a 
deama] point between the last two figures, for example, if Sp. Gr, is 
1’025, the unne contains 2*5% of urea. 

Ao/e.— The value of mclh^ is much diminished (c) in 
patients with high temperatures. (5) when, ti* urine enntasns sugat 
or a high percentage of albunun. 

(2) By Ureameter. — An instrument which indicates the amount 
of mtrogen gi\-en off, on treating urine with sodium hypobromite. 
This salt decomposes urea, liberating nitrogen. Under ordinary 
conditions of temperature and pressure, 1 gramme of urea yields 
372 c c. of nitrogen. 
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Hind's Modified Doremus' Ureameter with Side Tube for Urine 

Directions for use . — ^The side tube and the Jumen of the stop-cock 
are filled with the urine to be examined, 
which should, when possible, be taken 
from the collected excretion of 24 hours. 

The long lube of the apparatus having 
b^n washed out thoroughly with water, is 
then filled with the hypobromite solution 
up to the mark under the bulb. A reading 
is then made on the side tube, and 1 cx. 
of the urine allowed to pass into the long 
tube by means of the stop-cock. After all 
the bubbles of gas have collected at the 
top of the tube and the froth subsides, the 
reading is taken. The graduations corres- 
pond to grammes in I c.c. of urine. 

If the urine is concentrated, dilute with 
an equal volume of water. The result will 
then be equal to twice that indicated on 
the scale. 

The percentage of urea is obtained by multiplying the result of 
the test by 100. £xonip/e.-~Tube reading 0 02 = 2% of urea. 

To ascertain the total amount of urea voided in twenty-four 
hours, multiply the result by the number of c.c. of urine passed 
during that {Mriod. 

English Scale.— To convert above reading to grains per ounce 
multiply by 4*375, £x<i»ipfe.— Reading 0 03, i.e., 3% of urea 
= 3 X 4*375 = 13*125 grains per ounce. 

The composition of the hypobromite solution is as follows: 
Sodium hydroxide, 10 parts; distilled water, 25 parts; bromine, 
2\ parts. This solution keeps well for about a month, and may be 
easily prepared in a moment, freshly as wanted, by keeping a 
quantity of sodium hydroxide solution ready, and then adding the 
needful proportion of bromine. The latter should be kept in sealed 
glass capsules, each containing 2-5 c.c. of bromine, which may be 
dropped into 30 c.c. of the s^ium hydroxide solution in a wide- 
mouthed stoppered bottle, and broken with a shake. In this way the 
disagreeable odour and inconvenience of handling the bromine are 
avoided. The same solution may be used for testing two specimens 
of urine. 

MISCELLANEOUS TESTS 

For Acetone.— 

Legal’s Test . — Add to the urine an equal quantity of 20% caustic 
potash solution and a few drops of a freshly prepared I in 10 solution 
of sodium nitroprusside. A red colour is produced. Acidify with 
strong acetic acid ; the colour disappears at once in the absence of 
acetone, but remains or is Intensified into a purple in its presence. 

Rothera's Test . — Saturate the urine with crj'stals of ammonium 
sulphate and add a few crystals of,sodium nitroprusside. Render 
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the solution altaline with ammonia, and allow to stand. A deep 
puiple colour de\ clops in a few minutes if ketone bodies are prescnL 
Acetoacetic acid is detectable in a dilution of 1 to 500,000 by this 
test 

For Acetoacetic Acm. — To 3 cx. of the urine, add a few dro^ 
of 10% solution of ferric chloride as long as a predpitate (ferric 
phosphate) continues to be formed. Filter this off, and add to the 
filtrate a few more drops of ferric chloride solution. A ckret colour, 
which disappears on heating, is developed in the presence of diaceDC 
add. A similar colour is produced by the urine of those who are 
taking sahcylates. It does not disappear on beating, bowo-er. 

For Bile Pigment. — 

Shake the urine inz test-tubc;ifbDe is present the froth isydlow. 

Gmelin's Test. — Allow drops of urine and of fuming nitric add 
to trickle together on a wfcie porcelain dish. If bDe pigment is 
present a play of colour results: gre en , blue, violet, red, yellow. 

For Bile Salts. — 

Hay's Test. — Sprinkle powdered sulphur upon the surface of 
the unne which has cooled to room temperature. In the presence of 
bile salts it w ill sinlL 

For Blood. — 

(1) Speeiroscopie Examination. — Freshly passed uriDC, whidi. If 
de^ly coloured, should be diluted with water, will ohibit the two 
absorptioQ'bands of ox>haemog]obin, which on the addition 
of ammonium sulphide, pves place to the absoiption^band of 
reduced haemoglobin. 

(2) Heller's r«r.— Caustic fwiash is added to the urine and 
the mixture is boiled. The prtdpilalc of earthy phosphates which 
falls carries down with it As faaematin, formed by action of the 
alkali on the oxjhaemoglobm. and acquires a red colour. 

(3) Guaiacum Test. — ^A mixture of equal parts of fresh tinctiire of 
guaiacum and mature oil of turpentine or ozonic ether is poured 
on to the surface of 10 cx. of the urine. Blood is shown by the 
appearance at the junction of the fluids, of a ring, at first while and 
afterwards turning blue. The change is also produced by the urine 
of patients who are taking iodides. 

(4) Microscope. — ^This reveals the presence of red coipusdes. 

For Pus. — ^TH s is generally detected by phjrical examination; a 

white sediment always mixed with phosphates : 

(1) Add Liq. Potassae to the depodt; pus gives a ropy gdatinous 
mass ; this is distinctive — mucus is dissolved. 

(2) Pus with tmctuTc of goaiacom giv’cs a green colour, which 
disappears on heating. 

(3) Microscope. — Pus corpuscles are revealed; thrir nuclei arc 
rendered evident by treatment with 1% acetic arid. 

EhruCh’s Diazo Reaction.— P repare Tro fresh solutions: 

(1) A saturated solaiion cT sulphamltc add in 5*J HO. 
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To 5 C.C. of urine add an equal quantity of solution No. 1 ; then 
add a few drops of solution No. 2, and shake till frothy; add 
ammonia till alkaline. 

A positive result is indicated if the liquid acquires a port<\vine 
colour, and the froth at the same time is red. The reaction has 
significance in the following: 

(1) Except in very mild cases, the reaction is nearly always 
present in the second or third week of enteric fever. 

(2) In cases of rapidly advancing tuberculosis the reaction is 
very constant. 

(3) The reaction is usually present in measles, and absent m 
German measles. 

Microscopical Examination of the Urine 
Cellular constituents and organized sediments in the urine : 

I. Red blood corpuscles. 

II. Leucocytes. 

III. Epithelium. 

IV. Casts.— T hese may be divided into two chief classes, 
(i) unorganized and (ii) organized. 

(a) Unorganized Casts are composed of crystals and 
are of littie pathological consequence. 

(h) Organized Casts consist of cellular elements or of 
products derived from these and may be subdivided 
into three groups: 

(1) Those which consist of cellular elements — red 
blood corpuscles, leucocytes, and epithelial cells. 

This group includes: 

(a) Casts composed of red blood corpuscles. 

(b) Casts Composed of leucocytes. 

(c) Epithelial casts. 

(d) Casts consisting of colonies of bacteria. 
Note. — ^The clinical importance of the first 

group is very ^at. They always imply an 
affection of the kidney, and their presence alone 
suffices to establish the existence of nephritis. 

(2) Those which consist of metamorphosed cellular 
. elements. 

This group includes : 

(a) Granular Casts. — In considerable 
numbers these indicate nephritis. They are 
produced by degeneration of blood and 
epithelial casts. 

(b) Waxy Casts. — These are not characteristic 
of any special disease; they are found in 
acute and chronic nephritis with contracted 
granulair and amyloid kidney. Their mode 
of on^n is still an open question. 
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(e) Fatiy Casts.— T hese are most commonly 
associated with subacute and chrome 
nephritis, of a protracted conise, with 
tendency to fatty degeneration of the renal 
tissue. 

(3) The so-called hyaline casts. 

This group indudes: 

Hyaiike Casts. — ^T hese may be divided into 
such as are simply hyaline, and such as hare 
surface coatings of surious kinds, such as renal 
epithelium, rrf and white blo^ coTpusdes, 
bacteria and crystals. Pathological sig nifica nce 
%’aries with the elements adherent to them. 

V. Spermatozoa. 

VI. Fragments of tumours, 
vn. Paraates: 

(1) Fun^; 

<2) Infusoria; 

(3) Vermes: 

(a) Ova of Distoma hafmatobium. 

(b) Filaria Sanguinis hominis. 

(e) Hooklets and fragments of the Q'sts of 
Echinococcus. 

(d) Os'a of BUbania. 


OtEUlCAL SEDQtE^m IN URISE 
In Acid Urine 

Uric Acid.— W hetstone, 
dumb-bell, or sbeaf-Iike aggrega- 
tions of crystals deeply tinged by 
pigraenL 

Urates. — G enerally amor- 
phous. The primary urate of 
sodium and of ammonium may 
sometimes occur in star-shaped 
dusters of needles or spheroidal 
dumps, with projecting spines. 
Hn^ brick-red. Soluble on 
wanning. 

Calcium Oxalate. — 
Octahedral, so-called enxelope 
crystals. Insoluble in acetic acid. 

Cystine. — H exagonal plates; 
rare. 

Leucine and Tyrosine. — 
Rare. 

Calcium Phcsphate. — R are. 


In Aikaline Urine 
Phosphates- — 

Caldum Phosphate. — ^Amor- 

phous. 

Triple Phosphates, — Coffin lids 
or feathery stars. 

Calcium Hydrogen Phosphate. 
— Rosettes, spherules or 
dumb-bells. 

Magnesium Phosphate. — Lone 
plates. 

AH soluble in aSetic acid 
without effervescence. 

Calciusi Carbonate.— 
Bisout-shaped crystals. Soluble 
in acetic acid with effervescence. 

Ammostu.m Urate. — ^‘Thorn- 
apple" spherules. 

Leucine and Tyjujsine. — 
Very rare. 
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Solutions Required for Urinary '^sting 
STANDARD NITRATE OF SILVER SOLUTION.— Dissolve 29 063 gm. 
of pure fused silver nitrate in distilled water, and (ill up to I litre Keep in 
(he dark. 

HYPOBROMITE SOLUTION. — Dissolve 10O gm. of caustic soda in 
250 c.c. of water, cool, then add 25 cc. of bromine. The solution is apt to 
undergo the following decomposition: — 

3N3BrO*2NaBr +NaBrO, 

It IS, therefore, better to prepare ii as required, by adding 2'S c.c. of bromine 
to 25 c c of the caustic soda solution 
The bromine is supplied tn small tubes, which readily break when shaken 
up smartly with the caustic soda solution in a stout stoppered bottle. 


ESBACH’S REAGENT —See Examination of Urine, p 479. 
FEHLING’S SOLUTION —See Examination of Urine, p. 481. 
PAVY’S SOLUTION. 


Cupric Sulphate . 4-158 gm or 361 gr. 

Rochelle Salt 20 4 gm or 178 gr. 

Caustic Potash . 20 4 gm. orl78gr. 

Strong Ammonia (Sp. Or. 0-880) . 300 c.c. or 6 or. 

Water to 1 litre or 1 pint 

Dissolve the Rochelle salt and caustic potash in part of the water and the 
sulphate of copper in another part (with the aid of heat); pour the copper 
solution into that of the alkali and Rochelle salt, cool and add the ammonia, 
then fill up to a litre. 

Keeps indehnitely. 10 c.c.~5 mg glucose. 


PEPTONE SOLUTION FOR TESTING FOR BILE ACIDS — 
Powdered Peptone (Savory and Moore's) 5ss 
Salicylic Acid . gr. 4 

Acetic Acid .. Ass 

Distilled water to Svui 

Filter repeatedly until transparent 

Poisons. — 

A large number of poisons can be detected in the urine; among 
the inorganic poisons the chief are arsenic, lead, antimony and 
mercury. Of the vegetable poisons and alkaloids the chief are 
cocaine, the belladonna group, aconite, santonin, etc, — strychnine 
is rapidly eliminated. 

Parasitic and Bacterial Infections. — 

The ova of Schistosoma may occur with profuse haematuria. 
The following bacteria may be found in the urine in different 
suppurative conditions of the genito-urinary tract and m septicaemia 
and prolonged pyrexta - B. typhosus, B, paratyphosus, B. melileiisis, 
B. coU, B. tuberculosis, streptocotxi, staphylococci, gonococci. 


RENAL EFFICIENCY TESTS.— 

Volume and Specific Gravity Test. — If the amount of urine 
excreted in 24 hours is within normal limits, that is between 40 and 
60 ounces or 1 and If litres, if the specific gravity is between 1-015 
and 1-025 and if (here arc no pathological substances there is 
probably nothing wrong with the kidneys. In hot weather the 
amount is diminished and the specific gravity raised. In the absence 
of sugar, a very rough estimate of the urea percentage can be formeti 
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by putting a decimal point between the last two figures of the 
speafic gravity, c.g., 1-023 = 2-3% urea rou^y. 

Maclean's Urea Concentration Test. — This is one of the simplest 
and most valuable tests of renal efficiency. It is carried out as 
follows; 

(a) The patient takes no fluid and is kept comfortably warm for 
three hours. 

(fc) He empties his bladder. 

(c) He drinks a fr^h solution of 15 grammes ounce) of urea 
m 120 c.c. (4 ounces) of water. 

(d) He passes urine 1, 2 and 3 hours after drinking the urea 
solution, and the urea content of each sample is estimated 
separately ; if the amount is Jess than 2% there is renal in- 
sufficiency. With healthy kidneys the urea in the second 
sample should be in the neighbourhood of 3%. 

For method of estimating urea see page 482. 

BLOOD-UREA. — -The normal quantity is between !5 and 40 
milhgtams per 100 c.c. and the test is a somewhat complicated 
affair for which a well-equipped laboratory Is required. Its greatest 
value is perhaps when it is done in conjunction with the urea 
concentration test, the blood sample being taken just before the 
second specimen of urine is passed. 

Volhard's iVater Elimination Test. — ^This is valuable in a cool 
climate but not if the patient is sweating ; It is carried out as follow s : 
(o) No fluid is given for 12 hours and the early morning specimen 
of unne is collected: the specific gravity should be between 
1-020 and 1-025. 

(6) Give 1| pints (1 litre) of water and collect hourly specimens 
of urine for four hours. 

(i) The whole amount drunk should be excreted in 4 hours. 

(ii) The specific gravity should be much low-er (1-002-1-010) 
than that of the overnight specimen. 

Renal msufficiency is indicated when only part of the fluid is 
excreted and when the specific gravity is about the same before and 
after the administration of fluid. 

A refinement is to estimate the percentage of urea in the various 
specimens. 

The advantages of the test arc its simplicity, its value, and the 
fact that no urea need be ^ven to the patient. 

Tlie Indigo Carmine Test. — ^This is used for estimating the rclathc 
efficiency of each kidney, but is largely superseded by pyelography. 
It IS earned out as follows: 

(а) Anaesthetize the patient’s urethra by injecting into it 3 c.c. 
of a 1% solution of Anethaine or Pantocaine and letting the 
patient empty his bladder after 10 minutes. 

(б) Pass a cystoscopc and fin the bladder w-iih sufficient w-arm 
normal saline to ensure a good view. 
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(c) Give intravenously 2 c.c. of a 0-4% solution of indigo carmine 
(i.e., 8 mg. or i grain indigo carmine in 2 c.c. water). 

(cf) Watch the ureters for the Orst appearance of blue urine : this 
should appear within five minutes. 

EXAMINATION OF FAECES (see also Dysentery.) 

It is important to remember that a negative opinion should not 
be given on one examination, but at least two or three should be 
made. 

(1) The Naked-Eye Appearance. — Colour often has a patho- 
logical significance, e.g., the colourless watery stool of cholera; 
the grey-white of membranous colitis due to large amounts of mucus 
or pus ; clay-coloured from excess of fat in obstructive jaundice or 
pancreatic deficiency or the large frothy stools of sprue ; black from 
the administration of purgatives, bismuth salts and iron — apart 
from these drugs black stools probably indicate bleeding in the 
upper part of the alimentary tract, which may be due to ulcer, 
carcinoma or ruptured varicose veins at the cardiac orifice. Repeated 
examination should be made for occult blood. 

Due to considerable haemorrhage in the large intestine 
and rectum. 

Green. — This may be due to mercury or colchicum. In infantile 
diarrhoea it is due to biliverdin from abnormal decomposition. In 
typhoid it may point to ulceration of the large intestine. 

yeffow.— Apart from drugs such as santonin, senna and rhubarb, 
it may be due to unaltered bile hurried rapidly through the intestine 
by increased peristalsis. 

Mucus.—- If present in quantity points to an irritated end inflamed 
large intestine. A small motion with much mucus points to chronic 
intestinal obstruction. 

Blood. — When black (melaena) the origin is the stomach or 
duodenum. This is also the case if brownish in colour and large in 
amount. If a hquid motion is evenly mixed with blood it probably 
comes from the large intestine. If on the surface of the motion it is 
probably from the rectum and is due to piles. 

Pus. — ^This is not usually seen unless tberc'has been rupture of 
an abscess. 

Parasites. — ^Tbe following may be recognized : tapeworms, 
roundworms and threadworms. 

(2) Microscopical Examination.— This _ is often useful to 
confirm macroscopic findings. In examination for parasites and 
ova, the spctitneTi mvist be f«sb atvd Co? Entamoeba hisialytlca 
should be kept warm; the organism may be present without 
symptoms of dysentery, and every case with symptoms of liver 
abscess should be examined for amoebae and cysts. Amoebae coli 
are non-pathogenic. Pathogenic bacteria are identified by culture ; if 
tubercle bacilli are found, and the source is not swallowed sputum, 
and mUk can be excluded, they probably come from tuberculous 
enteritis. 

Examination for Occult Blood. — Blood originaiing’from the 
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lower part of the alimentary tract may be found by microscopical 
examination. Blood originating from the upper part may be found 
by the following test, but the patient should not have red meat for 
24 hours before the coUecUon of the stool for testing : 

(fl) Take i c.c. stool in 2 c.c. distilled water and boil. 

(6) Make a fresh saturated solution of benzidine in glacial 
acetic acid. 

(c) Hydrogen peroxide (10 vols.). 

For the test, mix three drops offu), ten of (b), and twenty of (c). 
A blue colour quickly develops if occult blood is present. 

Poisons. — ^The following poisons are elimlnatt^ by the bowel: 
arsenic, lead, copper, phosphorus, picric acid, ergot, etc. 

LIVER EFFICIENCY 

(1) Recognition ot Jaundice; van den Bergh's Reactios. — 
The excess of bilirubin in the blood can be recognized by a colour 
reaction given by Ehrlich’s diazo reagent. It is possible to distinguish 
between three forms of Jaundice: 

(fl) Obstructive: Jaundice. — An immediate direct reaction is 
obtained, the maximal colour intensity appearing within 
10-30 seconds, the depth depending upon the amount of 
bilirubin present. 

(6) Haesiolytic Jaundice. — Id these cases if serum and reagent 
are mixed a negative or greatly delayed reaction occurs 
(1-15 minutes). This is confinned by the indirect reaction, 
which is performed by treating the serum with alcohol and 
centrifufaUziiig; the bilirubin dissolves in the alcohol to 
which the reagent is added; a blue colour is produced which 
slowly deepens. ' 

(c) Toxic and Infective Jaundice. — A biphasic reaction 
generally occurs in these conditions, on mixing serum and 
reagent; a faint red colour appears immediately, slowly 
becoming violet. 

(2) Laevulose Tolerance Curve. — ^The storage of sugar as 
glycogen is one of the most important functions of the liver. To a 
patient who has fasted fiom S p.m. 50 gm. of laevulose in 100 c.c. 
of water arc given at 8 ajn. Blood-sugar tests are made at 8J0, 9, 
9.30, 10 and 10.30. With normal metabolism the blood-sugar cunc 
should nse very little above 0-1%. 

There are several other methods of testing liver efficiency, such 
as direct examination of the gall-bladder contents, blood-cholesterol 
content, and testing another important function of the liver, namely, 
to neutralize toxins. 

PANCREATIC EPHCIENCY 

For the pancreas to deal effectively with the metabolism of 
carbohydrates it depends as much upon its internal secretion insulin, 
which can be accurately estimated by the glucose tolerance cunc, as 
on the external secretion passed into the intestines. There are a 
number of methods for estimating the efficiency of the latter, c.g., 
the sugar tolerance test. {See abow.} 
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LACTATION — See Obstefrrcs. 

LARYNX (See also Air Passages and Oesophagus-Foreign bodies in.) 

THE LARYNGOSCOPE. — Considerable practice is needed for 
the intelligent use of the laryngoscope, and every opportunity 
should be taken to gain experience. 

Method . — 

(o) Many patients can tolerate a laryngoscope mirror without 
a local anaesthetic, but if there is any tendency to “gag”, 
the back of the pharynx should be sprayed or swabbed two 
or three times at three-minute intervals with 5% cocaine or 
1% Anethaine. 

(b) Adjust the head-mirror or head-light (the latter is easier 
to use), tell the patient to open his mouth, and make sure 
that the light is right. 

(e) Take a gauze swab, put it on the patient’s lower Up and 
tell him to put out his tongue over it. Wrap the tongue in 
the gauze and draw it as fhr out of the mouth as it will 
come comfortably. 

(d) Warm the laryngeal mirror in a spirit flame, test it on the 
back of your hand and insert it in the patient’s mouth so 
that i( touches the posterior pharyngeal wall. (Beginners 
generally have it too far forward.) 

(e) Tell the patient to say “Ah” then “E” and watch the 
movements and condition of the vocal cords and of the 
surrounding structures {see Fig. 26). 

Patignbs front 


Fig 26 — Laiyngoscopic view. 

Normally the vocal cords stand but as pearly-white structures,' 
which move freely and symmetrically. 
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Acute Lary-ngUis. — cords arc red, the fossae suoUen and 
there may be flakes of mucus about 

Diphtheritic Laryngitis. — ^This is usually accompanied by consider- 
able ssselling, the greyish membrane being on the false cords. 

Chronic Laryngitis. — ^The cords are reddish. 

Fibroma of a Cord. — This is seen as a small nodule. 

''Clergyman's Sore Throat".— "YYAs shows as tvi-o small nodules 
opposite to each other. 

Tuberculosis often begins in the inter-aiylcnoid fold, sshereas 
syphilis more commonly begins at the anterior end of the \ocal 
cords These generalizations are not insariable and either disease 
can severely linage or destroy the larynx. Tuberculous cases havu 
tubercle bacilli in the sputum and often lesions in the lungs, whereas 
syphilitic cases have a positive blood test 

Carcinoma. — This may afl'ect one or other cord, “intrindc”, or 
spread beyond the larynx, “extrinsic**. 

Paralysis. — ^This may afl'ect one or both cords owing to loc^ 
conditions such as aneurysm, growih or injury, or may occur in 
diseases of the nervous system. 

Finally, the irritative cou^ that frequently follows influenza 
or other respiratory diseases is often doe to catarrh of the inter- 
arytenoid fold of mucous membrane. 

TREATMENT.— 

Acute Laryngitis. — ^This is best treated by chemotherapy coupled 
with soothing inhalatioos such as the vapour of Friars’ bal^m 
(a teaspoonful poured on to very bot water in a basin, the patient 
covering his bead with a towel and inhaling the steam and vapour). 
A better system is to use a Nelson’s inhaler. -InsuSation wi^ 
pemcillin-sulphathiazole powder is also widely used. 

Chronic Laryngitis. — ^The patient must not use his voice. The 
cause IS treated when possible, and inhalations are ^ven as above. 

Tuberculous Laryngitb. — if there is pulmonary tuberculosis as 
well, a striking improvement in the larynx may follow successful 
treatment, such as artificial pneumolborax of the lung. 

Where a Bumey-Yeo inh^er is used a favourite prescription is 
the following: 

R MenihoL gr 15 

GuaiacoL .. .. .. .. .. 5 , 1 ; 

Chloroform. .. .. .. .. .. 5j 

OLPmiSjlr. 11130 

01 . Eucalypti rri 30 

SpinL Vioi RecC ad .. .. •• 5j 

Growths. — ^These can be removed by diathermy, and malignant 
growths are treated by radium or X-raj’s, but these method are for 
the specialist. 

TRACHEOTOMY. — ^Ttus is required for the relief of obstruction 
or sometimes as a preliminary to operation. In cases of obstruction 
do not wait too long; the indiawiog of the intercostal spaces at 
each inspiration is a definite indication for immediate trad^tomy. 
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The operation should not be hurried; the head and neck are 
often congested owing to asphyxia, and if a panic-stricken slash is 
made into the trachea the patient is far more likely to lose his life 
through inhaling blood than to gain it through free respiration. 
Haemostasis must be complete before (he trachea is opened. 

Anaesthetic . — An unconscious patient needs no anaesthetic. Local 
anaesthesia by means of about 5 c.c. of Novocain with i c.c. of 
adrenaline is adequate for most other cases. General anaesthesia is 
usually dangerous because of its effect on respiration, but may be 
required for a child. Gas and oxygen, or ethyl chloride are the 
least dangerous. In cases in which there is a suitable vein, Cyclonal 
or Pentolhal Sodium may be used. It is better to perform a painful 
operation than to lose the patient's life through misplaced Idndness. 

Method . — The following are required; Knife, scissors, two 
dissecting forceps, six artery clips, two retractors, tracheal dilating 
forceps (Bowlby’s), outer and inner tracheotomy tubes, catgut, 
silkworm gut, needles, swabs, and an electric torch. This last is 
most necessary for quickly finding Weeding points and landmarks, 
and in case the lights fad, as they did m Quetta on one occasion 
when the writer had to complete the operation in the dark. 

After the |)attent's skin has been painted with iodine and the 
anaesthetic injected or administered: 

(n) Put a sand-bag or pillow behind (he patient’s shoulders so as 
to extend the neck fully. Whenever possible the head end of 
the table should be well raised (reversed Trendelenburg 
position)— this diminishes bleeding. 

(b) Holding the patient’s cricoid cartilage firmly between the 
left thumb and forefinger make a vertical incision at least 
one and a half inches long exactly in the midlme just below 
the cricoid. 

(c) As soon as the skin and subcutaneous fascia are incised the 
assistant catches all bleeding points and widely retracts the 
edges of the wound. If the isthmus of the thyroid gland is seen 
in front of the trachea (usually ringi 2-4) it can be drawn 
downwards, otherwise it is cut across and each side caught in 
a haemoslat. A good many veins are encountered and the 
pre-tracheal fascia obscures the view of the trachea. A simple 
method of exposing the trachea is to make a small transverse 
incision down to the cartilage of the lower end of the cricoid ; 
through the hole thus made in the fascia, thrust the blades of 
a pair of scissors astd open them out ; replace them by one 
blade of an artery forceps and close the forceps. Insert another 
artery forceps in the same way alongside the first and close it. 
Then cut Iwtween the forceps and the trachea is exposed 
cleanly and bloodlessly (Digby, quoted by Hamilton Bailey). 

(d) With the edge pointing forwards thrust the point of the knife 
into the trachea and incise about three rings. 

(?) Turn the knife blade through ninety degrees; this opens the 
trachea. Before remowng the knife insert Bowlby’s tracheal 
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dilating forceps and open them, so as to facilitate insertion of 
the lube, or compressing the two blades together, insert the 
outer component of the tracheotomy tube, wrap some sulpha- 
thiazole gauze round it where it enters the wound, and lie the 
tapes. 

(/) Replace artery clips by ligatures, powder the wound with 
sulphathiazole and sew up as much as necessary; apply 
dressings and insert the inner component of the tracheotomy 
tube. 

The air inhaled through a tracheotomy opening is not warmed or 
moistened by passage through the upper respiratory passages, so 
great care must be taken to ke^ the air w'arm and moist for the 
first week or two after the operation. 

If the patient shows signs of dyspnoea it is generally due to 
mucus or blood in the tube, which must be taken out and cleaned ; 
m any case the irmer tube must be cleaned once or twice daily. If 
the tracheotomy is to be permanent some patients find a rubber 
tube more comfortable than a silver one. 

LEAD POISONING— See PJumbism. 

LEECHING 

Leeching is used for the abstraction of blood from congested 
parts inaccessible to wet cupping. 

There are two varieties of natural leeches, their capacity t’aiyjng 
from 3j to 3iv (4 - 16 c.c.). The artificial leech consists of a small 
cupping apparatus and a scarifier. With this about an ounce of 
blood can be withdrawn. 

The number of leeches applied at onetime should be from 1~6. 

The site of the leeching should be shaved and well washed with 
soap and water. The leech is applied to the part in an inverted 
test-tube. If it refuses to take hold, the skin may be punctured or 
rubbed with a little sweetened milk. Once the leech has taken hold, 
it should not be disturbed until it is full, when it will drop off; 
sprinkling with salt will make it let go. 

When the leech has dropped off, more blood may be removed by 
applying a hot fomentation. The bite is finally cleaned with sterile 
water and a gauze dressing applied; if the bluing is still trouble- 
some, a little alum or a compress of adrenaline hydrochloride, with 
pressure, will stop it. 

Leeches should not be applied to parts with much loose connective 
tissues, such as the scrotum, bbia, penis and eyelids; otherwise, 
extensive ecchymosis may result. They should not be applied 
directly to an infiamed surface, as their bite is irritating. 
LEISHMANIASIS 

Kah-Azar is caused by infection with Leishmania donavanl from 
a sand-fly bite, Phlebotomus argentlpes being the vector in India, 
where the disease is endemic in the Ganges and Brahmaputra 
valleys and deltas; indeed, except for two small areas in Madras, 
it IS practically confined to these areas. 
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“The sand-flies are found in the largest numbers in cattle shed 
well protected from tvind currents. They are also found in th 
ground-floor rooms of houses, when these are damp and ill-ventifate< 
and have a broken or unpas-ed floor, and especially in rooms will 
a window opening on to a courtyard where ducks, chickens o 
goats are kept. In the rural areas they can be found in almost an; 
hut, but they prefer those with thick mud walls, which continuall; 
draw up moisture from the ground; they can find comparative!) 
cool humid conditions at almost any time of the year.” (Napier— 
Principles and Practice of Tropical Medicine.) 

From this description the reader will be able to deduce how tc 
prevent and how to avoid infection with kala-azar. 

INCUBATION PERIOD. — The incubation period is not certain 
but is probably beivseen two and four months. Some years ago the 
writer saw a fully-developed case in London; the patient had left 
Bengal twelve months before and “so far as he knew had had fevei 
for about four months”. 

DIAGNOSIS.— Apart from the history, the enlarged spleen and 
liver and the presence of anaemia, the best clue is perhaps the 
biphasic temperature curve, the temperature generally being high in 
the middle of the day, falling in the afternoon and rising again at 
night, only to fall by the next morning. 

In most cases splenic puncture shows the parasites, sometimes 
in enormous numbers. If the disease Is suspected, but the spleen is 
not enlarged, sternal puncture should be earned out. The former is 
done with a fine hypodermic needle and syringe, just below the tip 
of the last rib, and over an area where the spleen is dull to per- 
cussion: sternal puncture can be done with a lumbar-puncture 
needle to one or other side of the middle line. In both procedures 
local anaesthesia is required for the skin and subcutaneous tissues. 
Splenic puncture should be carried out gently but quickly, with the 
patient holding his breath, otherwise there is danger of tearing the 
spleen. (It is not necessary to suck the blood actually into (he 
syringe.) 

TREATMENT. — Low and Sen Gupta, in a personal communica- 
tion, sum up as tbllows: 

“(1) In Indian kala-azar, the pentavalent antimonials are 
excellent in the vast majority of cases. These include several 
drugs sold under proprietary names — Urea Stibamine, 
Ammostiburea, Stiburea, etc. "nie dose for an adult is 2*7 to 3 gm. 
Neostibosan (Bayer) was excellent but is no longer available and 
there appears to be no equivalent. 

(2) Diamidinostilbene (stilbamidine) is definitely inferior to 
pentamidine. The trade name of the latter is Pentamidine 
(M. & B. 800). 

(3) The following other drugs are of value in kala-azar: 

(i) Stilbamidine (M. & B- 744). This drug is not recommended 

for routine use in kala-azar. It is rather toxic and in a 
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considerable proportion of cases its use is foUonxd by the 
appearance of sensory chan^ in the face caused by damage in 
the neighbourhood of the fiftb-neni! nucleus. Its use is justified 
in three tjpes of cases: (o) those not responding properly to 
antimony in full doses ; (6) those showing h>per-sensiti\-ensss to 
antimony; and (c) in patients with both kala-azar and pul- 
monary tuberculosis. Sulbamidine is definitely contra-indicated 
in cases showing severe jaundice, haemorrhages or nephritis. 

00 Slibatin is the British cquisalent of Solustibosan (Bayer). 
It IS a fairly satisfactory drag and has the advantase that it 
can be gisen intramuscularly. This is scry useful in young 
children. The immediate cure rate of kala-azar with Subatin 
is hi^ but the relapse rate is of the order of 1 2-15%.” 

(ill) If the above are not aA-ailable, gi\c intrawnous tartar 
emetic, i grain in 2 c.c. of sterile water, daily. Begin with 
•J grain, and increase by that amount up to 2 or 2^ grains per 
dose. The course is 2(1-30 injections, about 40-60 grains in all. 

CUTANEOUS LEISHMANIASIS (Tropical Sore).— This is 
caused by Leishmania tropica, which is serologically distinguishable 
from that causing kala-azar, and transmitted by different vectors, 
namely, Phicbotomus papatasU and P. sergenil, which differ from 
P. argeniipcs in their taste for the dry, sandy canh of Baluchistan 
and the frontier. 

DIAGNOSIS. — ^Tropical ulcer should be suspected if a person 
in or from an endemic area has an indolenu painless ulcer on an 
exposed part of the body where the skin is thin. A scraping should 
be taken, stained with Leishman or Giemsa stain, and eumined, 
when the typical Leishmania tropica bodies will be seen. 

TREATMENT. — After many years in Baluchistan the writer 
came to the conclusion that a thorough scraping with a sharp spoon 
under quick general anaesthesia such as gas, ethyl chloride, PentolhaJ 
or Cjxlonal Sodium gasc the quickest and the best results. 
Vaseline or Cibazol ointment on gauze, followed after a few days 
by Elastoplast forms an excellent dressing, and the ulcer, if not more 
than half an inch in diameter, is healed in a fortnight 

The earlier the treatment is begun the greater the success and the 
smaller the scar. 

In A cry early cases CO, snow may cure the condition or it may be 
possible to excise the ulcer completely and sew up the incision. 

If the ulcers are multiple (after the Quetta earthquake some 
patients had hundreds) intrasenous antimony should be ^ven as 
for kala-azar, but the new diamidme drugs are apparently without 
effect. 

LEPROSY 

INFECTIVITY. — ^The oinnion of the Central Advisory Board 
Committee is as follows : 
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(i) A child bom of an infective parent and removed at birth 
practically never develops leprosy. 

(ii) Children so born but not separated from the infective parent 
develop leprosy in a high proportion of cases (up to 80%) 
although it may be years before the disease shows itself. 

(iii) An adult similarly exposed to infection, e.g., the wife or 
husband, develops the disease comparatively rarely (5-10%). 

(iv) Close continued contact is the most dangerous. 

(v) It appears that casual contact rarely transmits the disease 
in adults but may commonly do so in children. 

(\i) In India it seems probable that 70-80% of lepers are non- 
infective but there are great regional variations. Muir states 
that “In adults, severe or prolonged debility frequently 
changes a mild or latent infection into a virulent and rapidly 
progressive form.” 

Practically all cases of leprosy are acquired from patients with the 
cutaneous variety, in whom also the nasal discharge often teems 
with lepra bacilli. 

If repeated skin clippings and nasal swabs arc negative for lepra 
bacilli, a case can be considered non-infective. 

TREATMENT,— In addition to special treatment with hydno- 
carpus (chaulmoogra) oil, or, indeed, before this is begun, it is 
essential to treat any other disease that may be present, such as 
malaria, chronic dysentery or hookworm disease, and to improve 
the patient’s general health by means of fresh air, good fresh food 
and reasonable exercise. 

Obviously, both the special and the general treatment can be 
carried out best, or at any rate begun, in an institution {see list below) 
and this should be advised in every case, for the following reasons : 

The patient has the benefit of treatment by experts. 

Laboratory tests can be carried out, oflen a great help m treat- 
ment. 


Concurrent diseases receive proper and thorough treatment. 
Special food, good sleeping quarters, fresh air and carelully 

graduated exercises are all provid^. _ . . . 

The patient is taught how to look after himself after ms fetum 
home, what to eat, what to do and what not to do. Last, but not 
least, he enters a hopeful atmosphere and has the invaluable and 
recurring stimulus of seeing other patients being discharged curecL 
If no institution is near enough for use by the ordinal 
and if there are several or many cases of leprosy in a ® ’ 

the doctor is very strongly advised to attend a course of ^struct 
at a recognized institution and to set up his own leprosy c 
his return; by doing this he will probably earn more 
money, but it is for him to decide which he prefers. In looia, 
doctor who is loved by the poor can always have a good practice 
among the rich. 

. Unfortunately at the present time there is only about one 
institutional bed for every hundred lepers. 
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considerable proportion of cases its use is followed by the 
appearance of sensory changes in the face caused by damage in 
the neighbourhood of the fifth-nerv'c nucleus. Its use is justified 
in three types of c&sssi (a) those not responding properly to 
antimony in full doses ; (i) those showing hj-per-sensitis-eness to 
antimony; and (e) in patients with both kala-azar and pul- 
monary tuberculosis. Stilbamidine is definitely contra-indirated 
in cases showing ses’ere jaundice, haemorrhages or nephritis. 

(ii) Stitetin is the British equisulent of Solusdbosan (Bayer). 
It is a fairly satisfactory drug and has the advantage that it 
can be gis'en intramuscularly. This is very useful in young 
children. The immediate cure rale of tala-azar with Subatin 
IS hi^ but the relapse rate is of the order of 12-15%.” 

(ui) If the above are not a\'ailable, intras'cnous tartar 
emetic, i gr^ in 2 c.c. of sterile svater, daily. Be^ with 
i grain, and increase by that amount up to 2 or 2} grains per 
dose. The course is 20-30 injecdons, about 40-60 grains in all. 

CUTANEOUS LEISHMANIASIS (Tropical Sore).— This is 
caused by Leishmania tropica, which is serologically distinguishable 
from that causing kala-azar, and transmitted by oiETerent vectors, 
namely, PhUbotomus papatasii and P. sergenti, which differ from 
P. argentipcs in their taste for the dry, sandy earth of Baluchistan 
and the frontier. 

DIAGNOSIS. — ^Tropical ulcer should be suspected if a person 
m or from an endemic area has an indolent, painless ulcer on an 
exposed part of the body where the skin is thin. A scraping should 
be taken, stained with Leishman or Giemsa stab, and examined, 
when the typical Leishmania tropica bodies will be seen. 

TREATMENT. — After many years in Baluchistan the writer 
came to the conclusion that a thorough scrapbg with a sharp spoon 
under qmck general anaesthesia such as gas, ethyl chloride, Pentothal 
or Cyclonal Sodium gave the quickest and the best results. 
Vasehne or Cibazol omtment on gaure, followed after a few days 
by Elastoplast forms an excellent dressing, and the ulcer, if not more 
than half an mch m diameter, is healed in a fortnight 

The earlier the treatment is begun the greater the success and the 
smaller the scar. 

In very early cases CO. snow may cure the condition or it may be 
possible to excise the ulcer completely and sew up the bcision. 

If the ulcers arc multiple (after the Quetta earthquake some 
patients had hundreds) btravenous antimony should be given as 
for kala-azar, but the new diamidbe drugs are apparently without 
effect 

LEPROSY 

INFECnVITY. — ^The o|wuon of the Central Advisory Board 
Committee is as follows: 
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(i) A child bom of an infective patent and removed at birth 
practically never develops leprosy. 

(ii) Children so bom but not separated from the infective parent 
develop leprosy in a high proportion of cases (up to 80%) 
although it may be years before the disease shows itself. 

(iii) An adult similarly exposed to infection, e.g., the wife or 
husband, develops the disease comparatively rarely (5-10%). 

(iv) Close continued contact is the most dangerous. 

(v) It appears that casual contact rarely transmits the disease 
in adults but may commonly do so in children. 

(\i) In India it seems probable that 70-80% of lepers are non- 
infective but there are great regional variations. Muir states 
that “In adults, severe or prolonged debility frequently 
changes a mild or latent infection into a virulent and rapidly 
progressive form.” 

Practically all cases of leprosy are acquired from patients with the 
cutaneous variety, in whom also the nasal discharge often teems 
with lepra bacilli. 

If repeated skin clippings and nasal swabs arc negative for lepra 
bacilli, a case can be considered non-infective. 

TREATMENT.— In addition to special treatment with hydno* 
carpus (chaulmoogra) oil, or, indeed, before this is begun, it is 
essential to treat any other disease that may be present, such as 
malaria, chronic dysentery or hookworm disease, and to improve 
the patient’s general health by means of fresh air, good fresh food 
and reasonable exercise. 

Obviously, both the special and the general treatment can be 
carried out best, or at any rate begun, m an institution (see list below) 
and this should be advised in every case, for the following reasons : 

The patient has the benefit of treatment by experts. 

Laboratory tests can be carried out, often a great help in treat* 
ment. 

Concurrent diseases receive proper and thorough treatment. 

Special food, good sleeping quarters, fresh air and carefully 
graduated exercises are all provid^. 

The patient is taught how to look after himself after his return 
home, what to cat, what to do and what not to do. Last, but not 
least, he enters a hopeful atmosphere and has the invaluable and 
rewrring stimulus of seeing other patients being discharged cured. 

If no institution is near enough for use by the ordinary people, 
and if there are several or many cases of leprosy in a town or village, 
the doctor is very stron^y advised to attend a course of instruction 
at a recognized institution and to set up his own leprosy clinic on 
nis return ; by doing this he will probably earn more gratitude than 
^oney, but it is for him to decide which he prefers. In India, a 
doctor who is loved by the poor can always have a good practice 
among the rich. 

. Unfortunately at the present time there is* only about one 
institutional bed for every hundred lepers. 
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temperature of ]25‘’— ISS” C. Such a temperature insures 
instantaneous sterilization. 

Though various forms of injection (intramuscular, subcutaneous, 
intravenous and intradermal) have now taken precedence of the 
older methods of inunction and oral administration, the latter are 
still often used as supplementary methods. 

INTRADERMAL INFILTRATION.— This method undoubtedly 
gives better results than intramuscular and subcutaneous injections ; 
it is not difficult for any leprosy worker to satisfy himself on this 
point by treating some of a patient’s lesions by intradermal infiltra- 
tion and leaving others to serve as a control. In patients in whom 
the skin areas involved are too small to permit giving the desired 
doses by the intradermal route alone, supplementary intramuscular 
or subcutaneous injections may be given. 

Objections have been raised that, as leprosy is a general disease, 
infiltration of skin lesions will not affect the disease as a whole, 
especially in the internal organs, but there is reason to believe 
that the benefit of these injections is not confined to tbs iesions 
infiltrated. 

For intradermal infiltration either the pure oil or the esters may 
be used, with the addition of 4% of creosote. The oil is more slowly 
absorbed, but in patients with extensive lesions it may take several 
months before the whole affected area of the skin can be infiltrated, 
and prolonged retention of the drug in the lesion may increase the 
local effect. 

The viscosity of the oil may also be lessened by heating it on a 
water bath to 55® C. The greater difficulty of injecting is still further 
overcome by using a short guarded needle. The oil is necessarily 
much cheaper than the esters, and it is easier to insure uniform 
quality. The H. wighliana oil obtainable in India, with 4% of creosote 
added, causes on the whole no more irritation than the creosoted 
esters. 

Technique of Intradermal Injection . — A small syringe is used 
and, except for reaching the deeper lesions, a short gua^ed needle 
is convenient, as it controls the depth of puncture. The quantity of 
drug to be injected is drawn up or poured into the syringe; if oil is 
used, its temperature must be at least 55® C. The area to be injected 
is marked off with a grease pencil and sterilized with spirit or iodine. 
Infiltration is made throu^ multiple punctures, 6-10 ram. apart. 
From 0-05-0*! c.c. is injected at each puncture, so that in order to 
give the maximal dose of 6 c.c. some 60-120 punctures are required. 
If a large area has to be covered, the punctures may be spaced more 
widely. The needle should be sloped to an acute angle wjth the skin 
surface, and should not enter to a depth greater than 2-3 mm., 
except in the case of deeper lesions. 

In patients with marked fibrous nodules it is sometimes well to 
begin treatment by infiltrating these first, the more diffuse lesions 
being treated later. With an ordinary hypodermic needle 2-4 drops 
of the drug are slowly injected into the middle of the ncwule, which 
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first will swell and bier shrinV, with or without liquefaction and 
discharge. 

-Dorr— The dose will sary according to the tolerance of the 
patient, from 0-5-5 cc. being phen once or twice a weet. In active 

S tients in pood condition the brper doses arc tolerated, but. as 
s been said, it is well to bepin with the small doses and pradoally 
work up. Pam and ulceration may result if too much is injected at 
one point, if the injection U loo superficul or if the dru; is unduly 
imiatinp 

Almost all skin areas showing cither visible lesions or deep 
analgesia, due to local invasion by B. leprae, are suitable for treat- 
ment b> this method, but secondary- ncura! lesions should beat oided. 
Since lesions may be present without outward signs, one should not 
nccesvarvly consider the absence of a visible lesion as a contra- 
indication for infiltration if analpesb isprtsenL 
"ftTicn lesions are widespread ti is often w-ell to begin with the 
back of the trunk, ai the skin Is test sensitive and the process of 
injection cannot be teen by the patient; the face and other more 
sensitive regions may be treated when the patient has become 
accustomed to the injwions, A record of treatment may be chaned 
to ensure systematic covering of all areas alTrctcd. 

As a rule, at least one month should ebpsc before any lesion is 
re-mfiltratcd, so as to pive time for the induration caui^ by the 
previous injection completely to disappear; otherwise considerable 
pain and even uJeention may occur. Spots of hyper-piprseataiion 
remain at the old sites of puncture, and the new punctures should 
be made between these. Analgesia i$ generally less in areas already 
infiltrated, so that more pain is felt on each successive occasion. 
As a rule, however, patients arc willing to suffer pain when they sec 
definite improvement, Wth patients showing high general resistance 
and few lesions it may be sufficient to infiltrate all the lesions at 
one or two sittings and not repeat treatment for a month. 

Intrcamiscuhr and Suhewanfous Methods . — fn some cases intra- 
dermal injections may be found impracticable, and in these the 
intramuscular and subcutaneous methods may be used. For intra- 
muscular injection the gluteal region is the site of choice. Injections 
are given deep into the muscles. arefuUy avoiding the bone and the 
sciatic nerve. The patient preferably should be seated on a stool. 
The dose should be divided into several portions, the needle being 
partly withdrawn and re-inserted at a different angle after each 
portion IS rnjeefed. Similar injections may be given subcutaneously 
in divided doses, not more than one cubic centimetre being injected 
at any one point. Deep massage should be applied after injection in 
order to facilitate absorption. 

Thc usual dosage is 0 5 cx. rising to 6 c.c. and given once or 
twice a week, according to tolerance. 

Supplementary TVectmenl.— Absorption of leproraa can be 
promoted by various applications to the skin, such as rubbing with 
chaulmoogis. or other kinds of oil. hot baths, and the application 
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of caustics — COj snow is useful for application to nodules. For 
macules or diffuse lesions painting with a solution of trichloracetic 
acid is at least as effective and much easier to apply, and its effects 
are easier to control. A 1 in 3 solution in distilled water is painted 
on one or more of the macules or, when the disease is diffuse, on 
an area of 2-3 square inches according to the tolerance of the 
patient. As this dries a moderate degree of whiteness should appear, 
otherwise the painting is repeated. The whitened appearance makes 
it easy to regulate the amount of painting, and to avoid excessive 
application which might result m ulceration. A different area may 
be painted at each sitting, but no part should be repainted for a 
month, or till the signs of cutaneous irritation caused by the previous 
application have entirely disappeared. Even stronger solutions, 
with advantage, may be applied to nodules. 

OTHER DRUGS. — We have given above the lines of treatment 
which, after many years of careful experimentation, we have found 
most useful, and which we therefore recommend. We strongly urge 
workers with limited experience, or limited opportunities for carrying 
out carefully controlled experiments, to accept our recomrocadatioas 
as at least a basis of treatment. No one who nas not become familiar, 
through long experience, with the course of leprosy jn its many 
stages, phases and phenomena is qualified to evaluate the results 
obtained with new drugs still in the experimental stage. 

The heavy metals— arsenic, antimony, mercury, gold, copier— 
and also the aniline dyes, are, m small doses, capable of desensitizing 
patients suffering from a chronic mild form of lepra reaction which 
18 very frequently present. Probably the improvement which so 
many observers claim from their use is, in large measure, due to 
this fact. 

Excessive treatment with chaulmoogra oil and other drugs, by 
depressing the system and thus weakening the power of the tissues 
to react to B. leprae, causes flattening out of skin lesions, apparent 
clinical improvement and temporary amelioration of neural 
symptoms, but the infection is not lessened in this way, and, in 
the long run, the patient’s condition is found to be worse. 
Undoubtedly many remedies have received a false reputation on this 
account. We would again warn our readers that no real improve- 
ment can be made through any drug yet known apart from raising 
and maintaining the general health of (he patient. 


List of iNsrirurroNs and Clinics where Treatment of 
Leprosy Cases is Carried Out 


Name of the Cltmc or 
PrOMnee Institution 


Address 


Assam. 


KongpoXpi l«per Asylum 
Leper Asylum 
Charitable Dispensary 

Leper CLnic 
Charitable Dispensary 


Kongpokpi, Manipur. 
Sylhet. 

Habiganj. 

SjJcbar. 

Shillong 

Tezpur. 
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Prorintt 
Atum 

brnc^l- 


G^uhjli Cmic 
Lmoty 

nryon Lfr«f Howe 
(iiorijithati tepnHf 
Msluta M •• 

InJpur » .. 

Rirlurj Sid^r ^ 

OndJ « „ 

7a)-l3ritf» ^ .. 

Ramtunl le^et llooc 
FaiKifxlh Ler^oty Oir.ic 
Auimrn ,, w 

Chaidihi 

Aunut M w 

KuJti 

Jamuria ^ „ 

llanpet ^ „ 

OiaVfpfh „ ^ 

AUih 

SaMah Cimc 
Bhairwt ~ 

Oewli 

Got^u M 
Lafsaih ~ 

BaJtena • 

Rampuchal Lerrmy CliOK 
lllamha/ar ^ „ 

Md. Harar « 

HtUmour ^ « 

Saiothu „ „ 

noWfur ^ .. 

Na(hau ^ ^ 

Labnir .4 .. 

Nanoor ^ „ 

KvRdaU ^ „ 

DaaudetT'a*’ m .. 

Rajnairore ^ ^ 

NiVraVonda „ ^ 

tUIijun M •• 

Sulianpur ^ „ 

Dofra 

Chuia^nt Sactar Lct'roty 
Clinic 

Baptist Mi«ion Leper 

School ofTropical Medicine 
Albert Victor Hospital 
Kalighat Leprosy Cltnic 
ManiVtaU „ „ 

Port Commissioners „ 

Dacca Misnmpal „ 

Ceorral iait .. 

Milford Hospital Clinic 
Khansama Clink 
Seiabgunj ^ 

Aalimpcng Leper llospiiai 
Da^on Leprosy aiiitc 
Cbudrabhat .. 


Ad<lrf$t 

Gauhati. 

No* tony 

Dbubri 

BarVufa. 

fJand/alhaii. Rtnitir. 
Maliara, Haniura. 
Pankura 

Ondj, ILjflLurs. 
TaJdanpra, Dankura 
Rapijtiii). Burdrran. 
Kajbundh. ^ 

Auicram. .. 

Oakd.hi. M 

AuRsoL M 

KulU. 

Jamisru. » 

llanpur. m 

Dishetyafh. m 

AIJ.^ ^ 

kluJnapur. 


Rampurhal. Biibbum. 
Illarebaaar, « 

Md. lUiar, „ 

Htumpur, » 

Samthu, h 

Bolerur, m 

SaLhati, ^ 

Nanoor, m 

Kundala. ^ 

flasudebpur. ^ 

Rajnaporc. ^ 

Nakrakonda, „ 

Bilijun, „ 

Sulianpur. m 

Dopra, „ 

OuiUcong 

Clundraghona, Otttu- 
gong. 

Caloitu 

Cobra. Calcutta. 
Kalifhal. Cakutca. 
Mantklala. ^ 
Calcutu. 

Dacca. 

Khansama, Dinajpur. 
Sciabgunj. ,. 
DaijecJine 
Dagnon, HowTah 
Chandrabhag, Howrah. 
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Pro\ince 

iicngat. 


Bihar & Orissa. 


Bombay. 


Burma. 


Central Provinces. 


Ag.TrfaIa Leprosy „ 

Berhampur „ „ 

Beldanga „ „ 

Bhagawangola „ 

Ramnagore „ „ 

Kendua „ „ 

English Bazar „ 

Nachole „ „ 

Katiachak „ „ 

Krishnagore 
Nabadwipa „ „ 

Debagram „ .. 

Chatmohar Leprosy Clinic 
Sitlai „ „ 

Badalgachi 
Lalitnagor „ 

Kashiadanga „ „ 

Bhagalpur Leper Asylum 
Cuttack 

Purulia Leper Asylum and 
Home. 

Oaya King Edward VII 
Memorial Leper Asylum 
Saldoha Leper Colony 

Mayurbhanj Leper Asylum 
Belgaum „ 

Mtrai „ 

Nasik 

Khondwa „ 

Poladpur „ 

Pui „ 

Sholapur „ 

Friends’ „ 

Acwarth „ 

D.M.P 
Mandalay Leper Home 
Moulmein „ » 

St. John’s Leper Asylum 
Leprosy Qinic, General Hos- 
pital 

Kemendme Leper Asylum 
Hlegu Leprosy Clmic, Hlcgu 
Hospital. 

Dabem Leprosy Clmic 
Monywa Leper Colony 
Leper Colony 
Mandalay Skio CLnic 
Mmba Leprosy ,> 

Bethesda Leper Home 
Chandkuri „ » 

Santipur „ .< 

Kolbara Leper Asylum 
Victoria Leper Home 
„ M A^lum 


Agartala, Hill Tippera. 
Berhampur, Murshida- 
bad. 

Beldanga, Murshidabad. 
Bhagawangola, Murshi- 
dabad. 

Ramnagore, Murshida- 
bad 

KentJua, Mymensmgh. 
English Bazar, Malda. 
Nachole, „ 

Kaliachak, „ 

Krishnagore, Nadia. 
Nabadwipa, „ 
Debagram. ,. 

Chatmohar. Pabna. 

Sitlai, „ 

Badalgachi, Rajshahi. 
Lalitnagor, „ 

Kashiadanga. „ 
Bhagalpur, B & O. 
CutUck, 

Purulia, „ 

Gaya. „ 

Saldoha, Sanihal Par- 
ganas. 

Mayurbhanj State. 
Belgaum. Bombay. 

Miraj 

Nasik 

Khondwa, Poona. 

Poladpur 

Pui. 

Sholapur. 

Vengurla 

Matunga. 

Ratnagiri. 

Mandalay. 

Moulmein. 

Mandalay. 

Rangoon. 

Kemendme. 

Hlegu, Insein. 


Monywa. 

Kengtung. 

Mandalay. 

Mmba. 

Champa. 

Chantikuri. 

Dhamtan. 

Ellikpur. 

Jhargaow, Mungati 
Patpura. 
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ProMnee 

Central Provinces. 


Centra) India 


Hyderabad 

CNizam't). 


Nepal 

Punjab. 


A’ome of the Ctime or 

Jnstitutum 

Leper Home 
Raipni Leper A^lom 

Dbaraiwa Cbiuc. 

Kharori „ 

Bhilai „ 

Garur „ 

Simea „ 

Pamgarh „ 

Nawagarh „ 

Mustun „ 

Sheonngrayan^ 

Pathana „ 

Kurud M 

Hirri „ 

Jaijaipur 
Palan „ 

Arang 

Aijum 

Henderson Memorial Leper 
Home. 

Indore King Eda'ard Hospital 
Leprosy Oinic. 

Sehore Le^ Asylum 
Dichpali Leper Home and 
Hospital. 

Leprosy Cbnie 


Addrta 

Rajnandgaon. 

Raipur. . . 

A’ame of the C/ime- 
•Drug dinic- 

BalM » 

Bhaupara 
Balodabazar 
Champa „ 

Horst .. 

Aojangaon „ 

AVot 

Burhanpur 
Shahapur „ 

Pandhana .. 

Sausar 

Khandu-a .. ^ 

Partwara Qinic tn Berar. 
One Clinic near Beiul. 

Address 


Sebore. 

Dichpali. 

Narayaapel. 

KaluaVurti. 

MaklhaL 

Gulburga. 

Nander.v. 

PaibhanL 

Aurangabad. 

Kanmnagar. 

Dhir. 

Bidar. 

Osmanabad. 

Nizanubad. 

Armoor. 

Yellareddj. 

Bodhan. 

Kamareddy. 

Bansv-ara. 

RaiChuT. 

Cunganatl. 

Haoamkunda. 

Kaumucdh. 

Oharamsala. 

Shahpur. 

Kangra. 

Nagrota. 

Thurl. 

Papfola. 

Jogindamagor. 

Sujanpur. 

KuJu. 
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Province 

Punjab. 


United Provinces. 


South India. 


Name of the Clbtle or 
InsliMlan 
Leprosy Qiotc 


Home 


Grace Otway Mayre Leper 
Asylum. 

Leper Home 
„ Asylum 

Maclaren Leper Hospital 
Chevayur Leper Asylum 
Kodur „ » 

Dayapuram Leper Home 
Oethesda Leper Asylum 
Leper Home 

Philadetphia Leper Asylum 
Debendra Nath MuIIik Leper 
Home. 

Vizianagram Leper Home 
Lady'^iUingdon Leper Settle- 
mcnt. 

H.Q. Govt Hospital 
Ammapet Municipal Dispens- 
ary Leprosy Oinic. 
Nethimedu (Diwan Bahadur) 
S. Eiiappa ChettUr’s Lep- 
rosy Clinic. 

Suramangalam Leprosy Cluuc 
Yercaud Leprosy Clinic 
Sendamangalam Leprosy 
Dinic. 

Elur Lepro^ Oioic 
Nallur „ „ 

Velur 

Mohanur ,, ,, 

Erumaipatti Leprosy Clinic 
Govt. H(»prlal „ 

Sankari „ 

Edappadi „ ,, 

Komarapalayam (Bhavani) 
Elachipalayam L^rosy Clinic 
Rasipuram „ „ 

Namaginpettai „ 


Address 

Jawalmukhi. 

Haripur. 

Dheragopipur. 

Dadasaba. 

Garli. 

Barsar. 

Ambala City. 

Chamba. 

Palampur. 

Rawalpindi. 

Subathu. 

Taran Taran. 

Almora. 

Chandag. 

Banahgat. 

Rumaon. 

Meerut. 


rtunci. 

Dehra Dun. 

Calicut, Madras Presi- 
dency. 

Kodur, Madras Presi- 
dency 

Manmadura, Madras 
Presidency. 

Karsapur, Madras Presi- 
dency. 

Ramchandpuram, Mad- 
ras Presidency. 

Moradabad. 

South Arcot. 

Vizianagram. 

Chingleput. 

Salem Town, Salem. 


Salem’ Taluk, „ 
Namakkal, Salem. 


Tirucbengode, „ 


Sub Taluk, 
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Kame ef the Cbnie or 
Proy'mce Institution 


Address 


South India. 


South India, 
Tni>aocore. 


W.I Sme 


Gov't Hcnpital Leprosy Omic 
Viraganur „ „ 

Thammampatti „ 
Peddanayakanpalayam „ 
Belur Qinie (Bhavani) 
Omalur 

Mceheri „ „ 

Kadiampatti Qinic (BhavanD 
Harur „ .. 

Kadathnr „ „ 

KaUavi 

Goventment Hospital 

Pennagarain 

Palacode 

Government Hospital 
Nagarasampatu 
Kaveripatnam Leprosy CUnic 
Vepanapalli ,, „ 

Hosur ,, „ 

Denkanikota „ 

Thalli 

Rayakota „ „ 


Aliepey Missioo Leper Asylum 
C Pearcee Memorial Leper 
Home. 

Oolampan Lepers* Hospital 
Kayemeolam Leper Oioic 
Kantnagapatty ^ m 


Puoaloor Leper Oioie 
ShertaUai Hospiul Leper 
CUnic. 

Parur Leper CUnic 
Chiraymkil Leper Ctmic 
Mission Leper Hospital 
Municipal Leper Quuc 

West Koipltal for Lepers 
Rajkot OvQ Station Dispens* 
ary. 

Bhabnagar State Hospital 
Porbandar „ „ 

Junagadh Lej^ Asylum 


Atur, Salem. 


Omalur, ,. 


Harur, 


Salem. 


Knshnagiri, Salem. 
Harur, 

Knshnagiri, „ 
Hosur, „ 


AJlepcy, Travancore. 
Neyyeor, „ 

Oolampara, „ 
Kajemcolam „ 
Kaninapspaity, Travan* 
eere. 

Punaloor, Travancore. 
Shertallat „ 

Parur, „ 

Chiraymkil, „ 

Neyyoor, Colochel. 

• Trivandrum. 

NagercoiJ. 

Rajkot. 


Bhabaagar. 

Porbandar. 

Junagadh. 


LEUCODERMA 

This commonly be^ns in early adult life and oa the exposed 
parts of the body, very often on the neck. The hairs on the affected 
area also turn white and the condition may progress all over the 
body o? stop at any time, hto mcdkal saaa in todia cotsVd VRistaVt 
the anaesthetic patches of lepro^ for Icucoderma, but the “syphilitic 
Icucodcnna" occasionally affecting the neck of a young w'oman in the 
secondary stage of syphilis may have a superficial simibrity. 

TREATMENT. — In spite of the “guaranteed cures’* advertised 
in the weekly papers, this b unsatisfactory and generally comes 
down to staining the affected areas with walnut juice or potassium 
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permanganate solution. Ultra-violet rays in increasing doses may 
darken the skin. 

LICE — See Typhus Fever. 

LICHEN PLANUS 

The leading symptom js an intractable, itching papular rash, 
most profuse on the flexor aspects of the limbs and the inner side of 
the thighs. The mucous membrane of the mouth, especially the 
inner side of the cheeks, is often attacked, causing milk-white 
streaks or patches. The disease is commonest between the ages of 
20 and 50 years and takes 3-4 months to cure. 

TREATMENT. — ^The classical remedy is Liquor. Hydrarg. 
Perchlor. one drachm t.d.s.; in chronic cases Liquor. Arsenicalis, 
beginning with 3 minim doses and working up, may be beneficial. 
Small patches are best treated by X-rays and for some reason 
lumbar puncture is often of great use. 

LICHEN TROPICUS— Sec Prickly Heat. 

LIFE INSURANCE, EXAMINATION FOR 

Every Life Insurance Company has a special form consisting of 
two parts, (a) Questions asked by the doctor and answered ^ the 
patient, (b) A detailed description of the doctor’s findings. Dmerent 
companies' forms vary slightly but are similar, and all give full 
instructions to the examining officer. For special examinations 
special forms are provided. 

Blood-Pressure (see also Arteriosclerosis).— Insurance companies 
pay great attention to this for the very good reasons that high 
blood-pressure is often unsuspected, and statistics show that the 
blood-pressure is a sure index of the expectation of life. When the 
blood-pressure is found to be unexpectedly high or low it should be 
checked at a different time on the following day. Many patients are 
nervous when being examined so the systolic pressure may rise 
considerably and the diastolic slightly. A re-check at the end of the 
examination will eliminate this. The writer has occasionally found 
that high blood-pressure in a fit young man was due to previously 
undiscovered coarctation of the aorta, and a very low blood-pressure 
may mean that the candidate is feeUng faint. 

TTie following represent the avera^ maxima permissible without 
extra premium. 

Age Systolic Diastolic 

MAXlVtUM MINIMUM 

20 139 100 82 

2S 141 103 84 

30 141 103 90 

35 142 105 90 

•40 143 105 90 

45 144 109 90 

' 50 146 109 90 

55 148 114 93 

60 151 114 94 

65 1S3 118 95 

At any age, a systolic pressoie of 160 or over with a diastolic of 
102 or over is uninsurable. 
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Wncirr and Hooirr.— The followng Table shows the average 
height for weight of European men. Indians probably average 
about 10% less than Europeans and women about 5% less than 
men. 


Heights and Weights cf Men 16-S4 years of age i»llh efothes) 

Fert iHtiiJtnes 

inuart str rrsT 3 j*s-4*ss*S4*rrsrj-»'S'io's'iJ*«'e'6i'<'2’«'J'««'es* 



In general, underweight is looted on with suspicion before 
middle age and ovenvci^l afterwards. Any candidate whose weight 
IS more than 30 lb. o>cr the average will probably base to pay 
extra premiums. ^ 

Luncs. — In the case of young people who are underweight and 
lave a family history ^of tubercle or a personal history of pleurisy, 
further tests will be required, including an X-ray of the chesL 
Active tubercle is ucinsurable, but “cured” cases must be treated on 
their merits, full X4ay and laboratory examinations being required. 

CiRCUlATORY SYyreSI.— 

Pulse . — ^Vhen this is over 90, Cake the patient’s temperature and 
carefully examine the thyroid. A pulse persistently owr 85 calk 
for mcreased preniium and most companies reject a pulse persistently 
oser 95. (For causes, see Heart Disease.) 

Cardiac Murmtirs . — A case with a suspected fundiom! nmrmur is 
generally referred to a cardiologist, no extra premium being 
demanded if the tourmur is prosed to be functional. 

Of the organic murmurs only that due to fully compensated, 
non-progressive hnitral disease is insurable on any basis, and 
generally at an intreased preraimn. 

Mitral disease accounts for about 80% of organic murmurs. 
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Condition of the Heart and Vessels . — If cardiac enlargement is 
more than slight — as proved by X-ray examination, if there is 
myocardial degeneration, aortic disease, coronary disease, angina 
or any signs of old hemiplegia, the candidate is uninsurable. 

Syphius and Gonorrhoea. — Few candidates for life insurance 
will confess to having suffered from either disease, but if the examiner 
has the least suspicion, laboratory tests must be made. Cured 
gonorrhoea without any sequelae whatever, may, in these days of 
chemotherapy be disregarded, but the penicillin treatment of 
syphilis has not been in use long enough to effect any change in the 
companies’ attitude. 

“Cured" syphilis must have had repeated negative Wassermann 
or Kahn tests over a period of 6 weeks to p months after completion 
of treatment ; even so, most companies add between 5 and 10 years 
to the age of the candidate at the time of examination. Cases with a 
positive blood test are uninsurable. 

Organic Nervous DisEASE.^This generally renders the applicant 
uninsurable. 

Goitre.— 

Graves's Disease is usually uninsurable within the first three 
years, but may be accepted after six or seven years if heart and 
Basal Metabolic Rate are normal. If a successful operation has been 
performed the case may be considered after a year has elapsed; 
reports from the surgeon are usuaUy called for. 

Simple Goitre . — Insurability depends upon the size, duration and 
effect of the goitre and upon the results of operation. 

Ears. — A history of middle-ear disease cured by operation or 
chemotherapy and leaving a healthy drum without perforation is 
no drawback, but always examine the drum. Chronic otorrhoea 
demands extra premiums and is a bar to insurance with some 
companies. 

The Urine. — Diabetes mcHitus or nephritis renders the life 
uninsurable. In doubtful cases laboratory investigations of blood- 
sugar curves, blood-urea, the presence of casts, etc., may be made, 
the cost generally being borne by the candidate and the results 
submitted to the Head Office for decision. "Orthostatic 
Albuminuria” is not uncommon in healthy young men especially 
after exercise, but there should be no casts, no nse of blood-pressure, 
and no albumin in the early morning specimen of urine. 

Peptic Ulcer. — ^Usually uninsurable within about two years of 
first symptoms or of operation, and insurable at increased rates 
thereafter. 

Appendicitis. — No increased premium when more than three 
months have elapsed after successful operation, but increased 
premium or rejection likely if there are signs of adhesions or 
complications. 
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Pregnancy.— Examination is graerally deferred until ^er 
parturition, but if examination is insisted on, parity, age, prenous 
history and the local and general condition of the patient must be 
considered in assessing the first year’s premium. 

Malaria. — Recent attacks require deferment of examination and 
an enlarged spleen calls for an extra premium. 

Dysentery. — A history of chronic or recent dysentery calls for a 
laboratory report on Ae stool, most companies decline to insure 
unless this is negatit'e. If there is any suspidon of amoebic dysentery, 
look carefully for hepatitis. 

iNTEStPERANCE. — ^The medical examiner must remember that he 
is the ser\’ant of the insurance company, not the benefactor of the 
patient and that the report is a confidential, pridlcged communica- 
Pon. Even the most dissipated-looking individual seldom confesses 
to intemperance, and all drug addicts are liars. The doctor therefore 
bases his opinion on what he ^ds, not on nhat be is told. 

LIVER (See also Hepatitis and Cirrhosis of the Liver.) 

LIVER, ACUTE NECROSIS OF 
Very occasionally this fotlon'S an attack of jaundice or nuy 
result from T.N.T., anemcal, cinchophen or chloroform poisoning. 

No treatment is of any avail except glucose, which should be 
given by mouth and mtravcnously. 

These patients are sometimes acutely maniacal and need severe 
restraint and large doses of narcotics. 

LIVER, WOUNDS AND INJURIES OF 
Rupture of the liver is a very fatal aeddent and little can be done. 
Wounds of the liver, such as stabs, arc difficult to deal with on 
account of the haemorrhage, sutures often cutting out; the best 
plan IS to pack with dry gauze which is left in for four days. 

LUD^^^G’S ANGINA — See Angina of Ludnig. 

LUMBAGO — See Backache, Fibrosilis and Nervous Diseases 
(Sciatica). 

LUMBAR PUNCTURE 

This is usually made in the spac* between the third and fourth 
lumbar vertebrae, which lies on or just above a line connecting the 
highest points of the iliac crests. If the needle cannot be made to 
enter this space try the one above or the one below; the one above 
is generally easier; the space between the first and second lumbar 
vertebrae may also be used, espedally for high spinal anaesthesia, 
but IS not recommended for habitual use. 
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Important points are : 

(1) Use a fine needle, the usual one “as supplied” is far too 
thick. A fine needle generally makes the use of local 
anaesthesia unnecessary, but this should always be given 
to a nervous patient. 

(2) See that the patient’s spine is strongly flexed. In the lateral 
position, the chin is held gently but firmly on the flexed 
knees by an assistant. 

(3) The bevel of the needle should face to one side, it thus 
splits the longitudinal fibres of the dura mater instead of 
cutting across them; this minimizes post-operative leakage 
of cerebrospinal fluid and makes headache less likely. 

(4) Insert the needle in the middle line, the point aiming at 
the umbilicus. 

(5) As the point meets the ligamenium subflavum at a depth 
of about 2jr inches, distinct resistance is felt, rather as 
though a second skin were being punctured, after which all 
resistance ceases and the needle goes straight through the 
dura and arachnoid ; the point now lies in the spinal canal. 
The stilette is removed and cerebrospinal Quid comes out. 
The needle is pushed in one millimetre further to make 
sure that the whole bevel is inside the canal. 

(6) If there is an escape of blood, let the fluid run until it 
becomes pale pink. If It remains red, try another space; 
if there is still a flow of blood, abandon the attempt. 

LUNGS, OEDEMA OF — See Heart Disease, 

LUPUS 

This hitherto almost incurable disease has lately been found to 
jdeld to enormous doses of vitamin D, 150,000 units (three tablets 
of High Potency Ostelin Tablets, Glaxo) being given every day for 
two months or longer. Calcification of the kidneys, which has 
proved fatal in some children after more than 10,000 units a day 
for prolonged periods does not seem to occur. Two absolute contra- 
indications to the treatment are arteriosclerosis and kidney disease 
of any sort. Possibly in those cases in which calcium deposition 
took place there was some unsuspected renal abnormality. Even 
if calcium deposition occurs it all disappears within a few months 
of cessation of treatment. 

During treatment the patient must be carefully supervised and 
never allowed to carp' it out “on his own.” The urine should be 
measured and examined once a week and, whenever possible, 
blood-calcium estimations made. 

LUPUS ERVTHEMATOSUS 

This usually appears as a thickened area with a raised byperaemic 
border; it is commonest on the face, where it has the typical 



512 


O'Meara’S K&dical Guidb 


“butterfly” distribution, the nose forming the body of the butterfly. 
It is usually sy mm etrical, but may appear in the disseminated form 
or affect mucous membranes. 

The following methods of treatment are all effective: 

(a) Chemotherapy by means of penicillin (100,000 uniU for 
24 hours in 8 doses) and sulphadiazine or sulphathiazole 
two tablets four times a day, 

(ft) Weekly gold injections, e.g., Myocrisin, 0-01 gramme 
intramuscularly, gradually increasing to O-l gramme, 
10-12 injections being pven. 

(c) Weekly bismuth injections, e.g., Bismostab, Bisglucol, 
Neo-Gardyl, etc. 

(d) Stovarsol, one or two tablets a day for 3 days, followed by 
another 3-day course after a 3-day interval. 

(e) Locally a sulphathiazole-pcnidllin ointment may be used; 
5% bismuth ointment is also successful, or calamine 
lotion may be applied. 

if) Septic foci should be carefully sought for and eliminated. 
Ly^IPHADENO^U (Hodgkin's Disease) 

This IS a discrete and ultimately fatal enlargement of the lymph 
glands; it generally begins in tbe neck and is olten accompanied by 
a cunous kind of fever called Pel-Ebstein feVer, in which for a 
period of several weeks quite high temperatures are recorded, 
followed by a remission of varying length. 

The only treatment that keeps the enlargement of the glands in 
check IS deep X-ray therapy, but the disease wins in the end, although 
chrome cases may live as long as 20 years. 

The surest way of making a correct diagnosis is to excise a gland 
and have it sectioned and microscopically examined at a laboratory. 

Other causes of general enlargement of the lymphatic gbnds arc 
tuberculosis, glandular fever, secondary syphilis, German measles, 
lymphatic leukaemia, lymphosarcoma and plague, the commonest 
being tuberculosis. 

LYMPHOGRAIVULOMA INGUINALE— See Venereal Diseases. 
MALARIA 

Of the four kinds that infect human beings two arc common and 
two arc uncommon. 

COMMON VARIETIES 

(a) BENIGN TERTIAN iPLASMODlUM VIVAX).— The 
incubation period is about 10-18 days, but the disease, especially 
m relapses and rc-iofcaions, may lie dormant for months, often 
being brought out by over-exertion, a chill, or some such factor. 

Except in multiple, mixed or old infections tbe paroxysms occur 
every other day and last about 12 hours, the cold stage occupying 
an hour or two, the hot stage two or three hours and the sweating 
stage about six or eight hours. These figures, however, are liable to 



O’Meara’s Medical Goidb 513 

considerable variation ; there may be vomiting in the cold stage and 
hyperpyrexia in the hot. 

B.T. malaria seldom kills directly, but is one of the great world- 
causes of illness and invalidism. It is commonest in the more 
temperate of the malarial zones. 

Prolonged and thorough treatment is necessary for a radical 
cure. 

(b) MALIGNANT TERTIAN {PLASMODIUM FALCI- 
PARUM')- — ^The incubation period is probably shorter — ^between 
6 and 14 days— depending upon the heaviness of the infection and 
the resistance of the patient. TTie disease is called malignant because 
of the occurrence of death-dealing symptoms, namely cerebral 
malaria, in which unconsciousness and death may occur in a few 
hours with very few premonitory symptoms ; such cases are often 
diagnosed as heat-stroke, to the great detriment of the patient. 
Another serious type is algid malaria in which there is little or no 
fever, but profound collapse. Next comes malarial diarrhoea, which 
is apt to be diagnosed as dysentery or even cholera, and finally, as a 
sequel to many badly treated attacks or re-mfections, comes black- 
water fever (for symptoms and treatment see under that heading). 

Even in uncomplicated cases the attacks of fever in M.T. malaria * 
often do not have the predictable regularity of those in B,T. malaria, 
the cold stage perhaps being less noticeable or even absent, and the 
fever lasting longer, sometimes several days. 

Fortunately, malignanl malaria is quickly and completely cured 
by modem remedies. It is commonest in the tropical and sub- 
tropical zones. 

UNCOMMON VARIETIES 

(fl) QUARTAN MALARIA (PLASMODIUM MALARIAE).— 
This resembles B.T. malaria in the nature of its paroxysms, its 
tendency to persist in spite of treatment, its relative freedom from 
fatal complications and its incubation period. As its name implies, 
the paroxysms come on every fourth day, the day of the previous 
paroxysm being included. The writer has seen very few cases in 
India, though they do occur, especially in children. Nephrosis is 
said to be a complication, but most of the cases of albuminuria with 
oedema that the writer has seen have been associated with a 
chronically enlarged spleen, cirrhosis of the liver and marked 
anaemia following a chronic M.T., B.T. or mixed infection. 

(b) BENIGN OVALE MALARIA (PLASMODIUM OVALE). 

— ^This is so benign that it often cures itself after a few paroxysms. 

It is amenable to drug therapy but in other ways resembles mild 
B.T. malaria. 

PREVENTION. — ^Tbis can be achieved in various ways. 

(a) Avoidance of infected areas. — Between three-quarters of a 
mile and a mile is usually considered a safe distance. To discover 
whether or not a village is infected examine the children’s spleens, as 
children form the chief reservoir of malaria. 
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The risk that an outsider catch malaria rises rapidly with the 
percentage of children having palpable spleens, the Indian Army 
standard being as follows: 

Pereenlase A'ri 

Less than 10 Low 

10-30 • High 

Above 30 Prohibitive 

(fc) Prerention of Afosquiio Breeding . — By far the most important 
measure is the avoidance of standing water near dwelling houses. 
Many years ago the writer discovert a rich crop of mosquitoes 
breeding in the fire-buckets outside the commandant’s office in a 
military hospital, and very recently an equally Urge crop in a rase 
of flowers occupying the place of honour in a fasluonable drawing- 
room. Particular care must be taken near bathrooms and kitchens 
and m gardens, where a “dry day” must be observed every week. 

In the plains, pools should be drained and vegetation at the 
edges cut away, but in the foothills, jungles and swamps generally 
are better left alone. 

Wherever possible a malaria survey should be undertaken, 
endemic areas marked on a map. and particubr attention gists to 
them. The habits of the local mosrjuito may also be studied, e.g., 
whether it breeds in standing or flowing water. 

Oiling . — ^This is satisfactory for small drains or tanks used for 
gardens, but not for large areas of svater. The usual mixture is two 
parts of crude oil to one of kerosene and the usual quantity is one 
ounce of the mixture for every square yard. The water must be clear 
of weeds and the oiling done weekly. 

D.D.T. {see also D.D.T.). — The addition of DJ5.T. to kerosene 
oil in the strength of 5% makes an enormous difference, four minims 
of the mixture being sufficient for a square yard of water. Large 
areas of water, swampy areas and jungle can be treated, or the 
nflxturc can be sprayed from an aeroplane. Another method of 
applymg D.D.T. is in the form of dust, the chemical being mixed 
with fine dust so that about two ounces of D.D.T. are used for each 
acre of swampy land. If there is much vegetation, about a pound is 
required for each acre. The effect of the D.D.T. lasts for three weeks 
or longer. 

Pans Green . — ^Tlus substance in a strength of 2J%-5% mixed 
with slaked lime or fine dust is harmful only to anopheline larvae 
and can be scattered on the surface of the water or sprayed by a 
special apparatus ; it is particularly suitable for large areas of water, 
paddy fields and village ponds. 

Fish . — ^The small fish known as “millions” (Gambusia) are' very 
suitable for tanks and wells, one or two dozen being introduced 
initially and renewed every rix months or so. They feed on the 
mosquito larvae. 

DESTRUCTION OF MOSQUITOES.— 

Pyrelhrum Spray kills mosquitos almost instantly, the usual 
strength being one ounce of 2% pyrelhrum concentrate to a pint 
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of third-grade kerosene oil. This should be sprayed round all dark 
places such as under the beds of dwelling houses and also used at 
night when mosquitoes come out. Any form of “Fiit-gun” may be 
used, or the American “bomb.” 

D.D.T. added to the above spray in the strength of 5% adds to its 
efficiency enormously, as all mosquitoes that settle on D.D.T.- 
sprayed walls during the ensuing fortnight will perish. The whole 
house and surroundings should be sprayed, the emulsion with 
water being the most economical. A house in the centre of a square 
mile of land or swamp treated with D.D.T. will never be visited by 
mosquitoes. 

Mosquito Traps are not very effective and have been superseded 
by D.D.T. Fly flaps. Incense and Katol coils are all good for 
individual use. 

Personal Protection may be summed up as consisting of wire 
gauze to doors, windows and verandahs, mosquito-nets for beds, 
long sleeves, trousers, mosquito-boofs and Insect repellants fbr 
human beings. 

SUPPRESSION OF MALARIA. — Even when living in a highly 
infected area a person can suppress the disease entirely if be takes 
either two tablets of mepacrine (100 mg. each) every night for a 
week, followed by one tablet every night as long as he is in the 
area, or preferably one tablet of 100 mg. of Paludrine once a week. 

There is evidence that if be continues with his weeUy dose of 
Paludrine for six months after leaving the infected area, even 
B.T. malaria— the hardest to cure— will never develop. 

Mepacrine has the drawback of turning the patient yellow and 
inducing a certain amount of lassitude, and also that when the 
patient leaves the area he must undergo a full course of treatment if 
he wishes to avoid developing malaria. 

TREATMENT. — Owing to the shortage of quinine and the vast 
numbers of troops in malarious regions during World War II, the 
Allies took advantage of the ingenuity of their German enemies and 
made large quantities of Atcbnn (mepacrine) and Plasmoquine 
(pamaquin) which they used with very great success; indeed, the 
defeat of the Japanese in Burma was largely due to these drugs. 
Having conquered their enemies, the British, as a result of one of 
the most brilliant researches in biological chemistry that has ever 
been known, produced Paludrine, which, if not the perfect anti- 
malarial drug, conies very near it. These researches were carried out 
by Curd, Davey and Rose in the laboratories of Imperial Chemical 
Industries. 

Treatment of an uncomplicated attack . — First examine the patient’s 
blood so as to confirm the diagnosis and to establish the type of 
malaria, but if the symptoms are obvious and still more, if they arc 
severe, do not withhold tce&tment because tbs slide is negative or 
examination is delayed. 



516 O’Meara’s Medical Guide 

Mepacrine Treatment . — 

Days I on«f2.— Gi\e two tablets (100 mg. each) of mepacrine 
three times a day. In the case of sturdy people weighing more 
than 10 stone (140 lb.) give three tablets three times a day. 
Some physicians give 10 grains of quinine three times a day 
instead of mepacnnc during the first tw’o days. The writer 
found this most successful in Assam when dealing with large 
numbers of troops. 

Days 3 to 7 inclmhe. — Give one tablet of mepacrine three 
times a day. 

The above treatment wiD generally cure a pure M.T. infection, 
but in the case of a severe, doubtful, mixed or B.T. infection, 
proceed as follows: 

Days 8 and 9. — No medicine. 

Days 10-14 inclusive . — Give pamaquin, one tablet (10 mg.) 
with quinine 10 grains, three times a day. 

In severe or chronic infections, or when the patient has under- 
gone previous courses of treatment, the paraaquin-quinine 
treatment is carried out for 10 days instead of 5. 

Pamaquin may cause cyanosis or methaemoglobinuria; if so, 
it should be stopped and methylene blue (2-5 grains three times a 
day) given, with plenty of fluids, until the condition has cleared up. 

Paludrine Treatment. — ^The best method has not been finally 
settled, but In clinical (village) malaria the optimal single dose 
appears to be 300 rag. Hamilton Fairley, working with others in 
Austraha, and Maegraich, working with others in England, came to 
the following conclusions. 

B.T. Malaria. — A single dose of 100 mg. Paludrine achieves a 
clmical cure ; it by no means prevents relapses, but it seems probable 
that the taking of 100 mg. twice a week for six months brings about 
a permanent cure. 

One hundred milligrams three times a day for a fortnight not 
only cures the attack but prevents relapses for some months, or in 
some cases for ever. This treatment is followed by a twice-weekly 
dose of 100 mg. for six months. 

Research workers at the Malarial Institute of India (personal 
communication) have had equally good results from giving one 
tablet (100 mg.) of Paludrine twice a week for three months. Children 
under eight are given half doses. 

Treatment of the primary crrocJt.— The treatment of choice is 
100 mg. of Paludrine three times a day for ten days (30 tablets 
in all). 

M.T. Malaria . — A single dose of 100 mg. of Paludrine achieves a 
clinical cure, and a twice-weekly dose for three months makes it 
permanent. 

A fortnight’s treatment with 1(X> mg. three times a day also 
achieves a permanent cure. 

Toxic Symptoms. — ^These arc unknown with a single dose of 
less than 500 mg. or a daily dosage of less than one gramme, both 
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of which are far above the effective therapeutic dose. Symptoms 
when they do occur consist of digastric pain, vomiting, diarrhoea 
and haematuria ; recovery is rapid and there is no damage to the 
kidneys. 

Apart from its greater effectiveness Paludrine has several 
advantages ; it docs not upset the patient, it causes no damage to 
the liver or any other organs, it is colourless, and needs to be taken 
much less often than any other remedy- Work is continuing in the 
search for a drug which will quickly and permanently cure B.T. 
malaria. 

TREATMENT OF SPECIAL SYMPTOMS.— 

Cerebral Malaria . — The immediate treatment is to give 6 grains 
of Quinin. Bihydrocblor. in 5 c.c. of water intravenously, followed 
by a similar injection an hour later, and a third one after another 
hour if required. The writer has found no advantage m adding 
adrenaline or Pituitrin to the injection, but rather the reverse, 
adrenaline sometimes causing palpitation and Pituitnn causing 
diarrhoea. If intravenous injection is impossible give 10-15 grains 
intramuscularly in 2 c.c. of water into the upper and outer quadrant 
of the buttock ; if complete asepsis is observed there is no feat of 
causing an abscess. 

Instead of a quinine injection one ampoule (0-36 gram) of 
mepacrine methanesulphonate may be given intravenously. 

Hyperpyrexia.— Tzpxd sponging and an ice-bag to the head form 
the best treatment. One dose of intravenous quinine or mepacrine 
may be given as well. 

Algid Malaria .— intravenous quinine or mepacrine as for 
cerebral malaria. Brandy by the mouth, injections of Coramine, 
warmth to the body and a plasma or blood transfusion of not more 
than 10 ounces should also be given. 

Blackwater Fever.— See Blackwater Fever. 

MALTA FEVER 

This is acquired from unboiled goat’s milk and is not uncommon 
in Northern India ; the incubation period is about 14 days. 

The leading features are prolonged fever of the typhoid type with 
a tendency to relapse, severe joint pains, sweating even when the 
temperature is high, and the fact that the patient does not seem so 
ill as he should do. The agglutination test is positive after the first 
week, with a rising litre, which begins at about 1 ; 40 and may go as 
high as 1 : 1,000. 

TREATMENT. — Chemotherapy has proved disappointing, 
neither the sulphonamides nor penkallm being of value. 

Some success has followed the intravenous injection of euflavine 
(10 c.c. of a 2% solution once a week). Injections of acriflavine are 
not advised because of the jaundice they produce, but Acriflavine 
Intravenous (I.C.I.) is free from this sequel. After intravenous 
flavine the patient is said to suffer from temporary photophobia, so 
should ^ in a darkened room. 
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The v\Titcr has thought that intravenous Urotropine (hsxamine), 
10 C.C. of a 20% solution dai^, was beneficial, but did not have 
enough cases to justify a conclusion; at any rate it is harmless. 

Other treatment is as for fcwrs in general; tepid sponging when 
the temperature is over 103 degrees, local heat to painful joints and 
analgesics such as aspirin when required. Pyramidon should be 
avoided because it sometimes produces agranulocytosis. 

Abortus Fe^er is closely allied to Malta fever and is acquired 
from unboiled cow’s milic. It is said that 40% of cow’s milk is 
infected with Brucella abortus, so the disease must be much 
commoner than it is usually thought to be. Symptoms are much 
milder than those of Malta fever, but abortion has been recorded 
in women. Many otherwise normal people give a positive serum 
reaction, showmg that at some time they have suffered from the 
disease. 

MANIPULATIVE SURGERY 

This branch of Surgery, which has lately received more attention, 
was pracUsed in ancient times; it may be defined as the art and 
practice of moving joints for therapeutic reasons. Until recently it 
was neglected by the profession largely on account of its use being 
misunderstood and on account of its association with “bone* 
setting”. 

This therapeutic manipulation is undertaken to improve or fully 
restore the normal movemeols of a joint in those conditions whicn 
are amenable to this form of treatment; It would not, of course, be 
employed when there is mechanical obstruction from bone conditions 
such as osteophytes and malunlted fractures, or in the case of a 
tuberculous joint when the disease is still active, as manipulation 
in such a case, far from doing good, would cause a flare up of the 
trouble. 

As a rule when dealing with a painful joint, if there is limitation 
of movements m all directions, the case Is one of arthritis, whereas 
pain, with free movement in some or perhaps all directions, 
suggests an eAtra-articubr cause. In the early stages of a case, 
rigidity is due to protective muscular spasm; later, secondary 
contractures of muscles will have dcvxiopwd. In order of incidence 
the loss of nOnnal movement of a joint is due to: (1) Muscular 
spasm; (2) Adhesions either within the joint from synovitis or 
extra-articular; (3) Coniraclion of the surrounding tissues in 
adaptation to the altered conditions; (4) Changes m the joint 
surfaces and possible formation of osteophytes; Ankylosis by 
fibrous tissue or bone. 

The formation of adhesions should be prevented by active move- 
ments. These should begin when the more acute symptoms have 
subsided, i.e., when the acute pain and tenderness have gone and 
the swelling is decreasing. Early passive movements are not advis- 
able, but after a fortnight are useful, and should consist of a single 
movement in each dir«nion, the range, if possible, being increased 
daily. If, however, cither active or passive movements cause: 
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2. Tbc misuse of massace, whereby a mechanical treatment of a 
muscle is expect^ to produce results that can only be ultimately 
achiev’ed by voluntary contraction or re-education of that muscle. 
THE GENERAL PRINCIPLES OF-MASSAGE 

Attention to detail is of first importance, and the position of the 
patient and masseur may znaVe the difference between success and 
failure. There must be a reason for esery mosrmcnt and position. 
There are two possible effects of any massage manipulation, siz. 

(1) Reflex, and (2) Mechanical, and these are of equal importance. 

1. Reflex — E umples of reflex action are the stimulation of 
peristalsis, the refief of muscular spasm in fractures, and the produc- 
tion of sleep in the insomnia of the neurasthenic. 

2. Mechanical Acnow — Examples are: 

(1) By assisting the absorption of inflammatory and effete 
products. 

(2) Acceleration of the lymph flow. 

(3) Tension on structures which it is desired to stretch or 
free. 

(4) Restoration of tone to muscles weakened by disuse or 
disease. 

(5) The effect of direct pressure on the abdominal organs. 

THE MANIPULATIONS OF MASSAGE 

The following manipulations are all more or less employ'ed 
whenerer massage is performed: 

1. Stroktvo or Eftleurace.— This term is applied to all stroking 
movements. The part to be massaged Is stroke firmly and slowly 
in the direction of the venous flow; usually, it is carried out with the 
ulnar edge of the hand, but one finger or the whole palm may be 
used. 

In all cases, the treatment should begin and end with this mose- 
menL This method is of the greatest value in eliminating spasm, 
owing to the rhythmic, painless stimuli which constantly impinge 
upon the same area of the central nervous sj-stem as tlut which is 
concerned in the motor initative phenomena. For instance, many 
cases of Colics’ fracture may be reduced with the minimum of 
effort and pain if effleurage has been practised twenty minutes 
previously. 

2. Kneaddjo or Petrissage. — This consists of five movements, 
namely, (1) Kneading, (2) Rolling, (3) Ironing, (4) Picking up, and 
(5) Friction. 

It IS used to imitate the normal muscular action: the muscles 
are drawn away from the bones and from each other. This is the 
most difficult to learn. It consuls of grasping the sUn or muscle 
to be massaged and kneading, alternately lightening and loosening 
the hold, from the periphery towards the centre of the body. It is 
desirable to use both hands at a time for larger muscles, but neither 
the skin nor the hairs must be dragged on so as to caass pain. 
Sometunrs, as in the arm, it is possible with one hand to w'ork on 
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It must be remembered that: 

(1) Pain must never be produced by massage. 

(2) Always massage in the direction of venous return. 

Violent rubbing and manipulation, by professional wrestlers and- 

other muscular persons, is strongly condemned, as the writer ^s 
frequently seen the most serious consequences. Energetic nibbing 
in of mustard and other non-stcnle oUs, with unwashed bands, 
often leads to extensive abscesses. 

CONDITIONS IN WHICH TREATMENT BY MASSAGE IS 
ESPEOALLY BENERCIAL 

SURGICAL CONDITIONS 

I. Reces't Injury. — By firmly holding the part, clotting takes 
place in the injured vessels and so prevents further effusion. With 
the other hand, effusion, which has already taken place, is completely 
removed in a few minutes, and the part is then firmly bandaged over 
several thicknesses of cotton-wool, but massage in this case is only a 
preliminary to mobilization. 

2 Fractures.— T he object is to maintain the nutrition of the 
part and mobility of the joint, and to prevent muscular weakness 
and oedema. 

Friction directly over the hoe of fracture must be avoided until 
uniem is complete; otherwise h may lead to excessive formation of 
callus. Increased tenderness at the site of the fracture. indicates 
imtabihty of tbe callus, due to strain, and mobilization must at 
once be stopped. Special care must alwa^ be taken to support 
firmly the ends of tbe broken bones. Su(!den onset of pain and 
oedema is probably due to thrombosis, and treatment must be 
immediately suspended. 

3. Dislocation. — It is remarkable the ease with which many 
dislocations can be reduced after massage has been carried out for 
a short time. 

4. Sprains. — Effleurage is employed twice a day until all effusion 
has disappeared. Then the whole surface of the muscles which move 
the jomt should be dealt with, with eSeurage over the injury. 
Petnssage is used as soon as it can be given without pain. The 
treatment is usually continued for about three weeks. 

5. After-Effects of Injury. — These include loss of muscular 
power, scars, adhesion and stiff joints. In these cases much depends 
upon whether the case has been complicated with sepsis. If so, the 
treatoKat niU be greslly proionged aad tic prognosis hxs favourable. 
In deaUog with a recently heal^ scar, no movement must be made, 
which tends to separate the edges until after a period of three to 
four weeks. 

Stroking becomes firmer and firmer, followed by compression’ 
movements, and a mechanical vibrator is often helpful in these 
cases. 
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In dealing with stiff ioW".<'’= vemen«1Sl1r“ 

first be thoroughly nibbed, parts, 

for stretching and '’“’il"? , ,„ent of deformity, massage is an 

6. DLroRsnTil3.-In the trratrnentm^n^^.^.^^^ 

accessory; It "X*’°“;'^‘°toLrgeon but after operation restora- 
S“^‘f7un%rtvifd?i^nf upo^ -rcise, and exercise alone. 
medical CONDITIONS 

1. Heart D'SME jMasM^can rf,nsyn^^^^ 

rnd"dSrrai^4=J“S^^^ 

museles and so g™S u removed, thns helping the 

holding up of the ''enous ‘arc “1 ^ ^^ijujage and 

arterial ‘arculation. Treatment is u j u j stopped 

slow thythmical .petrissage o the limos, 

if there are any signs otaisltess. commenced, the case 

2 . CONSTIPATION.-Befote treatment ^ ^ 

must be *l“i,*'ro.maUon of a habit, defects in diet, or 

malignant growth, the formaboo " j cause in the tropics. 

lack of sufficient fluid; the last IS a l^u i„ the 

Abdominal massage deep ow A conabination 

direction taken by the conten ^gses of chronic 

of kneading and percussion rarely raiis^ 

constipation in the couraeof^ l^ |.^|. depression and 

irrLb^l^™^ n-— arc to be met by only the most 
careful handling. 

measles mealies and smallpox are the most 

Among the no°-immune, me siw 

infectious of all ‘'f ““/“aSlosb is not made, until the third or 
LS'da? by whS ume the damage is done. In adults the rash 

“inrySpSuniTc^Sb^c^^^^^^ 

eyes should be unns'dered as P two or three days before 

spots carefully looked fon j on the inside of the cheek, 

the rash, being visible ““ ore not easy to see, but must be 

level with the Jicond motara, in^J ,here. They consist 

carefully searched for beraura ney ^ ted areola, and 

of small milk-white spots mtmma ^t,iJcial light. They disappear 

arc easier to see by dayh^l physician to the forces was 

when the rash appears. A consmOTg p a because she had 

asked to see a ‘‘■‘“EUbb^® W be influenra, but on the next 
fever; he pronounced ‘I}' “^S^sh;hadhelookedforKoplik s 

(1 ™n'S’'cSet“bu?° -SSrt (3-i weeks) immunity can be 
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produced, or (2) a modified attack can be pennitted which confers 
a lifelong immunity; it is just a question of when the immune serum 
is given. Tlie former is useful for sickly children who can be remowd 
from the risk of infection, but the latter is preferable for healthy 
children who have to fight the battle of life. 

In both methods serum from a convalescent patient, taken within 
3 fortnight of recovery, is given intramuscularly, the dose being 
5 c.c. m patients under 3 years old and 5-10 c.c. in older patients. 
If convalescent serum is unobtainable double the dose of serum 
from an adult who has had measles may be given. 

To produce temporary complete immxinhy give the serum nithia 
5 days of exposure to infection; to permit a light attack of measles 
which will confer lifelong immunity, give the serum between 5 and 
10 days after' exposure; the scrum, needless to say, should be 
Wassermann negative. 

Placental extract (Immune Globulin (P.D. & Co. or Lederle 
Laboratories) and Embryonin (Bioglan) can be used in the same 
way and in about the same dosage as convalescent serum. Reactions 
sudi as fainting, fever, nausea and local pain sometimes follow its 
use and some authorities consider that adult serum is preferable. 

It should be remembered that after the injection of any human 
serum, jaundice is a possible sequel. 

The most senous complication of measles is broncho-pneumonia, 
which is amenable to chemotherapy. 

Measles may be associated with diphtheria, whooping-cough or 
even with scarlet fever, so throat swabs should be taken in suspicious 
cases and appropriate treatment given. 

A case of measles first seen in the pyrexial stage is treated on 
ordinary hoes, a diaphoretic mixture being given for the fever, 
boric acid lotion for the eyes, and a mouth wash for the mouth. 
Sulphadiazine should be given in the usual doses both in order to 
combat any concurrent infection such as tonsillitis and to ward off 
complications such as pneumonia. 

The usual quarantine is three weeks and a patient is non-infective 
a fortnight after the appearance of the rash, provided that there is 
no compheation and no nasal discharge. 
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RULES FOR Magistral Examiner for 

1 . Substances ought noUo ^ suspicion that poison has 

analysis when there js neither ^^j.^orteni examination of the 

of requiring that o^ioer to make a re^rt jn ^ 
under Section 510 of the Magistrate conducting the 

lies solely -.tW" ^ K‘"“ on t chS?r of the suspecled 
Ssrane="is’"reqmr=<i. Sjh 'cfcren^ should not, un er any 

'1r^rn'1n‘.h=Top£anyP^^^^^^ 

Procedure Code, shall at once, m Form No. 1, 

Chemical Examiner is nd shall request the Civil Surgeon 

call upon that officer for a rep , a endorsement to Form No._ 1, 

or officer m ct^il medical charge.jy^^^^ substance of which 
to forward to Chewcal Examiner will forward his 

analysis is required The cnew ^ forward a 

report to the Magistrate J Surgeon or officer in medical 

duplicate of the report to .. jj j,g gjven of the substance 
chaV In every thi reference is made so 

sent or received and of th j article can be raised. If 

that no question as to tlw wen J opinion regarding stams 
the Civil Surgeon can g'c® ^^ina„ly unnecessary to refer 
STeChemfaf Seiner, but the Magistrate may dn so rf he 

tion and guidance, with ^^hich will throw light on the 

medical officer and from information should be given m the 

case or afford him a clue This^nlom 

annexure to Form No. 1. i . foot of this report, 

should add any in time to be useful, a supple- 

If further information is ^ important that substances 

mentaty report should be f y ^ analysed with as little delay 
supposed to contain PO'*®” * sSspIcion exists that poison has been 
as possible. When a ^ ^jnee, the substance supposed to 

used in the commission of an ^ 

S™ '''' 

time have been arrested. 
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5. In cases of analysis of portions of a dead body, besides a copy 
of the post-mortem report in the handwriting of a medical ofTicer or 
medically-trained subordinate, the Chemical Examiner should be 
furnished with replies to the queries printed on the annexurc to 
Form No. 1. 

Cliemical Examiner's Form No. t. 


THE .. MAGISTRATE or 

To 

THE CHEMICAL EXAMINER. 

United Provinces. Agra. 

Daied 19 . 

Case No.. . 

King-Eniperor ttrsut caste son of. 

of mauza police*station charged under 

section Indian Penal Code. 

Sir. 

1 have the honour to advise you that the Civil Surgeon of this district has 
been instructed to forward to your address for analysis and report — 

(1) Portions of vascera of caste.... son 

of... ofmauza 

(2) The following articles 

and to request that you will apprise me of the result of your eumlnailon. 

It IS suspected that 

1 have the honour to be. 

Sir, 

Your most obedient aervant. 


Matlstrate. 


No dated 19 . 

Copy forwarded to the Civil Surgeon for favour of necessary action. 


A — Infonnation supplied by the Police In cases of suspected human 
poisoning — 

(1) Name, sex, and age of patient. 

(2) Nature of food last taken. 

(3) How soon alter this meal did the symptoms of poisoning begin? 

(4) Did the patient w^lk from the pbee where first taken ill? If so. 
how far? 

(5) Did the patient complain of pain or discomfort? 

(6) Was there purging"’ 

(7) Was there vomiting? 

(8) Did the patient berame nnconscious? If so, how soon did this occur 
after the onset of the symptoms? 

(9) Was the patient dizzy or faint? 

(10) Did convulsions or cramps occur? 

(11) Was tingling of the skin of throat complained of? 

(12) Did the patient talk sensibly or foolishly? 

(13) Did the patient pick at objects on the ground or bed? 

(14) Was any treatment adopted? If so, what was its nature? 

(15) Did death occur, and. if so. how soon after the illness began? 

(16) What poison was supposed to have been used? 

Signature of Police Official and Date. 
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Wherever possible, a report by a medical oHicer who has seen the case 
should be added, which should contain his opinion as lo the nature of the 
poison used. Any information given by friends and neighbours should also 
be noted. 

B. — Information supplied by the Police in case of suspected cattfe-poisoning: 

(1) Species of animal and name of owner, 

(2) Nature of food last taken 

(3) How soon after this food did symptoms of illness appear'’ 

(4) Did the animal appear to be m pain? 

(5) Did purging occur? 

f6) Was there discharge from mouth or nostrils? 

(7) Were convulsions observed’’ 

(8J Did the animals appear to be unconscious; if so, bow soon after 
the onset of the symptoms’ 

(9) Is It suspected that the poison was administered by the mouth, 
rectum or hypodermically (“sui" poisoning)? 

(10) Was any foreign matter present in the rectum? 

(11) Did death occur? 

Signa/ure of Police Official and Dale. 


Chemical Examiner’s Form No. 5. 

No 

From 

THE CHEMICAL EXAMINER. 

United Provinces, Agra 
To 

THE MAGISTRATE OF 

Dated Agra, ifit 19 . 

Case No 

King-Emperor versus . caste , son of 

of mauza police-station charged under section 

Indian Penal Code. 

Sir. 

In reply to your No dated ,1 have the honour 

to intimate chat I received, on the by 

a packet, the despatch of which was notiued to roe by the Civil Surgeon of 

in his No . dated 

The packet consisted of 

The contents of the packet were as follows*: — 

The contents were duly examined by me with the result 

I have the honour to be. 

Sir, 

Your most obedient servant. 


Chemical Examiner. 

•Enter full details of the nature of the substances sent, with the name of 
deceased or owner or of the person from whose possession they were taken. 
Also state the mode of preservation (whether preserved m spint or salt solu- 
tion). in the case of viscera of an ammal the name of the owner should be 
given; also the name of the villa^ where he resides 
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Chemical Examiner's Form Ko. 9. 


No. 


*^THE co\t:rnment analyst. 

United Provinces, Agra. 

To 

THE DISTRICT MAGISTRATE OF 

Dated Agra, the 19 

Sir. 

1 ha\e the honour to ackno*kdse the receipt of the undermentioned 

article, the despatch of vhich for analjw«s intimated in >our No ..... 

djied . . ., and to report (on ihercscfse) the result of the anal>sis. 

I hasT the honour to be. 

Sir, 

Your most obedient sersanl. 


Goiernment A>-a!)Sl. United Prostnets. 


Chemical Examiner’s Form No. 10. 

No 

From 

THE CHEMICAL EXAMINER, 

United Prosinces and Central Prosinces. 

To 

THE DISTRICT MAGISTRATE OF 

Dated As'O, the 19 • 

Sir. 

With reference to >our letter No. dated I hast the 

honour to adsise despatch ***”*' 

conuining returned to you after 

examination, as reported to you in this oflice No dated 

Rail«'ay receipt heressilh enclosed. 

I base the honour to be. 

Sir, 

Your most obedient servant. 


Chemical Examinee to Coyernments, 
United ProTlncrs and Central Prortiices^ 


Rules for Civil Surgeons 

A. GENERAL 

1. Articles sent for examination should, as a rule, if under 10 seers 
in weight, be sent by registered post. If above this weight, they 
should be sent by rail (passenger train, freight pre-paid). In the latter 
case the railway receipt should be enclosed in the letter advising 
despatch of parcel. 

2. In all cases a letter advisiog despatch of parcel must be sent to 
the Chemical Examiner. Chemical Examiner's Form No. 2 should 
be used for the letter, and it should be sent by post and not enclosed 
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in the parcel. The number and date of this forwarding letter must 
always be written on the outside of the parcel, preferably on the 
label. 

3. Great care should be used in packing substances sent to the 
Chemical Examiner to avoid any risk of the parcel becoming 
offensive or dangerous to post office or railway officials. Such an 
accident would render the sender liable to prosecution under 
Section 61 of the Post Office (VI of 1898). The ^emical Examiner 
is directed to report th^ name of any officer who fails to comply with 
these instructions. 

4. The duty of preparing and despatching the articles to be sent 
for analysis devolves on the Civil Surgeon or officer in civil medical 
charge. In all cases the parcel should be packed and sealed in the 
presence of the Civil Surgeon or other responsible medical officer. 
The cost of preparation, packing and postage or railway freight 
should be charged in the Magistrate’s contingent bill. Despatching 
officers will be held personally responsible that the subjoined 
instructions are carefully followed. 

5. If, in the opinion of the Civil Surgeon, the results of a post* 
mortem examination are such as to give reasonable grounds for 
suspecting poison to ‘have been used, he should immediately com* 
municate with the District Magistrate with a view to obtain 
authorization to send portions of (he viscera to the Chemical 
Examiner, Such portions of the viscera should be despatched 
immediately this authorization has been obtained. 

6. A declaration of the nature of the contents of the parcel to the 
post office or railway authorities is unnecessary and should not be 
made. 

7. Remains of viscera sent for examination are preserved by the 
Chemical Examiner for a period of six months after receipt. 

8. Articles belonging to separate cases must on no account be 
packed in the same box or parcel. 

9. These rules apply equally whether the articles arc sent by post 
'or by rail. 

B. DIRECTIONS FOR PRESERVING AND PACKING 
VISCERA AND OTHER ARTICLES 

10. Special bottles for holding vi^wa, and boxes for holding 
these bottles are supplied by the Chenucal Examiner. Serial numbers 
arc etched into the glass both of the bottle and of the stopper. The 
boxes are also marked with serial numbers. ^ 

11. On receipt by the Chenucal Examiner of a box from the 
Civil Surgeon, the viscera bottle or bottles will be at once taken out 
and replaced by an empty bottle or bottles. The box will then be 
returned to the Civil Surgeon by passenger train. 

12. AH bottles will be issued from the Chemical Examiner’s office 
containing a sufficient quantity of rectified spirit. Motor grease 
will be placed on the stoppers to pre>«nt their sticking. In case the 
bottles are used and cleaned in the Civil Surgeon’s office, care 
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should be taken to treat the stoppers sinularly with Vaseline or 
any other suitable grease. 

13. The top of the box, which has a pent-roof shape, is not 
meant to be opened. The box is furnished with a door at the side, 
through which the bottle or bottl« can be taken out and replaced. 
The box is lined with cushions which press against the bottle firmly 
on all sides, so that no further packing material k necessary. 

14. The door of the box has a lock whose key will remain 
permanently in the possession of the Ckil Surgeon. A duplicate key 
IS kept in the Chemical Examiner's office. The key should therefore 
not be sent with the letter ad\ising despatch of parcel. 

15. A senal number is marked on each box and also on its key. 
This number should be quoted in the letter advising despatch of 
parcel. 

16. After locking the door of the box a piece of tape b to be 
passed across the kejhole and scaled in position. Depressions in 
the wood near the kejhole are provided for the seal impressions. 
The special medico-legal seal should be used. 

As this seal is of a large size It is apt to stick to the wax. To avoid 
this and to ensure a clear impression being obtained, the seal, 
before use, should be dusted over with powdered French chalk 
(sa/em kfiaria). 

17. The address label (Chemical Examiner’s Form No. 7) should 
be pasted (not gummed) to the door of the box in such a position 
as to cover the keyhole. On (2u$ label the number and date of the 
letter advismg despatch should alwaj’s be inserted to prev’est 
mistakes in identification. 

18. A label (Chemical Examiner’s Form No. 6) will be pasted on 
to each bottle before issue from the Chemical Examiner’s office. 
AVhen the bottle is brought into use this hbcl must be filled up 
(givmg especially the name of the deceased, etc.) by the Civil Surgeon 
or other responsible medical officer. The number that is etched into 
the glass of the bottle should be copied on to the label. 

19. The stopper should be securely tied in position by tape or 
stnng, or a piece of cellophane should be stretched over it and tied 
securely m position. 

20. Chemical Examiner’s Fonn No. 6 is a label that is intended to 
be attached to each bottle or other article sent to the Chemical 
Examiner. It should not be attached to the outside of any box or 
parcel, neither should it be sent in an envelope. 

21. If orders are received by the Civil Surgeon to destroy viscera 
that have been pbced in a bottle, a further supply of spirit must be 
obtained locally when the bottle again comes into use. The cost of 

spiriv wvll b* met ftom She Ma^WraVe’s cciTi\iiigent. In sucii 
cases a sample of the spirit used must be sent to the Chemical 
Examiner in a small boide, properly sealed and labelled. Should 
the spirit contain any sediment, care should be taken that some of 
this is sent in the sample bottle of spirit 

22. The quantity of the spint used should be equal to that of the 
viscera in bulk. The viscera and ^nrit together should not fill the 
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bottle, but only reach to two-thirds of its height, in order to diminish 
the risk of the bottle bursting in case any gas is given off. 

23. Spirit that has been denaturalired by the addition of 
caoutchoucine should not be used for preserving viscera. 

24. The pieces of viscera sent should be slashed or cut into small 
pieces to ensure penetration of the spint. The stomach should be 
cut open with a similar object. 

25. In cases of suspected alcohol poisoning, spirit must not be 
used as a preservative. A saturated solution of common salt is to 
be employed. The salt should be dissolved in water, preferably with 
the aid of heat. A note to the effect that salt solution has been 
employed should be made m the letter to the Chemical Examiner 
advising despatch of the parcel. In such cases great care must be 
taken that the bottle employed does not contain any trace of spirit. 
It should be washed by repeatedly filling with water and emptying. 

26. Before despatch each bottle is to be put into the cardboard 
case in which it was received from the Chemical Examiner. It 
should be noted that the number stcnciUed on the cardboard case 
is the same as that on the bottle. 

27. The pieces of tape attached to the sides of the cardboard case 
should be brought together on the top of the cover of the cardboard 
case and sealed in position, using the special medico-legal seal. No 
knot should be made in the tape. 

28. A piece of wide nemr tape is attached by one end to the 
inside of the box near the hinge of the door. When putting the 
cardboard case into the box care should be taken that the free end 
of the newar tape encircles the case. By pulling the extremity of this 
tape the cardboard case can easily be taken out of the box. 

29. The serial numbers of the viscera bottles used (which are 
etched into the glass of the bottle and of the stopper) should always 
be quoted in the letter advising despatch of parcel. 

30 The special medico-legal seal that is issued to each Civil 
Surgeon and the keys of the boxes should be kept in a locked cupboard 
in the post-mortem room, and should never be allowed to come into 
the hands of unauthorized persons. 

C. MATERIAL TO BE SENT 

31. In human poisoning cases two bottles will be used, except in 
the case of infants, when one bottle will be sufficient. In the former 
alternative the stomach and contents are to be placed in one bottle. 
The other bottle will contain pieces of the liver, spleen, kidney and 
of the upper part of the small intestine. The quantity of viscera sent 
should be sufficient, when an equal amount of spirit has been 
added, to fill the bottle up to two-thirds of its height. 

Any suspicious substance found in the stomach should be 

sent in a separate phial. 

32 Faecal matter should not, as a rule, be sent for examination, 
unless poisoning by arsemc be suspected. 
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33. Vomit, if received in a moist condition, may be diluted srith 
spint and sent in a viscera bottle. If receis'cd in a dry state, it may be 
sent in the original package, after labelling, scaling and enclosingin a 
suitable box. Or it may be unpacked and placed, with a sufficiencd 
of spint, in a viscera bottle. The bottle may then be packed any 
despatched in accordance with the foregoing rules. 

34. In abortion cases, besides the specimens of viscera ordinarily 
sent, portions of the generative organs should be despatched if 
considered advisable by the medical officer. Sticks or other foreign 
matter found in the generative organ should invariably be sent 
separately after removal, and dr^g, when practicable. 

35 In ordinary cases of cattle poisoning one viscera bottle is 
sufficient. This should contain pieces of the stomach, liver, splera, 
and intestme. In cases of susperted “sui” poisoning, or in cases in 
which death is supposed to have been caused by mtroduetton of 
foreign bodies into the rectum, the injured parts only need be sent, 
together with any foreign bodies found. Such foreign bodies should 
be dned when practicable, and sent without any preservative, as 
the poisons used in these cases are likely to be harmed by the action 
of alcohol. 


D. BLOOD AND SEMINAL STAINS 

36 Articles of clothing, etc., having suspected blood or seminal 
stains should be thoroughly dried before being sent to the Civil 
Surgeon for transmission to the Chemical Examiner. Exposure to 
the open air for a couple of hours will be sufficient in dry weather. 
Drying before a fire may be necessary in the rains, but, when so 
domg, great care should be taken that the articles ofdothing are not 
scotched. Unless the clothing is tborou^y dried, putrefaction is 
likely to set in and render recognition of the source of the stains 
either difficult or impossible. Qvil Surgeons should open all parcels 
of clothing before despatch to see whether the above precaution has 
been taken. Further drying may then be carried out, if necessary, 
but It must be borne in mind that this precaution is useful before 
rather than after putrefaction has occuir^. 

If exammation for gonococci in addition to spermatozoa be 
required in smears prepared irom genital discliarges, tw’o additional 
films, exclusively for testing for gonococci, should be sent The 
films should be forwarded unstained. 

37 In both blood-stain and semlnal-stain cases Chemical 
Examiner’s Form No. 6 should be used as a label and attached to 
each article sent. In both classes of stains the whole of each garment — 
not cut-out pieces — should be despatched. In the case of blood 
stains on mud floors, earth, etc., the piece containing the suspected 
stain should be cut out and wrapped in cotton-wool, before packing 
in a box for transmission to the Chemical Examiner. (Special 
attention should be paid to this point, as a small blood stain, which 
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or iuoir ™ay be quite easy to "<> 

jfshalenupsvilhaquauUtyoflOTscm^O ^ 

38. Clothing and other articte lM«ng^^ P material, or they 

cither be “whoTiSl Iil^the? case the package must be 

may be sewn up m a clotn parcel. i 

sealed with the medico-legal seal. , ^ be 

39. Clothes and other articles sem in 'i^mination by the 

returned to the clothing before return is to be 

date of examination. 


E, MISCELLANEOUS 


E. MtU'-UL.,/.*’' , I,. 

40. Weapons, food ”“mg”orgur°?'cloth is to be 

packed in boxes, m contain traces of arsenic, and 

sesvn. Yellow wax cloth substances sent in poisorang 

therefore should not be '"bfSalong the seams of the cloth 
cases. Seal impressions “p ,hree inches. In cases m which 
covering at distances 'JS mJdico-legal seal is used, a pattern 
any other than the P'«f"'^,"'Sd be sent to the, Chemical 
of the impression of "l® should be made in ink rather 

Examiner. This pattern impressim sno that of the 

than in wax. The device on the sMI^m^^^ or crossed lines, 

current coin, or merely a sen pable to decomposition. 

Food material in poison caMMi ni 

should be sent preserved in a coho_ 

41. For packing glass bottles t“..“^„j.,„ooV. Dry grass or 

shavings, known commermally^^a^^^^^ suitable for light 

straw may also be used. jimg heavy fragile bottles, eta. 

articles, is quite unsuitable for I“mly pressed in, especially at the 
The packing material should be g ?^ coming m contact with 
sides, so that there is no chanre oI 

any part of the inside oft analysed, in which the 

42. All officers requiring substan such as potable 

quantities of eonstiturats have to a great deal of 

waters, should remember ^ analysis should be demanded. In 
time, and therefore no „btkined from the Magistrate r^f 

sueh cases a certificate shomn abwlutely necessary. Without this 
the district that the anal^is is ^ empowered to decline under- 
certificate the Government Anaiysi is 

taking quantitative analyse^ analysis to be made shall 

43. Any municipal hoa^.^alystfwith the letter asking for the 

Se''aSwTre?rm nS“wotks, for whieli a speeia, 
. arrangement has been tiiade.1 
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44. Analyses desired by the Military Department will be per- 
formed under sanction of the Director of M^ical Services in India. 
In urgent cases the analysis should be carried out forthwith and 
sanction obtained later. 

45. The results of analyses of substances other than those relating 
to cnnunal cases will be reported on Chemical Exanuncr’s Form 
No. 9. 

46. In the event of a viscera bottle being cracked or broken, it 
should be completely destroyed, in the presence of the Civil Surgron. 
A certificate, that this has been done should be sent to the Chemical 
Exammer, who thereupon will issue another bottle in replacement. 


Chemical Examiner's Form No. 2. 


THE CIVIL SURGEON OF 

To 

THE CHEMICAL EXAMINER. 

United Proviaccj, Agra. 

Darett 


Caw No. 


.19 . 


King-Emperor yerjus caste son of 

of mauza police-suu'on charged under seetion 

. , Indian Penal Code. 

Sir, 


At the request of the Magistrate of this district, 1 have the 

honour to forward to you, by •. the following articles:— 

(1) Portions of viscera of caste son of 

of mauza . ... 

The bottles containing the above art numbered and 

The above bottles art enclosed in standard pattern boxes numbered 


(2) The undermentioned articles*:— 
packed IQ a cloth-covered sealed box. 

The above articles were packed and scaled in my presence, the prescribed 
medico-legal seal being used. 

The railn-ay receipt is herewith enclosed. 

It IS suspected that 

1 have the honour to be. 

Sir. 

Your most obedient servant. 


CMl Surgeon. 


•Enter full details of the nature of the substances sent, with the name of 
the owner, or of the person from whose possession they were taken. Also 
state the mode of preservation (whether presen ed in spint or salt solution). 
In the case of viscera of an animal the name of the owner should be given; 
also the name of (be village where be resides. 
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(Annexure to Chemical Examiner's Form No. 2) 

Copy of the post-mortem report (the orisinal being In the handwriting of 
a medical officer or trained subordinate). 

Hospital 

Post-mortem examination of the body of , sex 

age about .. • years Probable interval since death. . 

External appearances . . . . . . . 

Odour at the mouth . 

Head . . . . . 

Condition of brain . . 

Lungs . 


Heart 

Liver . . 

Spleen 

Stomach < 

Mucous membrane of stomach 
Intestines 


Kidneys 

Bladder 


Womb.... 

Suspected cause of death. 


Civf/ Surgeon. 

Note. — In cases of exhumation the dates of buna} and exhumatioa should 
be given. 

Chemical Examiner's Form No. 3. 

No 

From 

THE CHEMICAL EXAMINER. 

Uoiied Provinces, Agra. 

To 

THE CIVIL SURGEON of 

Dated Agra, l^e . 

Case No 

King-Eitiperor tersus caste son of 

of mauza police-station , charged under section 

Indian Penal Code. 

Has the honour to acknowledge receipt in good order of— 

(1) Viscera boxes Nos. 

(2) Sealed packet 

of which despatch was notified in his No dated 


Chemical Examiner, United Eronnees. 
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Chemical Examiner’s Form No. 4. 


No 

From 

THE CHEMICAL EXAMINER, 

United Provinces, Agra. 

To 

THE CIVIL SURGEON of 

Dated Agra, the 19 • 

Sir, 

I have the honour to advise despatch by rail (railway receipt enclosed) of 
the viscera boxes referred to in your letter No.. dated the 

The above boxes are numbered 

They contam Viscera bottles numbered . . 

The bottles have been cleaned ia ibis office, and are issued cont^rut^ a 
sufficient quantity of rectified spirit. They are enclosed in cardboard ^ses. 
and both these and the boxes are duly sealed with the special medico-legal 
seal of this office. 

In acknoviledgmg receipt of the above package you are requested to slaW 
that It has been opened m your presence and whether you have found the 
contents in good order and corresponding to the above descnpUoo. 

I have the honour to be. 

Sir, 

Your most obedient servant, 


Ckemiea! Examiner, 

United Proi Intel end Central Prdrinees. 


Chemical Examiner’s Form No. 6 (LABEL) 

Article for Analysit. 

• Case No 

King-Empcror tersui caste son of. 

of mauaa pohce^lalion charged under section 

Indian Penal Code 

Number and date of letter advising despatch to Chemical Examiner 

(Serial number of bottle to which this bbel is attached) 

Contents (in full detail, with name of deceased or name of owner or possessor 

of the article, in roman characters) 

Date of packing 


Ci\il Surgeon of. 


Chemical Examiner's Form No. T (LABEL). 

Letter No. Dated 

Per Passenger Train, Freight Prepaid. 
CLASS WITH CARE. 

From 

THE CIVIL SURGEON OF 

To 

THE CHEMICAL EXAMINER. 

United Provinces and Central Provinces, Agra. 
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Chemical Examiner's Form No. R (LABEL), 

Letter No.. . Dated 

■ By Passenger Tram, Paid. 

From 

THE CHEMICAL EXAMINER, 

United Provinces, Agra. 
To 

THE CIVIL SURGEON of 

Despatched on 



HEALTH AND MEDICO-LEGAL QUESTIONS 
OlAPTTR XIV 

OFFENCES AFFECTING THE PUBLIC HEALTH 



272 Adulterating food or Do. .. Do. .. Do. .. Do. .. Imprisonment of either 
drink Intended for sale, description for 6 

so as to make the same months or fine of 

notious. Rs. 1 ,000, or both. 





tiftllfrifn AffrtIM tiff 



fit m 
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309 Atiempt to commit Do .. Do. .. Do. .. Do. .. Simple impnsonment Presidency 
suicide. for one year or fine, Magistrate or 

or both. Magistrate of 



orrcNcrs AnTcriNo tub human hody— (wwft/) 



ciu<« mlu.ictUse. >(nTs, anti l^rie. 

r acl done «iihoul Do. Do. .. Do. .. Do. .. Impriionment for life, 
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pending. 



OFFENCES AFFECTING THE HUMAN BODY— (confrf) 



328 Administering stupefying 
drug with Intent to 




333 Voluntarily causing Do. .. Do. .. Notbtulablo. Do. .. Improonmcnt of either Court ot Sessions, 
grievous hurt to deter 

public servant from his n°®- 

duty. 
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DANGEROUS WEAPON 

(DEFINmOS) 

Any iDStniment for shooting, stabbing, or culling, or any 
instrument which, used as a weapon of offence, is likely to cause 
death. 

GRIEVOUS HURT 

(Defikthon) 

1. Emasculation. 

2. Permanent privation of the sight of cither eye. 

3. Permanent prisation of the hearing of cither car. 

4 Privation of any member or joint. 

5. Destruction or permanent impairing of the powers of any 
member or joint. 

6. Permanent disfiguration of head or face. 

7. Fracture or dislocation of a bone or tooth. 

8. Any hurt which endangers life, or which causes the sufferer to 
be, during the space of twenty days, in seierc bodily pain, or unable 
to follow his ordmary pursuits. 

DYING DECLARATION 

The Assistant or Sub*Assistant Surgeon, in the absence of a 
Deputy Collector, Tehsildar. or Honorary Magistrate, should 
record the declaration himself. As regards the Police, the Medical 
Officer should inform them that the declaration is to be taken, and 
every facility should be given to enable them to be present, but, 
ordmanly, the declaration should not be recorded by a Police 
Officer. If It is impossible for the person making the declaration to 
write It, It should be recorded in the identical words, urteri^ by the 
dying man in ius own vernacular; and on no account should any 
leading questions or suggestions be made, or anything added. 
Finally, it should be read over to him. and, if possible, signed by 
him, then signed by the writer and two witnesses. It should then be 
placed in a sealed envelope and forwarded direct to the Magistrate 
who will investigate the case. 

DEATH CERTIFICATE 

This should give the names of the deceased in full, and in addition 
to stating defimtely the exact cause of death, should give the time, 
date and place A doctor should, strictly speaking, never give a 
death certificate until he has viewed the body, although he tos been 
attendmg the case up to the time of death. In all cases of accident, 
sudden and unexpected death, the medical man should never grant a 
wriKa he caw cosfffiRvAswcfsVy Vht \Tae cwcoe ol 

death, and in all doubtful rases, should talk the facts over with the 
Distnct Magistrate. 

The Bengal Medical Act, 1914, Section 30, bj3 down that no 
Death Certificate is valid u^ess the practitioner or officer granting 
it is registered under the Act or under the Medical Acts. 
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INQUEST 

In the Presidency towns there are Coroners, but elsewhere th 
District and Sub-Divisional Magistrates are ex-officio Coroners 
but, as a matter of fact, the enquiry is usually conducted by th 
Police, in correspondence with the Civil Surgeon. The Coroner i 
supposed to make the enquiry with a jury of 5, 7, 9, 11, 13 or 15 ii 
number, and has the power to order the post-mortem examinatioi 
or exhumation of a body and to commit to the sessions direct. Bu 
the usual procedure is for the evidence given on oath, and recordei 
in writing, to be submitted to a Magistrate’s Court for trial in th 
usual v-ay. (The Coroner’s Act IV of 1871.) 

HOW TO MAKE A POST-MORTEM EXAMINATION 

1. IDENTIFICATION 

The Police Officer who presents the written request for a post 
mortem examination, must invariably be required to enter thi 
mortuary with the Examiner and identify the body as that on whici 
the examinalion is requested. 

2. EXTERNAL EXAMINATION 

A most careful examination must be made from the vertex to th< 
feet, no detail being too trivial for notice, the points being enteret 
under abrasions, bruises, nail marks, burns, wounds, gunsho 
wounds, fractures and dislocations. 

In gunshot wounds, look for marks of powder grains. In cases o 
suspected poisoning, look for marks about the mouth. Think o 
marks suggestive of a hypodermic syringe having been used. Thin! 
of yourself in the witness-box, and remember it is as important t( 
note their absence as their presence, and that you will be requiret 
to explain fully as to the evidence of or absence of a struggle, etc. 

3. INTERNAL EXAMINATION 

The cranial cavity should be examined first. 

An incision is made from ear to ear over the vertex, and thi 
scalp is reflected in two flaps, one forwards, the other backwards 
The skull is sawn through an inch above the orbits in front, and th? 
level of the occipital protuberance behind. The skull cap is raisec 
from before backwards without using the chisel. The dura raatei 
having been divided, and reflected on either side, the brain h 
removed, placed base downwards and sliced horizontally from abovi 
downwards, and finally, the dura mater is stripped from the skull. 

The body is now opened by an incision from the chin to th« 
pubes, care being taken that this incision does not involve anj 
wound, or the umbilicus in infants, and the relations of skin, sub' 
cutaneous tissue and viscera are disturbed as little as possible 
This incision opens the abdomen. Reflect the skin and subcutaneous 
tissue over the thorax to a point beyond the junction of the ribi 
with the cartilages. Divide the cartilages as far from the sternun 
as possible, but not the sterno<IavicuIar joints, and draw the sternutr 
forcibly upwards until it fractures. Open the pericardium. Oper 
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the cavities of the heart, and remore the heart and lungs together. 
Separate the heart and examine arterial orifices. "Make a long 
incision into each lung. 

Separate the soft parts from the inside of the lower jaw. cutting 
close to the bone. Pnll the tongue foiwards below the chin, dissect 
back separating the pharynx and oesophagus with the larynx and 
trachea from the spine. Open larynx, trachea and oesophagus. 

Abdomen. — ^Examine the abdominal viscera, generally in situ. 
Next examme the particular organ which is thought to be 
connected with the cause of death. The stomadi is removed betw een 
two ligatures on the oesophageal and two on the duodenal end, 
and the contents kept for analyris. 

Livtr. — Remo>e and note its weight, appearance on section, and 
the condition of the gall-bladder. 

Spleen. — Note size, consistence, weight and api«aranc* on 
section. 

Kidney. — W eight; condition of capsule. 

Bladder. — Open and take a specimen of urine for analj3is. 
Large iNTisnNE. — Remove between hgaturcs, open and examine, 
and preserve contents. 

Small Intesttne, — R emove between ligatures, open, examine, 
and preserve contents. 

In women, examine vagina, uterus, and ovaries. 

Spine and Spinal CoPD.-rln the infrequent cases when this 
examination is necessary it should always be done last 

Note.—l. In (hose cases in which there is any reason to suspM 
poisoning, the viscera should be preserved in accordance with 
the rules laid down for the despatch of substances to the Chemical 
Exammer. See p. 530. 

2. The points of the examination must always be written down 
at the lime, the report being subsequently drawn up from the 
notes, giving facts first, then mfereoces. 

3. No opinion should be given as to the cause of death, unless 
fully borne out by the appearances observetL 

4. Never be satisfied with less than a complete examination of 
the three great cavities, and all the organs contained therein. 

5. It IS nev er too late to make a necropsy, no matter how much 
the body is decomposed. 

6. Digestion does not go on to any-extent after death, so that 
food may be found in the stomach several days later- 

AVERAGE WEIGHTS AND MEASUREMENTS OF 
ADULT HU.MAN ORGANS 
Brain. — Wright : Male 49 J oz.. Female 44 oz. 

Heart. — ^%’eichl : Male 1 1 oz.. Female 9 oz. 

Measurements: 5 in. long, 3} in. broad, iP. thick at the 
thickest portion. 

Kidney. — ^V v’right: 5 oz. 

Measurements: 4| in. long, 2^ in. broad, 1^ in- thick. 
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Liver. — W eight; 45-50 oz. 

Measurements: From right to left, 7-10 in. 

From before backwards, 3-6 in. 

From above downards, in the thickest part of the right 
lol^, 6-7 in. 

Lungs. — Weight : Right 22 oz.. Left 20 oz. ; very variable. 

Pancreas.— W eight: 3 oz. 

Measurements ; 6~S in. long, l-J in. broad, -J-l in. thick. 

Spleen.— W eight : 5-7 oz. 

Measurements ; 5-6 in. long, 3-4 in. broad, l-li in. thick. 

Stomach. — Weight ; 4} oz. ; capacity about S pints. 

Measurements : 12 in. long, 4-5 in. broad. 

NOTES ON GIVING EVIDENCE 

In the witness-box your evidence is taken as follows : 

A. EXAMiNATrON-rN-CffiEF.— This is made by the Counsel on 

the side for which you are giving evidence. He knows 
the nature of your evidence from his brief, and it is his 
object to get a cfear statement of the facts from you. 

B. Cross-Examination.— This is made by the Counsel of the 

opposite side, with the object, if possible, of discrediting 
your statements. 

C Re-Examination. — This is made by ihe Counsel on the 
side for which you are giving evidence, with the object of 
combating any points which opposing Counsel may have 
made by your cross-examination, but no new questions 
or matter may be introduced. 

1. The first essential is always to be prepared on all branches of 
the subject. 

2. Keep control of your temper, and meet the adverse Counsel 
with good humour. 

3. Speak clearly and slowly, using simple language without 
technical terms, avoid superlatives, and show, by your answers, 
that your only desire is to tell the truth. 

4. Be exact and brief, giving definite measurements, time, place, 
date, etc. State facts only — not opinions, unless asked to do so. 

5. Be extremely careful not to depart inadvertently from absolute 
accuracy ; this may arise from a fit of nervousness, undue confidence 
or carelessness. 

6. Never attempt to answer any question that you do not clearly 
understand. 

7. Appeal to the Judge if you consider any question unfair. 

8. Counsel, through lack of scientific knowledge, sometimes ask 
meaningless questions; at tbe-samc time these questions have to be 
answered, and it is frequently very difficult to do so, especially when 
Counsel sees you hesitate and presses the point. 

The best course then is to endeavour to turn the matter. For 
example, if the question is on the spine, say: “Does your question 
refer to the spinal column or the spinal cord?” He has no knowledge 
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of the medical difference- between the two, and usually promptly 
drops the point 

9. Books and Notes in Court.— You are not supposed^ to 
quote from any book, the author of which is ain't, on the principle 
^at all evidence should be oral. 

Your notes, which should haw been made at the time, cannot be 
read out to the Court as evidence, but may bs taken into Court to 
refresh your memory. 

Should, howeter, Counsel of the opposite side see you referring 
to these notes in the witness-box, he can claim them and, with 
consent of the Judge, read them out to the Court ; this may put you 
in a difficult position. 

10. ^OFESStONAL SECRETS. — On thU much-discussed question, 
the best plan is to appeal to the Judge for a ruling, claiming privilege. 
If the Judge decides that >ou must speak, you then dmilge the 
secret only under compulsion of the law'. If a witness still refuses to 
speak, he is liable to be committed for contempt of Court. 

RULES FOR ADMISSION TO. OR DISCHARGE OF 
LUNATICS FROM, MENTAL HOSPITALS 
BRIEF SUMMARY 

ADMISSION INTO A MENTAL HOSPITAL 

!. On a petition from the patient himself. 

2. Reception Order from the Magistrate, on the petition of 
relatives or others. 

3. (a) Any European, subject to the terms of the Army Act, can 
be admitted on an order signed by an administratiw Medical 
Officer. 

(b) Every officer in charge of a Police Station may arrest any 
wandenng or dangerous lunatic. 

(c) The Magistrate, on a medical certificate, can gi\-e a Reception 
Order for the admission of any lunatic not properly cared for or 
controlled, or who, he has reason to bclicw, is being cruelly treated. 

(d) The Magistrate may authorize the detention of an alleged 
lunatic, in suitable custody, under medical observation, for a penod 
of ten days. Under cert^ conditions this period may be extended 
to a maximum of thirty da>’S. 

DISCHARGE OF LUNATICS 

1. A patient admitted on his own appfication. cannot bs detained 
for more than twenty-four hours, after he has giwn notice in writing. 

2. Non-Criminal Lunatics: 

(fl) The patient being cured, is discharged under Section 31 of 
the Act. 

(b) The patient not being sane, but not being dangerous or 
aggressite, on the undertaking of a relatj%e, can be dis- 
charged under Section 33 of the Act, security being taken 
from the relatives by the District Magistrate. 
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3. Criminal Lunatics nre of three classes : A, B and C. 

A. ~Those who are unable to stand their trial, as their mental 
condition renders them unfit to make their defence. 

B. — Those who have become sane, stood their trial, but were 
found to have committed the crime when insane. 

C. — Persons who have become insane, while undergoing a term 
of imprisonment in jail. 

Class A arc kepi until fit to stand their trial, or a report is 
made that they are never likely to be fit. 

Class B are detained in tte asylum if the crime is against the 
pepon, for Four years; or six years in thecaseof the form of insanity 
being melancholia. On the expiration of this period, they are dis- 
charged if sane, or sent to the Non-Crimmal Section if still insane. 
In the case of crimes not against the person, the period of detention 
is usually considerably less. 

Class C patients arc returned to jail on recovery. If recovery 
does not take place, they arc transferred to the Non-Criminal 
Section of the asylum on expiration of their sentence. 

TRANSFER OF LUNATICS TO ENGLAND 

This is always a matter of diflicuky, as few steamer companies 
are willing to take them. If the patient be a Government servant, 
or his family is domiciled in England, the Government will generally 
arrange a passage by troopship, application for which should be 
made through the Local Government. 

The Indian law of lunacy does not hold in England, and it is 
therefore useless to send a medical certificate with the case, but a 
Witten statement should be sent. The patient is discharged from an 
Indian asylum under Section 33 of the Act, but on arrival at the 
end of the voyage, he must be seen and certified by two registered 
medical practitioners, and a Reception Order obtained from a 
Sheriff or Magistrate, before the patient can be admitted into any 
British asylum. 

Attention is also invited to Para. 1063, Manual of Government 
Orders. 

LAW RELATING TO THE ADMISSION, DETENTION . 

AND DISCHARGE OF LUNATICS IN INDIAN MENTAL 
HOSPITALS (INDIAN LUNACY ACT. 1912) 

As Amended by Act 0/1922, Ads XI, XXXll and XXXIII 
o/i923, Act Vo/i926, and Ad X of 1927. 

ADMISSIONS AND DETENTIONS 

Under the provisions of Section 4, no person other than a criminal 
lunatic, or a lunatic so found by inquisition, shall be received or 
detained in any asylum without a Rec^ion Order, save as provided 
by Sections 8, 16 and 98 : 

Provided any person in charge of an asylum may,' With the consent 
of two of the visitors of such asylum, which consent shall not be 
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of the medical difference- between the two, and usually promptly 
drops the point. 

9. Books and Notes in Court.— You arc not supposed to 
quote from any book, the author of which ts alive, on the principle 
that all evidence should be oral. 

Your notes, which should have been made at the time, cannot be 
read out to the Court as evidence, but may be taken into Court to 
refresh your memory. 

Should, however, Counsel of the opposite side see you referring 
to these notes in the witness-box, he can claim them and, with 
consent of the Judge, read them out to the Court ; this may pul you 
m a difficult position. 

10 Professional Secrets. — On this much-discussed question, 
the best plan is to appeal to the Judge for a ruling, claiming privilege. 
If the Judge decides that you must speak, you then divulge the 
secret only under compulsion of the law. If a witness still refuses to 
speak, he is liable to be committed for contempt of Court. 

RULES FOR ADMISSION TO, OR DISCHARGE OF 
LUNATICS FROM, MENTAL HOSPITALS 
BRIEF SUMMARY 

ADMISSION INTO A MENTAL HOSPITAL 

1. On a petition from the patient himself. 

2. Reception Order from the Magistrate, on the petition of 
relatives or others. 

3. (a) Any European, subject to the terms of the Army Act, can 
be admitted on an order signed by an administrative Medioal 
Officer 

(b) Every officer in charge of a Police Station may arrest any 
wandering or dangerous lunatic. 

(c) The Magistrate, on a medical certificate, can give a Reception 
Order for the admission of any lunatic not properly cared ftr or 
controlled, or who, he has reason to believe, is being cruelly treated. 

(d) The Magistrate may authorize the detention of an alleged 
lunatic, m suitable custody, under medical observation, for a penod 
of ten days. Under certain conditions this period may be extended 
to a maximum of thirty days. 

DISCHARGE OF LUNATICS 

1 . A patient admitted on his own application, cannot be detained 
for more than twenty-four hours, after he has given notice in w riting. 

2. Non-Criminal Lunatics: 

(a) The patient being cured, is discharged under Section 31 of 
the Act. 

(i) The patient not being sane, but not being dangerous or 
aggressive, on the undertaking of a relative, can be dis- 
charged under Section 33 of the Act, security being taken 
from the relatives by the District Magistrate. 
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3. Criminal Lunatics are of three classes ; A, B and C. 

A. — Those who are unable to stand their trial, as their mental 
condition renders them unfit to make their defence. 

B. — Those who have become sane, stood their trial, but were 
found to have committed the crime when insane. 

C. — Persons who have become insane, while undergoing a term 
of imprisonment in jail. 

Class A are kept until fit to stand their trial, or a report is 
made that they are never likely to be fit. 

Class D are detained in the asylum if the crime is against the 
person, for four years; or six years in the case of the form of insanity 
being melancholia. On the expiration of this period, they are dis- 
charged if sane, or sent to the Nort-Crimlnal Section if still insane. 
In the case of crimes not against the person, (he period of detention 
is usually considerably less. 

Class C patients are returned to jad on recovery. If recovery 
docs not take place, they are tramferted to the Non-Criminal 
Section of the asylum on expiration of their sentence. 

TRANSFER OF LUNATICS TO ENGLAND 

This is always a matter of difficulty, as few steamer companies 
are willing to lake them. If the patient be a Government servant, 
or his family is domiciled in England, the Government will generally 
arrange a passage by troopship, application for which should be 
made through the Local Government. 

The Indian law of lunacy does not hold in England, and it is 
therefore useless to send a medical certificate with the case, but a 
written statement should be sent, liie patient is discharged from an 
Indian asylum under Section 33 of the Act, but on arrival at the 
end of the voyage, he must be seen and certified by two registered 
medical practitioners, and a Reception Order obtained from a 
Sheriff or Magistrate, before the patient can be admitted into any 
British asylum. 

Attention is also invited to Para. 1063, Manual of Government 
Orders. 

LAW RELATING TO THE ADMISSION. DETENTION 

AND DISCHARGE OF LUNATICS IN INDIAN MENTAL 
HOSPITALS (INDIAN LUNACY ACT. 1912) 

Amended by Act of 1922, Acts XI, XXXII and XXXIII 
of 1922, Act V of 197h, and Act X of 1911. 

ADMISSIONS AND DETENTIONS 

Under the provisions of Section 4, no person other than a criminal 
lunatic, or a lunatic so found by Inquisition, shall be received or 
detained in any asylum without a Reception Order, save as provided 
by Sections 8, 16 and 98: • ^ 

Provided any person in charge of an asylum may, with the consent 
of two of the visitors of such asylum, which consent shall not be 
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given except upon a written application from the intending boarder, 
receive and lodge as a boarder in such asylum any person who is 
desirous of submitlmg himself to treatment. 

A boarder received in an asylum under the proviso above noted 
shall not be detained in the asylum for more than twenty-four hours 
after he has given to the person in charge of the asylum notice in 
wnting of his desire to leave such asylum, 

Appucatiom for Reception Order 
Under the provisions of Section 5 an application for a Reception 
Older shall be made by a pcution accompanied by a statement of 
particulars to the Magistrate within the local limits of whose juris- 
diction the alleged lunatic ordinarily resides, shall be in the form 
prescnb&l and shall be supported by two medical certificates on 
separate sheets of paper, one of which certification shall be from a 
Medical Officer. 

If either of the medical certificates is signed by any relative, 
partner or assistant of the lunatic or of the petitioner, the petition 
shall state the fact, and, where the person signing is a relative, the 
exact manner in w'bJcb he is related to the lunatic or petitioner. 

The petition shall also state whether any previous application has 
been presented for an enquiry into the mental capacity of the 
alleged lunatic in any court ; and if such application has been made, a 
certified copy of the order made thereon shall be attached to the 
petition. 

No application for a Reception Order shall be entertained in any 
area outside the Presidency towns unless the Local Government has, 
by notification in the local official Gazette, declared such area as 
an area in which Reception Ordem may be made. 

No Reception Order shall continue to have elTect: 

(a) After the expiry of 30 days from the date on which it was 
made, unless the lunatic has been admitted to the place 
mentioned therein within that period, or 
(f>) After the discharge, under the provision of this Act, of 
the lunatic from such place or from any asylum to wffich 
he may have been removed. 

Application: Bir whom to be Presented 
In accordance with the provisions of Section 6 the petition shall 
be presented, if possible, by: 

{a) the husband or wife of the alleged lunatic, or 
(b) by any other relative of the lunatic. 

If the petition is not so presented, it shall contain a st.atem.ent of 
the reasons why it Is not so present^ and of the connection of the 
petitioner with the alleged lunatic and the circumstances under which 
he presents the petition. 

No person shall present a petition unless he has attained the age 
of majority as determined by law to which he is subject, and has, 
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within fourteen days before the presentation of the petition, 
personally seen the said lunatic. 

The petition shall be signed and Verified by the petitioner, and 
the statement of the prescribed particulars by the person making 
such statement. 

Procedure upon Pcdtion for Reception Order 
In accordance with the provisions of Section 7, upon the presenta- 
tion of a petition the Magistrate shall consider the allegations in 
the petition and the evidence of lunacy in the medical ceriificates. 

If he secs grounds for proceeding further, he shall personally 
examine the lunatic unless, for reasons to be recorded in writing, 
he thinks It unnecessary so to do. 

If he is satisfied, he may make an order for the reception of the 
lunatic; but if he is not satisfied, he may fix any other dale for 
considering the petition, notice of which shall be given to the 
petitioner and to any other person to whom such notice, in the 
opinion of the Magistrate, should be given. 

Detention of Alleged Lunatic pending Enquiry 
As provided in Section 8, pending the conclusion of the enquiry 
into the allegations, etc., in the petition referred to in preceding 
paragraph, the Magistrate may make such order as he thinks fit 
for the suitable custody of the lunatic. 

Consideration of Petition 

In accordance ivith the provisions of Section 9 the petition shall 
be considered in private in the presence of the petitioner, the lunatic 
(unless the Magistrate in his discretion directs othenvise), any 
representative of the lunatic and such other persons as the Magistrate 
thinks fit. 

Order 

As provided in Section 10, after considering the petition referred 
to in the previous paragraphs, the Magistrate may either make a 
Reception Order or dismiss the petition or may fix another date for 
further enquiry or evidences, and may state the source from which 
the cost of the lunatic’s maintenance should be met. If the petition 
is dismissed, a copy of the recorded grounds for its dismissal shall 
be delivered to the petitioner. 

Further Provision as to Reception Orders on Petition 
As provided in Section 11, no Reception Order shall be made 
under Section 7 or Section 10 of the Act, save in the case of a lunatic 
who is dangerous and unfit to be at large unless — 

(a) the Magistrate is satisfied that the person in charge of the 
asylum is willing to receive the lunatic, and 
(i) the petitioner or some other person satisfies the Magistrate, 
in a written engagement, that he will pay the cost of the 
lunatic’s maintenance. 
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Reception Order in case of Lunatics from Foreign States 
IN India 

1. As provided in Section IIA (1), when an arrangement has 
been made with any foreign European State with respect to the 
reception of lunatics in asjlums in British India, the Governor- 
General in Council may, by notification in the Gazette of India, 
direct that a Reception Order may be made under this Act in the 
case of any lunatic, or class of lunatics, residing in the territories in 
India of such foreign European State, and shall in such notification 
specify the pro\'ince or proiinces within which such Reception 
Orders may be made. 

2. On publication of a notification under the preceding para- 
graph, the proi isions of the Lunacy Act. as to the making of Recep- 
tion Orders on petitions and for temporary detention in suitable 
custody, shall apply, in the case of such lunatics with the following 
modifications, namely — 

(а) an application for a Reception Order may be made by petition 
presentedi by such officer or agent of the foreign Slate in which 
the alleged lunatic ordinarily resides, as may, by general or 
special order, be approved by the Local Government in 
this behalf: 

(б) the functions of the Magistrate shall be performed by such 
officer as the Local Government may, by general or special 
order, appoint in this behalf, and such officer shall be deemed 
to be the Magistrate having jurisdiction over the alleg^ 
lunatic for all the purposes of the said provisions; 

(c) for the purposes of Sections 5 and 18 (1) (Act IV of 1912), the 
expressions “Medical OflBccr” and “JtJedical Practitioner” 
shall include such persons or class of persons as the Loral 
Government may specify in this behalf; 

id) ihe Mapstrate may in his discretion extend the period pre- 
scribed by Section 19 (Act IV of 1912), within which the 
alleged lunatic must have been medically examined ; and 

(c) Sections 6 (1), (2), (3). II and 34 of the Act (Act IV of 1920) 
shall not apply. 

and with such other modifications, restrictions or adaptations as 
the Governor-General in Council may, by notification in the Gazette 
of India, direct for the purpose of facilitating the application of the 
said provisions. 

3. A Reception Order made under this paragraph shall be 
deemed to be a Reception Order made under SectioiT? or Section 10 
(Act IV of 1912), as the case maybe. 

Reception Order in case of Lunatic Soldier 
(44 & 45 Vicr., C. 58) 

Under the provisions of Section 12, when any Europran who is 
subject to the provisions of the Army Act has been declared a 
lunatic in accordance with the provisions of the Military Regulations 
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in force for the time being, and it appears to any administrative 
medical oflicer that he should be removed to an asylum, such 
administrative medical oflicer may, if he thinks fit, make a Reception 
Order under his hand for the admission of the said lunatic into an 
asylum which has been duly authorized for the purpose by the 
Governor-General in Council. 

Powers and Duties of the Police in respect of Wandering 
OR Dangerous Lunatics and Lunatics cruellv treated, 

OR NOT under Proper Care and Control 

In accordance with the provisions of Section 13, every officer 
in charge of a Police Station may arrest, or cause to be arrested, all 
persons found wandering at large within the limits of his station 
whom he has reason to believe to be lunatics and shall arrest, or 
Cause to be arrested, all persons within the limits of his station whom 
he has reason to believe to be dangerous by reason of lunacy. Any 
person so arrested shall be taken forthwith before the Magistrate. 

Every officer in charge of a Police Station who has reason to 
believe that any person within the limits of his station is deemed to 
be a lunatic and is not under proper care and control, or is cruelly 
treiited or neglected by any relative or other person having the 
charge of him, shall immediately report the fact to the Magistrate. 

Reception Order in case of Wandering and 
Dangerous Lunatics 

As provided in Section 14, whenever any person is brought before 
a Magistrate under the provision of Sub-section (1) of Section 13, 
the Magistrate shall examine such person, and if he thinks that 
there are grounds for proceeding further, shall cause him to be 
examined by a medical officer and may make such other enquiries 
as he thinks fit ; and if the Magistrate is satisfied that such person is a 
lunatic and a proper person to be detained, he may, if the medical 
officer who has examined such person gives a medical certificate 
with regard to such person, make a Reception Order for the admission 
of such lunatic into an asylum. 

Provided that, if any friend or relative desires that the lunatic be 
sent to a licensed asylum and engages in writing to the satisfaction 
of the Magistrate to pay the cost of maintenance of the lunatic in 
such asylum, the Magistrate shall, if the person in charge of such 
asylum consents, make a Reception Order for the admission of the 
lunatic into the licensed asylum mentioned m the engagement. 

Provided, further, that if any friend or relative of the lunatic 
enters into a bond, with or without sureties, for such sum of money 
as the Magistrate thinks fit, on condition that such lunatic shall be 
properly taken care of and shall be prevented from doing injury to 
himself or to others, the Ma^strate, instead of making a Reception 
Order, may, if he thinks fit, make him over to the care of such friend 
or relative. 
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Order in case of Lunatic cruelly treated, oR not under 

Proper Care and Control 

In accordance with the proviuons of Section 1 5, ifit appeare to a 
Magistrate, on the report of a Police Officer or the information of 
any other person within the timits of his jurisdiction that a person 
deemed to be a lunatic is not under proper care and control, or is 
cruelly treated or neglected by any relative or other person having 
the charge of him, the Magistrate may cause the alleged lunatic to be 
produced before him and summon such relative or other person as 
has or ought to have charge of him. 

AMENDING ACTXXXUI OF 1923 
Amends the Indian Army Act, I9II, and the Indipn Lunacy Act, 
1912, to include the Air Force and other additions to the Indian 
Lunacy Act of 1912. 

AMENDING ACT V OF 1926 

Deals y\ith the relationship of the person makins the petition to the 
Lunatic, and the duties and resporuibilUles of the peittloner. 

AMENDING ACTX OF 1927 

Amends the Indian Lunacy Act, 1912, to include the Air Force. 

DISCHARGE OF LUNATICS 
Order of Discharge from AsvLuvt by Visitors 

Under the provisions of Section 31 three of the visitors of the 
Asylum (of whom one shall be a medical officer) may, by order in 
wntmg, direct the discharge of any person detained in such asylum 
and such person shall thereupon be discharged : 

Provided that no such order is made in the case of persons detained 
under Section 12 or in the case of criminal lunatics otherwise than 
as provided by Section 30 of the Prisoners Act of 1900. 

^Vhen such order is made, if the person is detained under the 
order of any public authority, notice of the order of discharge shall be 
immediately communicated to such authority. 

Discharge of Lunatics in other cases and of 

European Military Lunatics 

As provided in Section 32, a lunatic detained in the asylum under 
a Reception Order made on the petition shall be discharged if tlie 
person on whose petition the Reception Order was made so applies 
m wnting to the person in char^ of the asylum. 

Provided that no lunatics shall be discharged if the officer in 
charge of the asylum certifies in writing that the lunatic is dangerous 
and unfit to be at large. 

A person detained in the asylum under a Reception Order made 
under Section 12 shall be detained therein until be is discharged 
therefrom in accordance with the military regulations in force for 
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the (tmc being, or until the ofRcer making the order applies for his 
transfer to the military authorities with a view to his removal to 
England. But if it appears to the oflicer in charge of the asylum that 
the discharge of the lunatic soldier is necessary cither on account 
of his recosery or for any other purpose, such person shall be 
brought before the visitors. On the visitors recording their opinion 
that the discharge should be made, the General or other Oflicer 
Commanding the Division, District, Brigade, or Force, or other 
OtRcer authorized to order the admission of such person into the 
a^lum, shall forthwith direct him to be discharged; and such 
discharge shall take place in accordance with the military regulations 
in force for the time being. 

Order of Discharge on Undertaking of the Relative 
FOR Due Care or the Lunatic 

In accordance with the provisions of Section 33, when any 
relative, etc., of a lunatic detained under Section 14, 15 or 17 desires 
that such lunatic shall be delivered to bis care and custody, he may 
make application to the authority under whose order the lunatic is 
detained. If such authority, in consultation with the person in charge 
of the asylum and visitors (one of whom should be a medical officer), 
thinks fu and if such relative, etc., enters into a bond, with or 
without sureties, for such sum of money as the said authority 
deems suitable, that such lunatic shall be properly taken care of 
and shall be prevented from doing injury to himself or to others, he 
may make an Order for the discharge of such lunatic. 

Discharge of Persons subsequently found on 
Inquisition not to be of Unsound Mind 

As provided in Section 34, if any lunatic detained in the asylum 
on a Reception Order made under Sections 7. 10, 14, 15 or 17 is 
subsequently found on an inquisition under Chapter IV or V of 
the Act, not to be of unsound mind and incapable of managing 
himself and his affairs, the person in charge of the asylum shall 
forthwith, on the production of a certified copy of such finding, 
discharge the alleged lunatic from the asylum. 

All documents received with pjatients shall be returned on their 
death or discharge to the committing Magistrate or Courts, e.xcept in 
cases of military insancs, when they will be forwarded to the Staff 
Officer of the district. 


LIST OF MENTAL HOSPITALS IN INDIA 


BENGAL— 

(1) Mental Observation Ward, 
Bbowanipore, Calcutta. 

(2) Mental Ward of the Albert 
■ Victor Leper Hospital, Gobra, 

Calcutta. 

(3) MentalcasesfromthiJprovince 
are treated in the Indian Mental 
Hospital, Kanke (B. «fe O.). 


BOMBAY— 

(1) Central Mental Hospital, 
Yeravda. 

(2) N.M. Mental Hospital, Nau- 
pada, Thana. 

(3) Mental Hospital, Ahmedabad. 

(4) Mental Hospital, Dharwar. 

(5) Mental Hospital, Ratnagin. 

(6) Mental Hospital, Hyderabad 
(Sind). 
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LIST OF MENTAL HOSPITALS IN INDIA-conlinueif 


BURMA— 

(1) Menial Hospital. Minbu. 

(2) Mental Hospital, Tadagale. 
near Rangoon. 


MADRAS— 

(H Govt.MetitalHospiUl,Ma«iras. 

(2) Govt. Mental Hospital, Calicut. 

(3) Govt.MentalHo$pital.\Valtair. 

UNITED PROVINCES— 

(J) Mental Hospital. Agra. 

(2) Mental Hospital, Benares. 

O) Menial Hospital, BaitiHy- 
PUNJAB— 

Punjab Mental Hospital, Lahore. 

BIHAR AND ORISSA— 

(J) Ranchi European Mental Hos- 
pital 

(2) Ranchi Indian Mental Hos- 
pital, Kanke 

CENTRAL PROVINCES— 

Nagpur Mental Hospital. 

Central Asylums have mental experts 

Asylums are collateral charges generally held by the Civil Surgeon. 
The European patients of the Punjab. United Provinces, Bihar and Orissa, 
the Central Provinces. Bengal and Assam are now rent lo the itew 
European Asylum at Raochi tn accordance with Goverometu of India. 
Home Department Order. No. 86-Med>cal, dated l^Ib April, 1918. 

M^NTERE’S DISEASE — Set Ear, Dieses of. 


CENTRAL INDIA— 

Mental Hospital. Indore City, 
Indore State. 

MYSORE STATE— 

Mental Hospital. Bangalore. 
HYDERABAD STATE— . . , 
Mental Ward of the Central Jafl, 
Hyderabad (Deccan). 
CEYLON— 

Colombo (Admits Europeans, 
Singhalese and Indians.) 
whole-time superintendents, other 


MENINGITIS 

CEREBROSPINAL MENINGITIS.— The advent of sulpha- 
pyndme (M. & B. 693} completely changed the treatmeot and 
ptogno&ts of this disease. 

DIAGNOSIS.— This may be missed at the beginning of an 
epidemic because the doctor does not think of it. In all cases of 
unexplained fever, ibereforc, examine the back of the neck for 
ngidity and the legs for Kemig’s sign, which is present if a normal 
straiaht leg cannot be flexed to a right angle with the body. If 
suspicion IS aroused, do a lumbar puncture. Typically, the fluid is 
under pressure and abounds with leucocytes containing the Gram- 
negatite intracellular d’lplococci of Wcichsclbaum. 

TREATMENT. — As soon as diagnosis is made, give six tablets 
of sulphathiazole or sulpbadiazine. followed by two tablets three- 
hourly. On the second day and subsequent four days give two 
tablets three-hourly or four-hourly, depending upon the patient’s 
condition. If the patient is unconscious give the soluble preparations 
intravenously in full doses. Eight days’ treatment usually cures. To 
prevent •‘sulpha-kidney” gix-c at least six pints of water each 24 
hours, and more than this if the wither is hot. 

In severe cases penicillin, 2S.OOO units intrathecally, may be given 
once every 24 hours in addition to the sulpha drugs. 

Ckintacts should be isolated for six days and patients for fourteen ; 
during convalescence, swabs should be taken, from the nose to 
eliminate carriers. OvcrcrowxJingshouldbeavoidedintheaffectedarea. 
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Pneumococcal MenlngiiU may occur in the course of pneumo- 
coccal empyema, by direct spread from a suppurating ear, or less 
commonly, during or after an attack of pneumonia. 

Symptoms and treatment are as for cerebrospinal meningitis. 

Other pyogenic organisms, such as the staphylococcus, strepto- 
coccus, gonococcus or anthrax bacillus may obtain access to the 
meninges either from the blood, from a neighbouring wound or 
inflamed area, generally in the ear, scalp, face or eye. Chemotherapy 
is again indicated, penicillin being specific for anthrax. 

Influenzal Meningitis occurs and may cause intense headache or 
even temporary mental changes, when it is associated with influenzal 
encephalitis. Treatment is symptomatic and recovery is the rule. 

Syphilitic Meningitis is important because it is curable if diagnosed 
in time. It occurs in both acquired and hereditary syphilis, generally 
during the early part of the disease; in fact, it may accompany the 
secondary rash. Localized forms also occur, causing localized 
paralyses, often of the motor oculi or facial nerves. The cerebrospinal 
fluid shows a pure lymphocytosis and the blood a positive Wasser- 
mann reaction. 

Tuberculous Meningitis is invariably fatal within a month of the 
appearance of symptoms and the more acute cases survive only a 
few days. The cerebrospinal fluid shows lymphocytes; tubercle 
bacilli may also be seen and injection of the fluid into a guinea-pig 
causes typical tuberculous lesions. 

Meningitis Circumscripta Serosa is the rather pompous name 
given to certain cysts that sometimes press on the spinal cord and 
seem to be the relic of localized inflammation. 

Penign Aseptic Meningitis occurs chiefly in children, but may 
aiTect adults. The onset is abrupt, with headache, fever, neck rigidity 
and a positive Kermg’s sign. The cerebrospinal fluid shows lympho- 
cytes, which may make one suspect tu^rclc and a “spider’s web” 
on standing. Sulpha drugs appear to be effective. 

MENSTRUAL DISORDERS— Gynaecology. 

MENTAL DISEASES 

As many forms of mental disease are of both doubtful origin 
and varied symptomatology, classification is subject to change as 
new discoveries are made or old theoncs discarded, but some sort 
of classification is necessary as a guide to symptoms, treatment 
and prognosis; in practice, however, one type of mental disease is 
so apt to merge into or mix with another that clear definition is 
impossible. 

The broadest distiacl'ion is perhaps into neuroses and psychoses, 
the neurotic patient not being considered “mad” and therefore not 
requiring institutional treatment, whereas the psychotic is the 
opposite, but the dividing line is not always definite. 

When the cause is known but cannot be treated, as in micro- 
cephalies, mongols, cases of ^oss injury to the brain or senility, a 
way of life may be found which renders their existence less trying 
to themselves and other people. 
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la certain cases the cause can be both found and treated; bj'per- 
thyroidism, myxoedema, pernicious anaemia, sjphilis, intoxications 
of \arious sorts, sitamin deficiency and to some extent arterio- 
sclerosis will all occur to the reader’s mind as removable caus« of 
mental disease. In other cases, particularly those occurring at times 
of sexual stress, namely, puberty, enpgement, unrequited love, 
marriage, pregnancy, the puerperium, bastion or the climacteric, 
a great can be done by treating the cause; in the milder cases 
of climactenc mental disorders hormone therapy is often successful, 
but it is apt to be disappointing in the more severe; it is, however, 
worth tr>'ma. 

The influence of heredity is profound. As a friend of the writer’s 
obser\ed when discussing the present article, ‘Tl depends on what 
is in the packet when it arrises”. 

Many people pass through the most frightful experiences without 
apparent mental damage, whereas others are thrown off their 
balance by a eomparatnely trivia! circumstance, and one cannot 
help thinking that if it had not been that, it would has’e been 
something else. 

The influence of sex life on sanity has been so thoroughly discussed 
elsewhere and details are so readjy obtainable at almost any book- 
shop that it win suffice us here to say that it is undoubtedly great 
in the neuroses and minor ps>‘cboses, but not in the major ones. 
Its importance is often exag^rated, b^use in many eases peculiar 
sexual experiences are the result, not the cause, of ment^ disease. 
Every iateUigeot human being in this world has certam secrets and 
possibly odd ambitions which hate never been told to anyone else, 
but, far from causing madness, the phenomenon is so unltersal 
that It can be considered as part of the psj chological make-up of 
the normal individual-^ there is such a person. 

AFFECTIVE PSYCHOSES. — ^In these conditions the mood and 
emotions become abnormal; the patient may show any degree of 
mama, from undue cheerfulness and garruLty to extreme violence, 
or, at the opposite end of the scale, he may suffer from any degree 
of depression. When they alternate, wc have the common manic- 
depressive insanity, but in the involutional psjehoses of later life 
depression greatly predominates. 

Manic-Deprksive Insantty.— The manic phase usually lasts 
some weeks and the depressive a good deal longer, but there are 
great variations. Delusions and hallucinations occur, but Ihey- 
tend to be transient and unsystematked. and are the result, not 
the cause of the emotional upset. For instance, the “affective” 
patient will be deprcsKd, and roeotion t^t be has lost all his 
money , the depres^ piaraaoiac will believe that he has lost all his 
money and mention that he is depressed. But the schizophrenic can 
believ e that he has lost all his money and not be in the least depressed 
about It. 

Frequency . — Between \ff/o and 15% of all ps}Thoses in the 
U.S.A. (Henry). 
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Aeliotogy . — Females are affected twice as often as males, and the 
condition is commonest at or about one of the sexual crises already 
mentioned, such as puberty or the climacteric, but there is generally 
a hereditary element as well. Other factors (to which the psycho- 
analyst attaches great importance), are the patient’s upbringing and 
sexual experiences; the final precipitating event may be the least 
important of all. If a gun is not already loaded pulling the trigger 
has no result. 

Symptoms . — In the manic phase the brain works too quickly to 
make sense; the patient talks rapidly and incoherently, laughs or 
cries, boasts, “gushes" or quarrels with equal facility and lack of 
provocation, suffers from delusions which do not become “fixed”, 
sleeps little, often eats voraciously and becomes over-sexed, but is 
easily distracted from the interest of the moment. In short, the 
condition resembles the excitable phase of drunkenness. After a 
few weeks or months the patient calms down and may have an 
interval of normality or pass straight into the depressive phase, 
which can be mild, stuporous or agitated; delusions are present, 
but as already mentioned they are the effect, not the cause, of the 
depression. Anorexia, anaemia, constipation, loss of weight and 
reiusal of food are common physical accompaniments. 

Frognojfs.— This is good, about half the patients suffering from 
only one cycle, but the later and more gradual the onset, the less 
is the likelihood of permanent recovery. New methods of treatment 
have improved the prognosis, especially in the depressed phase, and 
hope is further increased if some defect in the patient's metabolism, 
endocrine system or surroundings can be discovered and eliminated. 

In general, the greater the element of confusion in any psychosis 
the greater is the prospect of cure, because confusion commonly 
results from some form of toxaemia. 

TREATMENT. — Of first importance is the prevention of suicide 
during the depressed phase. Two points must be remembered ; the 
attempt is apt to be both sudden and successful, and it is by no 
means unknown during convalescence. Precautions must, therefore, 
never be relaxed so long as any symptoms endure, and these patients 
must never be allowed to have razors, knives, ropes, wires, access 
to upper windows or any of the other possible means of self- 
destruction which an observant physician will notice in the immediate 
surroundings. 

Suicide in these cases is particularly tragic because otherwise so 
many of them get well. 

If an organic cause 'is suspected, it must be followed up most 
carefully and appropriate treatment ^ven, even the “therapeutic 
test” being occasionally successful. In other cases a social or sexual 
readjustment may be followed by improvement, 

• Drug Treatment . — If it is desired to quieten a violent patient 
intravenous Cyclonal Sodium or Pentothal will produce the desired 
effect and may be followed by Sodium Amytal, 3 grains every three 
hours, more or less according to drcumstanccs, Gardenal (gr. 1-3) 
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has a longer effect and may be risen twice daily, or any barbiturate 
that the physician prefers may be used. Paraldehyde, if the patient 
can be persuaded to take it. is preferred by some, but hjosdne and 
morpWa as a rule are not suitable. 

The newer methods of treatment. parUculatly electrically induced 
fits, are very successful in the depressise phase but seem to has'c 
little effea in the manic phase. 

The reader who wishes to practise these new methods should 
attend a course at a recogni^ mental hospital, because in in- 
experienced hands they may be not only useless but dangerous. 
A well-written and informatis-e little book on the subject is Sargant 
and Slater’s Introduction to Physical Methods of Treatment in 
Psychiatry, published by Lisingslone. 

SCHIZOPHRENIA (pronounced Skidzofrema). — A s this form 
of mental disea» accounts for neatly half the asylum population of 
the world, and as the new methods of treatment just referred to 
arc gitiog promising results the subject is of interest. 

Aetiology . — Some authorities deny the influence of heredity, on 
the obrious grounds that many schizophrenics deselop symptoms 
and are therefore in an institution before they bas'e had a diance 
to found a family, but there is no doubt that a neuropathic taint is 
of pnme imporunce, as shown by tbe frttjueney of an abnormal 
grandparent, a drunken father, a relative in a lunatic asylum or 
suicides in the family, and finally by the fact that if one uniovular 
twin develops schizophrenia the other does so in about 80% of 
cases (Lewis), 

As the disease commonly be^ns in adolesceoee it would seem 
that either certain endocrines or the “gtown-up thoughts” that 
accompany their presence In the body might hate someitiing to do 
with u, but no giving or deprivation of endocrines has so far bad 
any effect. There is, however, a strong sexual factor, such as suual 
frustration or homosexuality. 

Shyness and undue sensitivity, followed in due course by prudish- 
ness and aloofness and bter by vanity and rudeness, in other words 
attempts to conceal that much-advertised condition “the inferiority 
complex”, are all associated with schizophrenia, and it seems that 
the patient, disappointed with his misguided attempts to establish 
normal and friendly relations with the outside world, turns hts 
consciousness inwards and finds consolation in exploring the 
recesses of his own personality; a pursuit which Ik finds so en- 
grossing that he becomes lost to everything else. It is, however, a 
cunous fact that up to quite a late stage these patients retain a good 
memory and arc not disorientated. In Macnamara’s words “they 
know who they are, where they are and when they are”, but they 
do not care. Ultimately, in a progressive case, mental drterioration 
sets m. A tragic parallel on a national scale is that of Germany 
between 1933 and 1945. 

Schizophrenia might perhaps be described as the unfortunate 
result of a pathological struggle for self-esteem on the part of a 
geneticallvJrypdicappcd persoiu 
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Four types arc usually described. 

Simple. — ^This begins gradually and is characterized by a slowly 
increasing lack of interest in the outside world, including such 
things as cleanliness, duty and friendship. Transient delusions and 
hallucinations occur and do not seem to worry the patient unduly. 
Progress is variable, but m many cases the patient is able to perform 
simple tasks in a rather vague and uninterested manner and can 
live at home. 

Hebephrenia. — This, so called from Hebe, the Greek goddess of 
youth, is a rather elaborate way of saying that the patient’s behaviour 
IS thoroughly childish in the worst sense of that word. He giggles, 
is disconnected, impulsive, mischievous, dirty and “dreamy”, and 
often has little idea of the diflefcncc between right and wrong. 
This is the rarest form of schizophrenia. It usually begins in 
adolescence, the onset is gradual and the prognosis poor. Mental 
deterioration may be e.irly and rapid. 

Catatonia. — ^This is perhaps the commonest and most dramatic 
variety of schizophrenia; it also has the best prognosis, which 
improves in proportion to the suddenness of the onset and the 
violence of the symptoms. The severity of the symptoms varies from 
time to tune and thev may even disappear. Depression may alternate 
with excitement; delusions, hallucinations, “voices" and com- 
pulsions are common and the most extraordinary postures, manner- 
isms and rituals may be practised. In the stuporous form the patient 
may lie quite still for days or suddenly have an outburst of violent 
and destructive excitement; dirty or lewd habits are common. In 
short, the catatonic provides most of the comic stones about 
lunatics and their ways. At limes, however, there may be a brief 
though startling lapse into sanity which conveys the impression 
that the bizarre conduct is due more to a fault in the mechanism 
which interprets the inner personality to the outside world than to 
any fault in the personality itself. A defective camera can make a 
grotesque picture out of a beautiful subject, or a bad loudspeaker 
a hideous din out of a good broadcast, but it is not the fault of the 
subject or the broadcast. 

Paranoid Form of Schizophrenia. — ^This generally comes on 
rather later and more slowly than the other forms, so the prognosis 
is poor. 

Delusions of persecution or grandeur, tending to become fixed, 
but never reaching the strict fixity of the rare and nowadays disputed 
pure paranoid, arc the chief feature of this class. As mental 
deterioration progresses the delusions become less systematic and 
the patient appears to lose all interest in their emotional implications. 

The holders of delusions of persecution are not only a nuisance 
to the community owing to their suspicions, quarrels and (if they 
can afford h) litigation, but they are also a danger because they may 
murder anyone against whom th^ imagine they have a grievance. 
Institutional treatment, therefore, is indicated. 
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TREATMENT.— A detailed account of the psj-chotherapeuUc 
treatment of schizophrenia would be out of place here; it takes a 
long time, requires a highly specialized training and is often less 
successful than the more empirical methods about to be mentioned. 

Insulin therapy, of which a outline follows, has gisen 

encouraging results. In America, cure, great impIO^■ement and 
slight improvement percentages arc about II, 25 and 25 respectively, 
compared with 3, 11 and 7 by other methods. The earlier the treat- 
ment IS begun the better, so early diagnosis is cssentiaL 

As remarked above, only the barest outline is needed here becauw 
those practising the method must Icam it at the bedside. Briefly, it 
consists of giving daily injections of sufficient insulin to prodi^ 
hypoglycaemic coma for about half an hour, at the end of which 
the coma is interrupted by a sugary nasal feed or an intravenous 
injection of 100 cc. or more of 33% glucose. It is usual to give 
20 units of insulin on the first day and to increase the dose until a 
satisfactory coma is produced, the coma coming on about three 
hours after the insulin has been given. If the patient does not show 
marked improvement after two months the treatment is stopped. 
In favourable cases he will wake from the coma in a normal state 
quite early in the proceedings. 

The most suitable patients are young, otherwise healthy and 
recently affected. If there is doubt a^u! the diagnosis, remember 
that schizophrenia is by far the commonest mental disease of 
adolescence, and that it is better to cure the patient than to waste 
time on diagnostic hair-splitting. 

The treatment is unsuitable or even dangerous for patients abov e 
middle-age or for those sufTering from other diseases. 

Convulsion treatment is less successful, but is sometimes combined 
with insulm treatment when the patient is lethargic or depressed. 
Whether the cure will be pennaneot remains to be seen, but the 
indications are that relapses are amenable to treatment. It also 
remains to be seen whether the “cure’* of schizophrenia will be of 
ultimate benefit to mankind, because it releases for procreative 
purposes a number of schizophrenics who would presumably not 
be allowed to cvercise that function if kept in an asylum. 

PARANOIA. — As already hinted, some modern psychiatrists 
dispute the existence of this disorder as a separate class, contending 
that in the long run it is found to be due to schizophrenia, the 
depressive phase of manic-depressive insanity, or one of the toxic 
psychoses. However, it has certain clear-cut characteristics in its 
earlier stages, although it may later be found that the case is one 
of those just mentioned. 

The development of symptoms is gradual, usually in middle life, 
is commoner in men than in women and in bachelors than in 
married men. Suppressed or even sublimated homosexual cravings 
have been adduced as subsidiary causes and there is also a hereditary 
factor. 
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The presence of fited or sj'Stematized delusions is characteristic 
of the condition. The delusions are usually of persecution, so the 
patient may be dangerous, sometimes they are of grandeur, when 
he becomes amusing or boring, or sometimes erotic, when he 
becomes tiresome. When his delusions do not concern his work or 
his associates the patient’s conduct is quite rational. He can attend 
to his business normally, he can make out his will, he knows his 
friends and relations and cats normally, but often sleeps badly. 
The prognosis is generally bad when the delusions have become 
systematized, but (he question of institutional treatment depends 
largely upon their nature and severity and upon the progress of the 
patient. Some of the paranoid psychoses benefit from shock therapy, 
particularly if the patient is depressed. 

OBSESSIONS. — ^These are so common and often so harmless 
that many of them verge on normality. Two points differentiate 
them from delusions and schizophrenic Impulses; the patient feels 
that they come from inside him, not from outside, and he secs their 
foolishness so tries to resist them. 

Many have their origin in some quite normal or even beneficial 
act, for instance, most people empty their bladder before going to 
bed a very natural and proper thing to do : but if a patient takes 
some time to go to sleep and ^cts ^ every few minutes in order to 
void a few drops of unne he is suffering from an obsession. 

Obsessions may cake various forms, such as the following. 

Compulsions,— 'Ihtst, as the patient realizes their unsuitability, 
are seldom obeyed. Under this bead come sudden inclinations to 
commit suicide, to tell one’s superiors what one really thinks of 
them, and to do what is often descried as “throwing a spanner 
into the works”. In their more chronic Sorm compulsions turn into 
rituals, but these do not become so intricate or absurd as those 
found in schizophrenia. 

Phobias . — ^The best known arc claustrophobia, where a patient is 
afraid of being shut up, and its opposite, agoraphobia. Other 
common ones arc fears of infection, dirt, cancer or venereal disease, 
and the patient will not only take unnecessary and elaborate pre- 
cautions to avoid the thing he dreads, but often fears that he has 
been contaminated when be has not. 

Images and subtle meaninzs . — These are usually of an unpleasant 
or lewd nature. It has been frivolously remarked that “a dirty mind 
is a continual feast", but if a patient is constantly imagining or 
visualizing obscenity or unpleasantness where none exists he is 
suffering from an obsession. 

TREATMENT. — From what has been said it will be seen that 
treatment should be on what might be called mild psycho-analytical 
.lines; in other words, a careful and sympathetic discussion will 
often reveal the cause of the obsession, which becomes much less 
fearful when logically explained, and consequently is likely to 
disappear. Many of these obsessions have their origin in a youthful 
experience, sometimes erotic, so the patient may Iw ashamed of it. 
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and may require ^ery tactful handling before he will re^’eal it. Other 
obsessions can be traced to a perfectly obvious cause, such as a 
bomb esplosion, but even so the patient feels some secret shame 
at his conduct on the occasion. This shame may be difficult to 
remove, but is apt to be made less by confession. A change of 
s«ne, associates and routine may help, and the patient may find 
on his return home that he has lost his obsession. 

If there is marked depression, convulsion therapy is indicated, 
and in the worst cases, after other methods have failed, leucotomy 
may hold out the only hope. 

MENTAL DISORDERS ASSOCIATED WITH OLD AGE.— 
These resemble those seen in renal disease and high blood-pressure; 
the cause is a general deterioration of the brain cells because of the 
inadequate nourishment they receis’e. 

Dramatic interruptions due to thrombosis are liable to occur and 
are followed by paralyses, speech defects, disorders of the senses, 
incoordination, diminution of consciousness, etc., according to the 
situation and extent of the damage. 

Apart from these incidents, senile psi^hoses tend to develop 
gradually and are rare below the age of 60 years, but “a man is as 
old as his arteries". Loss of memory for recent events, resentment 
of change, garrulity, unwelcome admiration for young women, 
inability to think or act constructively or clearly, irritability and 
emotional instability are some of the typical and well-lmown 
symptoms, the last-mentioned being particularly noticeable after 
the patient has recovered from a "stroke". In severe cases there 
may be delusions and hallucinations and the trend of events is to 
detenoration and ultimate dementia. 

Owmg to the increasing average age of modem humanity these 
cases are becoming commoner. 

ALZHEIMER’S DISEASE AND PICK’S DISEASE.— These 
deserse passing mention because they are associated with senility, 
but occur earlier than ordinary senile dementia; they are also 
commoner in women than in men. Speech difficulties, poor memory, 
dullness and moral irresponsibility characterize these disorders. 

TOXIC PSYCHOSES. — These, as the name implies, are due to 
the presence of a toxic substance in the body. This substance may 
be eitbei endogenous, that is, formed in the body as in the delirium 
of feven, in uraemia, and perhaps in the sexual crises already 
mentioned, or exogenous, that is, absorbed from outside, as in 
alcohol and other drug adihctions. 

Presumably as a result of centuries of custom. Western people 
are content to take alcohol in harmless moderation, but Astern 
people often find difficulty in doing so, whereas exactly the reverse 
IS true of opium and sometimes of hashish. Owing to stricter control 
of supplies, drug addicts are much rarer than they were formerly. 

As would be expected, endogenous toxic psychoses are transient 
and associated with hallucinations and confusion. Treatment is 
that of the cause, together wilh sedatives when requir^. 
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Ai-coHouc Psychoses. — These are of several kinds, but it should 
be remembered that chronic severe alcoholism is quite as likely to 
be Ihe symptom of a psychosis as the cause of it. 

An attack of drunkenness is too familiar to need description, but 
from a psychological point of \'iew it is interesting because it gives 
an insight into the patient’s basic personality; that this fact has 
long been recognized is shown by the Latin tag In vino veritas, 
which has been translated as “Truth lies under a cork”. The degree 
of drunkenness may vary from slight euphoria to deep coma. In 
severe cases the stomach should be washed out or the patient given an 
emetic if the liquor has not already made these measures unnecessary. 

Delirium Tremens. — ^This often manifests itself when a chronic 
alcoholic meets with an accident, falls ill from some other cause or 
when, after a prolonged drinking bout, alcohol is withdrawn. 

The patient is disorientated, excited, tremulous, sleepless and 
frightened, but often quite insensitive to external stimuli. He also 
has hallucinations of a most unpleasant character; “pink elephants” 
are the classical hallucination, but he often sees reptiles, insects or 
vampires and hears screams and voices. For the best description of 
this psychosis yet written, the reader is referred to Kipling’s La 
Null Blanche. 

Unless terminated by treatment an attack lasts for two or three 
days, and the patient may throw himself out of a window, or even 
die of exhaustion. 

Treatment. -^VxXi is by sedation, elimination and neutralization. 
Sedation is not always easy because of the patient’s rowdmess and 
because drugs may have to be given in dangerously large doses, 
but an Intravenous barbiturate will generally settle him or a dose 
of hyoscinc (up to ^ grain or more, may be required) with morphia. 
Barbiturates by the mouth, such as 6-9 grains of Sodium Amytal, 
may also send the patient to sleep. A rowdy patient can often be 
controlled by a large (J grain) dose of apomorphinc: at first he is 
so busy vomiting that he has little time to do anything else; later 
he becomes sleepy. 

Elimination is best carried out by giving the patient a large dose, 
10-20 grains, of calomel, and neutralization has been reported by 
the giving of large intravenous doses (100-200 milligrams) of 
vitamin Bi— Berm Forte (Glaxo) contains 100 mg. percc. and is 
the best for the purpose. 

Alcoholic HALiuaNosis. — ^This is rarer than the above and 
differs from it in several ways; symptoms arc less violent, they last 
for weeks or months, the patient is not disorientated and may even 
carry on his work, but he is tormented by hallucinations of voices, 
which may be so real that he answers them. The danger is that he 
may think the persecutory voices belong to friends or relations, so 
he may try to avenge himself on them. 

Treatment is institutional, but large doses of Berln have proved 
beneficial. 

Korsakoff’s Syndrome. — T his is found in polyneuritis due to 
other toxaemias, but alcohol is the commonest cause. 



570 


O'Meara’s Medical Guide 


The syndrome is unmistakable because nol only is the patient’s 
memory for recent events dcfccliw or absent, but in order to fill 
up the pp he describes events uhkh never occurred, althoufh lhey 
may sound quite plausible. Treatment is by large doses of vitamin B, 
but the physical health is often very poor. 

Finally, alcoholic dementia, in which the patient degenerates into 
what may be described literally as “a drivelling idiot" sets in in 
those whose bodies have been strong enough to survive years of 
abuse and poisoning. 

TREATMENT OF ALCOIIOLI SM.— The treatment of 
alcoholism is carried out in an institution, and is apt to be long 
and ultimately discouraging, but there have been many successes. 

Replacement therapy by means of Beniedrinc and barbiturates, 
the creation of nausea by giving apomorphinc or emetine, treatment 
by hypnotism, treatment by suggestion under barbiturate amnesia, 
and the creation of a mild arnnesb by means of atropine and 
b>oscine all have their advocates, but “the dog retumclh to his 
vomit” and the two essentials to cure, namely the wish to gel well 
and the strength of mind to do so, are oflen lacking. A clunge of 
scene, if possible to a “dry" area, and, particularly, a change of 
companions, are also necessary. 

Any woman should be strongly discouraged from marrying an 
alcoholic in the hope of saving him. 

DRUG ADDICTION.— The widespread but moderate use of 
opium in the East has already been mentioned, but excessive 
addiction, or the taking of morphia is roost pernicious, the patient 
degenerating morally, mentally and physically. This especially 
concerns us. because a fair proportion of the gatients are doctors 
or nurses, the reason, of course, being that they have access to the 
drug. Certain important facts should be remembered. The is 
that, unless a patient is suffering from an incurable and fatal disease, 
never give him morphia regularly for more than a fortnight, or he 
will become an addict. Secondly, its withdrawal from an addict is 
accompanied by intolerable distress, which lasts for four or five 
days and is best relieved by assorted barbiturates. Thirdly, sudden 
withdraw-al is better than gradual. Fourthly, relapses are common 
and the patient’s promises to reform can never be trusted. The 
writer bas seen a medical patient alXer a long and convincing talk 
about how he was keeping off the drug, go straight to the nearest 
chemist and write himself a prescription fora dozen tubes of morphia 
tablets. These, he explained to the chemist— who did not bebeve 
him — were for his patients. 

Owing to difficulty of access, the cocaine habit is now rare. The 
drug IS administered by inje^oo or as snuff and in addition to the 
usual moral degeneration is accompanied by hallucinations of 
sensation, as if bugs were crawling under the skin. In spite of the 
harrowing descriptions given by sensational novchsts, its withdrawal 
causes far less distress than is the case with other drugs. 

Hashish (Bhang, Chaias, Ganja, in India. Marihuana in China 
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and the U.S.A., where it is commonly smoked in cigarettes, which 
are also called reefers, muggles or goof butts : the pharmacopoeial 
name is Cannabis Indica). 

This is smoked or chewed widely, largely for the erotic feelings 
and hallucinations, particularly those of floating through space, 
that it causes. It is taken for these reasons, and not, as in the case 
of morphia, because the patient is miserable without it. Certain 
people become extremely violent under its influence and if taken 
habitually it leads to mental and moral degeneration. 

Bromide addiction slows up the patient’s mental processes, his 
memory weakens, he has to repeat things, he may have hallucinations 
and an acneiform bromide rash may be present. Improvement 
follows withdrawal. 

SOME NOTES ON THERAPY (See also Insulin Therapy under 
Schizophrenia.) 

Convulsion Therapy.— This has been found useful in the 
catatonic variety of schizophrenia, particularly when the patient is 
lethargic, but it has had perhaps its gr^test success in the depressive 
involutional psychoses of middle life. The original method to be 
extensively practised was the giving of Cardiarol (leptazol, metrazol, 
pentamethylenetctrazol) the first dose being 2 -5 c.c. of a 10% solution 
intravenously on an empty stomach, and later the dose is adjusted 
to the smallest amount that would produce a typical epileptiform 
convulsion. The convulsions were produced two or three times a 
week until improvement set in and then repeated at the first sign 
of relapse. This has now been largely replaced by the electrical 
method, in which the electrodes are placed on the patient’s temples 
or forehead and a current of between 70 and 100 volts passed between 
them. If no manifest improvement occurs after a dozen fits have 
been induced the treatment should be discontinued. 

Precautions in the form of a rubber ring between the teeth are 
taken against tongue-biting, and against spinal or other fractures 
by firmly securing the patient to the couch, giving him a spinal 
anaesthetic to protect the legs, or, much better, by giving him a dose 
of curarinc beforehand. 

Prefrontal Leucotomy. — ^This is an operation for the brain 
surgeon; it is also a new operation. Although in the interests 
of research and hence of humanity it has been tried out on types of 
case which subsequent experience has shown to be unsuitable, it 
has not, like so many novel procedures, ultimately suffered in 
reputation because of the misguided enthusiasm of its pioneers; 
perhaps because the pioneers arc skilled neurologists and neuro- 
surgeons, not journalists or politicians. 

it has already been remarked that the optic thalamus is the seal 
of the consciousness of pain and pleasure, which do not travel 
above this level, but the optic thalamus can apparently be influenced 
from the higher level, that is to say by the cortical cells. 

Although the function of the anterior part of the frontal lobe is 
not fully underetood, it is believed that it deals partly with judgment 
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and memory but chiefly with tunung things over in one’s mind, 
or ruminating. 

To take a flight of pure fancj', one could imagine the following 
conversaUon. 

Prefrontal cortex: *T been working things out and find that I 
am in debt to the extent of 15,000 pounds and has'cno assets atalL” 

Optic tlialmnus: “But this is ghastly, what are we going to do? — 
it is the most terrible thing that could happen.” 

Cortex: “I also find that because of the sins of my youth I have 
become an outcast not only during my life but after death as well.” 

Thalamus: “What shall I do, what shall I do? There is no hope, 
no happiness, just disaster, misery and nnn for evermore,” etc. 

It be noticed that the cortex provides the ideas but the 
thalamus pomts out their emotional significance. 

The operation of leucotomy consists in dividing the tracts running 
in the white matter between the anterior frontal convolutions and 
the optic thalamus. 

After the operation, therefore, a patient who has, perhaps for 
years, been turning over in his diseas^ mind ah sorts of ideas and 
delusioos, which to the optic thalamus are iofensely depressing, 
becomes freed from these meditations. The result is that his outlook 
on life becomes more cheerful and his conduct more normal. He 
also lacks imtiative, judgment and sometimes self-restraint, but these 
are more than compensated for by the lack of depression. 

Suitable Cases . — As the operation requires a very high degree of 
skiU and is not without danger it is usual to perform it ozily on 
patients who have been refractory to milder means, such as psyeho- 
therapy, insulin therapy and convulsion therapy. So far, the best 
results have been achieved in cases of chrome obsessiorial and 
chrome deprcssional insanity, severe amdety neuroses and certain 
of the more violent types of catatonic schizophrenia. 

GENERAL PARALYSIS OF THE INSANE. — ^This is almost 
unknown in India, possibly because the spiiochaete is a less vinilent 
one than that found in Europe and America, and possibly because 
timely attacks of malaria and other fevere prevent potentbl sufferers 
from developing the disease. The last hypothesis is the more 
probable, berause it has been found that the earlier malaria therapy 
IS applied the better. 

SYMPTOMS. — ^When a middle-aged person or a congenital 
syphilitic begins to degenerate mentally, lacks co-ordinatiom talks 
slurringly, has delusions of grandeur, has unequal or Argyll- 
Robertson pupils, no knee Jerks, a positive Wassermann reaction 
in both the blood and cerebrospinal fluid and a positive Lange’s 
colloidal gold test, he has got G.P.I. He may also have had one or 
two fits, each followed by a rapid deterioration. 

TREATMENT. — Routine anti-syphilitic treatment is given, not 
because it improves the psychoses, but to prevent things from 
getting worse. Infection with B.T. malaria is also carried out, cither 
by means of infected mosquitoes or by an intramuscular injection 
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of 5 C.C. of malaria-i’nfected blood. The mosquitoes are applied to 
the skin in a container such as a tumbler, with the open end covered 
with mosquito-netting, through which they bite the patient. 

The fiKt attack of Fever occurs nine or ten days after an injection 
of blood or about a fortnight after mosquito infection. The patient 
is allowed to have about a dozen rigors if his condition permits it, 
and then anti-malarial treatment is begun. Other methods of 
producing fever are by diathermy machines, hot boxes and intra- 
venous T.A.B. vaccine, but the malaria method is the easiest and 
on the whole the most satisfactory. 

TTic amount of improvement is usually great, and is inversely 
proportional to the amount of damage to the brain. 

Asylum patients generally require several months before they are 
fit for release. 

SUMMARY 

Although psycho-analysis has greatly helped our insight into the 
hidden recesses of the human mind, it has not helped our treatment 
of its diseases to a corresponding extent. This is probably because 
many psychoses, although influenced and aggravated by previous 
and present surroundings, have their true origin much further back, 
namely in the ancestry of the patient. It is a sobering thought that 
mental disease, which demands for its comprehension the very 
highest qualities of the human mind, can be more effectively treated 
by crude empiricism than by (be noblest philosophy. 

METATARSAtGlA (MORTON’S DISEASE) 

This occurs most commonly in women and usually in one foot, 
(he pain being situated under the head of (he fourth metatarsal bone ; 
almost always the patient relieves the pain by removing her shoe 
and squeezing the metatarsal beads together with her hand. 

TREATMENT.~The simplest method is to fix a small pad of 
felt or leather just behind the head of the fourth metatarsal bone ; 
the pad may be attached to a bandage or to a piece of sticking plaster. 
It increases the transverse arch of the forefoot, which is what the 
patient does when she squeezes it to relieve the pain, so it has the 
same effect. 

Another method is the metatarsal bar, which is fixed across the 
sole of the shoe just behind the metatarsal heads. 

In very obstinate cases it may be necessary to remove the head 
of the fourth metatarsal. 

METEORISM— Flatulence. 

MIDWIFERY— See Obstetrics. 

MIGRAINE 

The typical case begins at or about puberty and is characterized 
by recurring attacks of severe and sometimes unilateral headache, 
which generally begin in the morning, are accompanied by nausea, ’ 
vomiting and visual disturbances and temporarily incapacitate (he 
patient. 



574 


O’Meara’S ^^EDICAL Gutoe 


Although the writer has seen the disease be^n in middle age, the 
male patient can always be promised that it will not persist into old 
age, and the female that it will cease at the menopause. It is worth 
remembering that occasionally migraine may be the cause of transient 
and recurring paralyses affecting the limbs, the eyes or even the power 
of speech. 

The cause is still debated, but it appears to be a spasm and 
dilatation of certain cerebral arteries, particularly those of the dura 
or possibly one of the choroid plexuses. There appears to be a 
strong hereditary element and the disease may be associated with 
epilepsy, as it is not uncommon for epileptics to have a family history 
of migraine. 

A careful examination must always be made to exclude organic 
nervous disease (especially cerebral tumour or, in older people, 
syphihs); high blood-pressure, heart or kidney disease and diabetes 
must also be excluded. 

Among others, Hurst strongly supported the theory that the 
disease was a symptom of minor errors of refraction, but this is 
now considered to be wrong, although it is agreed that refractive 
errurs siouM be corrected. 

TREATMENT.-— The most successful drug is ergotamine tartrate. 
Many patients get warning of an attack, sometimes the day before, 
when a dose of 2-4 tablets of Gynergen (Femergin) each containing 
one milligram of ergotamine tartrate may avert or abort an attack. 

If the attack has begun, an intramuscular or subcutaneous 
injection of 1 c.c. (one ampoule) of 1 : 2,000 solution may be given, 
or in very severe cases it may be given intravenously. Ergot must 
not be given for long periods or in excessive doses or it may cause 
gangrene. 

A more recent method of prev’cnting attacks is by the regular 
administration of carbamylcholinc chloride (carbachol, Moryl, 
Chloryl, Doryl). The dose is one or two tablets of Carbachol (2 mg.* 
each) three times a day, and the drug can apparently be taken for 
months without harm. 

If the above drugs arc unobtainable, a stiff dose of ergot (a 
drachm and a half of the tincture or 30 grains ofErgola Preparata) 
may have a good effect during an attack, or one of the many hypo- 
dermic products may be injected. 

For the headache, aspirin in full doses, c.g., 20 grains, or Gardenal 
(Luminal) in 1^-3 grain doses, may be helpful. 
hnSCELLANEOUS FORMULAE 


Anti-freezing Matures. 

Arsenical Paste 
Arsenical Paste, Dental. 

Battery Solutions. 

Bay Rum. 

Camphor Ball. 

Cremor Bismuthi. 

Drooping Flowers, How to revive 
Eau-de-Cologne. 

Eggs. Preserving. 


rite. Extinguishing. 

Fire in Chimney, How to extinguish. 
Benzol Of Petroleum on Fire. How 
to extinguish. 

Fire-proofing Solution for Fabnes. 
fly Papers. 

Foot Powder. 

Freezing Mixtures. 

Gunpowder Marks. 

Lavender Water. 
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MISCELLANEOUS FORMULAE— 


Lubricants — Catheters and Urethtal 
Instruments. 

Lubricants — Cystoscopy. 

Mould on Bindings. 

Quinine Pessaries. 

Rough Hands, How to prevent. 
Rust-proof Coating for Iron 
Skin varnish 
Smelling Salts. 

Smoke Cartridges for Testing Drains. 


Soaps, Medicated. 

Sponge Powder. 

Stains. Removal of. 

Stains on Hand, Methods ofRcmoval 
of. 

Tattoo Marks. 

Tooth Pastes. 

Water Softener. 

Wax Aseptic. 

Witch Hazel Cream. 


ANTI-FREEZING MIXTURES 

R Methylated Spirit . . pint I B Methylated Spirit . . pint 1 

Water gal. 1 Glycerin .. .. oz. 10 

Aquam ad .. gal. 1 

The solution must be kept up to strength by the addition of 
methylated spirit occasionatly, as the alcohol evaporates. 

R Calcium Chloride . . lb 3 R Glycerin . . lb. 2 

Water to gat. 1 Water to gal. 1 


ARSENICAL PASTE 

Arsenical Paste for Curing Animal Skins; 


U Potassium Carbonate 

Arsenious Oxide . 

Soft Soap . 

Slaked Lime 

Powdered Camphor 

Powdered Stack Pepper 

Water sufficient to make a soft paste. 
Arsenical Paste (Dental): 

ft Arsenious Acid . 

Morphine Sulphate . 

Creosote to make a stilT paste. 

BATTERY SOLUTIONS 


oz. 16 
oz. IS 
oz. 2 
oz. 2\ 


2 parts 
1 part 


Leclanchi Cell Carbon and Zinc Battery 

Solution of Sal Ammoniac, nearly ft Sodium Bichromate 14S gm. 

saturated Sulphuric Acid . . 300 c c. 

Distilled Water .. 1,000 cc. 

SPIRITUS MYRCIAE CO. (BAY RUM) 

ftOilofQovcs .. ..ms BOilofMyrcia 16 cc. 

Oil of Pimento .. . m 10 Oil of Orange Peel Icc. 

Oil of Bay Leaf . . . ll( 30 Oil of Pimento . . 1 c.c. 

SoIutionofAmmoniaRum pint Alcohol .. 1,220 c.c. 

Distilled Water .. .. pint li Water q s., to make 2,000 c.c. 

Rectified Spirit . . . . pints 2 Mix the oils with the alcohol and 

eraditaVy add the water. Set aside 
for eight days and filter. 

CAMPHOR BALL (OR TABLET) 


ft Camphor Flowers 4 parts 

Spermaceti 4 parts 

White Wax .. .. 12parts 

Almond Oil .. 5 parts 


Melt the fatty bodies in a water-bath, and add the camphor. 
Dissolve. Stir till cool and pour into a mould. 
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CREMOR BISMUTHI 

Hydrated Oxide of Bismuth, freshly prepared, 1 part, s^-ater 4 
paru. Rub together until smooth. 

DROOPING FLO\S'ERS, HOW TO REVIVE 
Place the flowers in this solution: 


E Acid. ActtjIsaliciUc. gr. 30 

Aqnam ad gal. 1 


EAU-DE-COLOGNE 


E Oil of Lavender . . .. 1!l 18 

Oil of Bergamot . . . . Ill 50 

on of Lemon . . . . Bl 40 

OdofNeroli .. .. Ill 10 

Oil of Cinnamon . . El 10 

on of Rosemaiy .. ni 10 

Rectified Spirit . . . . 5 30 


EGGS. PRESERVING 

Smear with Vaseline and immerM 
in Lime Water. 

HRE. EXTINGUISHING 


E OI! of Bergamot .. .. I'25 

Oil of Lemon .. .. ©"SO 

Oil of Neroli . . . . 0^20 

Oil of Rosemary . . .. 0-05 

OilofTlvtne .. .. (KI5 

Orange-Flower Water .. 4-50 

Alcoholio .. .. lOODO 

Dissolve the oils in the alcohol, and 
add the ofange-flower water. 


EWatcr^Jhss .. Ib. I 

Water. Boiling . . . . gsL I i 

Dissolve, and when cool immerse 
the eggs in the solutioD. 


The number of solutions is endless; the following are good 
examples: 


E Sodium Sulphite. E Caldum Chloride .. Ib. IS 

Ammonium Chloride. Si^umCblonde .. ib. S 

A solution of Ibe above in molecubr gal. 10 

proportions. E Ammonium Oiloride .. lb. 10 

On a fierce fire SO, and NH, are Common Salt .. .. Ib. 20 

liberated, smothering combustion. Water .. ..gal 7 

while the bumable matter js covered 
with a film of NaCI. 

Rre-exlinguishing cjlinders, of which Iherc are many on the 
market, contain compresred carbon dioxide, the jet of gas from the 
nozzle being directed on to the Arc. 

Fire in CHWSEy. — Extinguish by sulphur fumes, a few oun«s of 
sulphur being held over the fire in a shoveL 
Benzol or Petroixuvj os Fire. — C ov-er with any absorbent 
materia! such as sand, and then extinguish the flames with 
chloroform. 


FlRE-PROOnNG SOLUnON FOR FABRICS 

E Bone Add ., .. 5 parts 

Borax.. .. 6 parts 

Water.. — .. .. .. lOOparti 

Simply immerse the fabric in lbs solution and hang up to dry; 
It docs not tot or stiffen the matcriaL 
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FLY PAPERS 

Arsenical Sticky 

B Sodium Arsenate .. oz. 4 B Unseed Oil, boiled until 

Brown Sugar . . . . lb. 1} stringy 4 parts 

Water gal. I Castor Oil . . .1 part 


Dissolve Dip sheets of unsized purple Dissolve in carbon bisulphide and 
paper in the solution and dry. paint on strips of thick paper. 

FOOT POWDER 

Puhis Acieli Salicyhci Composilus (D P.C.) 


R Salicylic Acid oz. i 

Boric Acid oz. 2i 

French Chailc oz. 21} 

FREEZING MIXTURES Temperature 

Parts by reduced from 


Weight 10° C. or 50° F. to 
Afix. Hydrochloric Acid . . . . 8 

Sulphate of Sodium , . . . 5 

Mix. Snow, or Fine-shaved Ice . . 2 

Chloride of Sodium . . . . 1 

Mix. Dilute Nitric Acid . . . . 2 

Sulphate of Sodium . . . . 3 

Mix. Dilute Nitric Acid . . . . 4 

Nitrate of Ammonium . . 5 

Sulphate of Sodium . . . . 6 

Mix. Dilute Nitric Acid . . . . 4 

Phosphate of Sodium . . 9 

GUNPOWDER MARKS, HOW TO REMOVE 
When grains are firmly embedded in the skin and cannot be 
removed by mechanical means, disappearance in two days can be 
obtained by the application of hydrogen peroxide in full strength. 
LAVENDER WATER 

B Oil of Lavender .. .. .^j B Oil of Lavender .. .. Jiv 

Oil of Lemon .. ..14 20 Oil of Bergamot . . .. Sj 

Oil of Bergamot . . . tl\ 20 Essence of Ambergris . Jss 

Otto of Rose .. .. Wl 10 Rectified Spirit .. .. gal. 1 

Rectified Spirit to .. pints 2 Orange-flower wafer .. giv 

LUBRICANTS 

CATHETERS AND URETHRAL INSTRUMENTS.— Boiled 
olive oil is the best. It should be kept in a wide-mouthed stoppered 
jar, floating on biniodide solution. 

Liquid paraffin or Vaseline may be used. 

Also the following; 

E Phenolis 1 part B Pure Carbolic Acid . . 1 part 

Oleum Ricini . . . . 7 parts Castor Oil . . . . 4 parts 

Oleum Amygdalae .. Spans Almond Oil . .. 15 parts 

CYSTOSCOPES. — No greasy lubricant can be used, as it would 
obscure the window. The best is the following; 

B Biniodide of Mercury (1 in 2,000) m 
Glycerin. 

MOSQUITO REPELLENTS— See Mosquito Bites. 


j -17“ C. or + 1" F. 
j ~18°C,or O'P. 
j - 19*C. or - 2° F. 
j -26° C. or -15" F. 
j -29° C. or -20” F. 
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CREMOR BISMUTHI 

Hydrated Oxide of Bismuth, fresWy prepared, 1 part, water 4 
parts. Rub together until smooth. 

DROOPING FLO'^'ERS. HOW TO REVIVE 
Place the fiowcre in this solution: 


E Add Acetylsallcjlic. 
Aquam ad 

EAU-DE-COLOGNE 


R Oi! ofLa'ender .. .. El 18 

Oil of Bergamot .. .. El SO 

Od of Lemon .. .. E140 

OilofNeroIi ,. .. El 10 

Oil of Cinnamon .. HI 10 
03 of Rosemary El 10 

Rectified Spint .. .. 5 30 


EGGS. PRESERVING 

Smear «ith Vaseline aod tmenerse 
in Lime Water. 


HRE. EXTINGUISHING 
The number of solutions is 
examples: 


. . gr. 30 
.. gal 1 


R onofBergamot .. .. r25 

Oil of Lemon . . . . O'SO 

OdofNeroli .. 020 

03 of Rosemary . . . . (K)5 

03 ofThyme -. .. 0^5 

Orange-Flower Water . . 4 50 

AlcohoHo ., .. 100-00 

Dissolve the oils in the alcohol, and 
add the orange-flower water. 


R Water-Glass .. .. Ib. 1 

Water, Boding .. .. gal. 11 

Dissolve, and when cool immerse 
the eggs IS the solution. 


endless; the following are good 


B Sodium Sulphite. R Caldum Chloride .. Ib IS 

Ammonium Chloride. Sodium Chloride ..lb. 5 

A solution of the above in molecubr "aterto gal. 10 


proponions R Ammonium Chloride .. tb. 10 

On a fieree fire SO, and NH, are Common Salt .. .. lb. 20 

liberated, smoihenng combustion. Water .. .. gal. 7 

while the burnable matter is covered 
with a film of NaCl. 

Fire-cxtinguishing cylinders, of which there are many on the 
market, contain compressed carbon dioxide, the Jet of gas from the 
nozzle being directed on to the fire. 

Fire in Chlmney. — Extinguish by sulphur fumes, a few ounces of 
sulphur being held over the fire in a shovel. 

Benzol or Petrolexdi on Fire, — Cover with any absorbent 
material such as sand, and then extinguish the flames with 
chloroform. 


RRE-PROOFING SOLUTION FOR FABRICS 

R Boric Add 5 parts 

Borax •• •« .. .. 6parts 

Water 100 parts 

Simply immerse the fabric in the solution and hang up to dry; 
it does not rot or stiffen (he material. 
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FLY PAPERS 

Arsenical Slleky 

B Sodium Arscmtc .. f 4 natts 

Drmvn Sugar .. .. lb. H 7 ’ 

Water • Oislor Oil . . • • • pan 

Dissolve.Djpshectsofunsizedpurpk Dissolve m «rbon bisulphide and 
paper in the solulion and dry paint oij strips of thick paper. 

FOOT POWDER 

Fh/i/j Acidi Sa/icylici Composilus {D.P.C.) 

E Salicylic Acid 

Doric Acid iil 

French Chalk 2U 

FREEZING MIXTURES 


Mix. Hydrochloric Acid . . 

Sulphate of Sodium . . 
Mix. Snow, or Fine-shaved Ice 
Chloride of Sodium . . 
Mix. Dilute Nitric Acid . . 

Sulphate of Sodium . . 
Mix. Dilute Nitric Acid . . 
Nitrate of Ammonium 
Sulphate of Sodium . . 
Mix. Dilute Nitric Acid . . 
Phosphate of Sodium 


Temperature 
f reduced from 
10“ C. or 50“ F. to 
j -17" C. or + 1" F. 


-26” C. or -15” F. 
-29” C. or -20" F. 


GUNPOWDER MARKS, HOW TO REMOVE 
When grains are firmly embedded in the skin and cannot be 
removed by mechanical means, disappearance m 

hv the finnlication of hvdfoecn pcfoxide in lull strengtn. 


obtained by the application of hydrogen peroxide in full strength. 
LAVENDER WATER 

E Oil of Lavender .. . 5} « ^il of Lavender •• .^jv 

Oil of Lemon .. .. Ttl20 Oil of Bergamot • •• SJ 

Oil of Bergamot .. .. D120 ^ssei^ of Ambergris 3 

Otto of Rose .. .. laiO water |iv 

Rectified Spirit to . pints 2 Orange-flower waie 

LUBRICANTS 

CATHETERS AND URETHRAL l^^Sm^mhed^s'loppcred 
ohve oil is the best. It should be kept m a wtdemouthed stoppered 

jar, floating on biniodide solution. 

Liquid paraffin or Vaseline may he usea. 


Also the following : 

E Phenolis 1 par* 

Oleum Ricini . . , . 7 part* 


Pure Carbolic Acid 
Cistor Oil 


n Ricini . . . , 7 part* almond Oil 

n Amygdalae .. * | 


CYSTOSCOPES.-NO gr^sy 
obscure the window. The best i» » 2000 ) in 

E Biniodide of Mercury O'" 2.000) «n 

Glycerin Mosquito Bites. 

MOSQUITO REPELLENTS— 


lubricant can be used, as it would 
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TO PREVENT MOULD ON BOOK-BINDINGS 


Paint with: 

B Tijinol Co-stals 10 parts 

Perchloridc of Mercury 4 parts 

Ether 200 parts 

Benzene ■«» parts 


First try on a small portion to see if the dye runs. 
Label it Highly iNFLAiLVLABix. 


QUININE PESSARIES 

R Quinine Sulphate .. .. .. gr- IS 

Oil ofTlieobrtrma 3*i* 

To make twelve pessartes. 

ROUGH HANDS, HOW TO PREVENT 

The following is an excellent preparation for keeping the hands 
in good condition in cold weather and free from roughness; it 
should be rubbed on after washing: 

E Pulv AddiBorid Xiss 

Tr Benzoin. Co. .. .. .. .. 

Ian. Carnph. Co. .. .. .. .. Siv 

liq. Coca Cacu , 5 j 

Glycerm. ad 5* 

Shake well, allow to stand for stt hours, and strain 
throusb gauze. 

SKIN TONIC 

B Lavender Water Siij 

Eau-de-^Iogne 5v 

nder-flowtr Water siv 

Rose Water 55v 

* Mix and filter uoiO bncht. 

SKIN VARNISH 

GELANTHUM (SKIN VARNISH) (UNNA).— Soak pieces of 
gum trapeanth with twenty times their tolume of water in the cold 
for four weeks. Treat with steam for one day, and when further 
swollen press through muslin. Gelatin in the same quantity is 
swollen up cold, then filtered through a steam filter, and subjected 
for long exposure to steam pressure. The mixture of the two is 
allowed to swell for two days m steam. Press again through muslin, 
and mix it with 5% of glycerin, some rose water and 2 parts per 
10,000 of tb)TnoI. 

Medicate this base as desired. 

SMELLING SALTS 

B Anun Carb (in small 11 Poiassium Carbonate .. aid 

lumps) . .. .. lb. 2| Anmonium OlonJe .. sviij 

® ^ .in, I 

OaofLavender .. .. IH 45 •• •• D ’2 

oiiofooves .. .. mis •• •• SJ 

^gSa^i^aST^’*.. If SlUeAl^otAmmoA:^ 

on of Bergamot .. .. 3J " ^ 

Oil of Rose .. .. ri(40 Then add 

Oil of Neroli .. ..1120 Gljcrrin 5 per cent 

Coumann .. •• p. 2 to ensure the powder remaining 

Aod smelling salts. damp. 
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SMOKE CARTRIDGES FOR TESTING DRAINS 

R Potassium Nitrate Siv 

Powdered Resin Sij 

Manganese Dioxide ^ ij 

Powdered Asphaltum . . • . 5j 

Mix and fill into cylinders with a fuse. 


SOAPS, MEDICATED 

Carbolated Soap Tar Soap 

R Coconut Oil Soap . . gm. 950 R Reechwood Tar . , gm 100 

Carbobc Aod . . gm. SO Coconut Oil Soap . . gm. 900 

Alcohol . . . . gm. 25 Tile tar is placed in a mortar, and 

The carbolic acid is dissolved in the the soap gradually added, with 
alcohol, and the solution gradually constant trituration until a uniform 
added to the soap. mass is obtained, when it is pressed 

When the mixture is homogeneous, into tablets, 
it is cut and pressed into tablets. 


SPONGE POWDER 

Ron of Verbena . nv 2 

Oil of Lavender El fO 

Sodium Bisulphite .. .. ■ . %s» 

Sodium Carbonate (dried) . . ^xvi 

Add one teaspoooful to a quart of tvnrm water. Soak, squeezing 
frequently for half an hour, then rinse well in clean water. 
STAINS, REMOVAL OF 

Acids.— Moisten with dilute alkali and rinse thoroughly. 

Blood; Coffee.— Soak in several lots of tepid water. Apply 
hydrogen peroxide or Javellc water. Then soak m hypo solution 
and rinse well. 

Dyes.— S oak in methylated spirit, containing, alternately, dilute 
alkali and dilute acid. Apply, alternately, oxidizing and reducing 
agents. Rinse very thoroughly. 

Ink : Iron : Rust. — A pply solution of oxalic acid. If not successful, 
apply, alternately, solution of ammonia and dilute phosphoric acid. 

Paint: Tobacco: Varnish. — Soak in mixture of turpentine, 
chloroform and oleic acid for some lime. Then wash with soap and 
water. 

Tar. — T ry a solvent, such as acetone, benzene, ether, petrol or 
turpentine, finally washing with soap and water. 


STAINS ON HAND, METHODS OF REMOVAL OF 
A. Stains made by Permanganate. — 

(1) Wash with a solution of oxalic acid. Afterwards remove 
the oxalic acid by washing with dilute permanganate 
solution; or 

(2) Use a solution of pyrosulphite (metabisulphitc) of 
potassium. 

(3) A solution of ordinary hypo (as used in photography) will 
instantly decolourize pennanganate stains, if a small amount 
of acid is mixed wlh it at tlw moment of using. 
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B. Stains made by Aniline Dyes. — Dip the hands alternately, 
several times, in alcohol and in water, to which a few drops of 
ammonia solution ha\e been added. This method, w'hich depenik 
upon the formation of diffusion currents, will also remove carbolic 
acid from the skin, and so prevent bums due to accidental spilling of 
this substance on the hands. 

C. Stains made by Iodine.— These may be removed by washing 
with any alkali, for instance, by nibbing with a soda-mint tablet 
and a few drops of water. 

TATTOO MARKS. HOW TO REMOVE 

1. The skin is first vigorously rubbed until the outer epidermis 
comes off. 

2. Quicklime, just slaked, to the quantity of one pint, is made 
up mto a paste. 

3. Two tablespoonfuls of powdered phosphorus arc added, and 
the whole thoroughly mixed. 

4. The paste is then applied to the tattooed surface, and held on 
by a bandage for two days. 

5. The bandage is then removed, but the crust is left to dry and 
fall off by itself in about 15 days. 

6. A second apphcation should be made, but a third is rarely 
necessary. Thus treated, the tattooing disappears completely without 
the least scar. 


TOOTH PASTES 


Central ExeipUnifar Tooth Pastes 

B Glyceria 

SimpIeSyrup .. .. 


Carbolic Tooth Paste 
B Precipitated Chalk .. |vj 
Oms Root, Powdered , . Jt 
Hard Soap, Powdered . . Jim 
C armine . . . . pr. 40 

Liquefied Carbolic Acid IS 
Methyl Salicylate . . m 15 
Oil of Peppenmnt .. 20 

General Exeipieol. A sufficiency. 


1 part 
1 part 

Thymol and Eucalyptus 
Tooth Paste 
It Prtapilated Chalk .. 

Mas C^b. Heavy .. iss 
Oms Root, Powdered .. 51 
Hard Soap, Powdered . . cr. 80 
Thymol .. .. .. gr. 10 

Oi] of Eucalyptus .. 11120 
Methyl Sahcylate HI 20 

Geoerat Excipient. A suffiaeacy. 
Lemon Yellow. To tint. 


WATER SOFTENER 


B Slaked Lime (lo powder) 1 part 

Sodium Carbonate (dried) 4 pans 


A teaspoonful is stirred up wth a large jugful of water and 
allowed to stand overnight. 


WAX, ASEPTIC (SQUIRE’S) 
B Becswa-x 

AlmondOil .. 
Salicylic Acid 


87 parts 
12 parts 
1 part 


Heat to 150’ C. Keep in slenlized bottles under mercuric chloride 
solution 1 in 1,000. 
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WITCH HAZEL CREAM 

R Anhydrous Wool Fat lb. 2i 

Almond Oil .. . pint 1 

Melt together on a water bath, and add gradually 
the following: 

Distilled Solution of Witch Hazel . . . . pint ! 

Otto of Rose . .. .. 

MITRAL DISEASE— A'pe Heart Disease. 

MOLES 

Moles differ from tvarts in the absence of a papilliform 
surface, the growth lying beneath the surface epithelium. The 
pigmented variety may give rise to melanoma, whereas the non- 
pigmented kinds are frequently the starting point of rodent ulcer. 
If moles are in a position exposed to irritation they should be 
removed even if not showing any sign of activity. This may be done 
either by the knife or CO«; the latter is very effective, the length of 
application and degree of pressure depending upon the amount of 
pigment and tissue in the mole. 

MOLLDSCUM CONTAGIOSUM 
If the lesions are only a few, they should be cut off with scissors, 
If the lesions are grouped together. X-ray irradiation is effective, 
Another treatment is to stir up the contents of each lesion with a 
needle dipped in carbolic acid. 

MORPHIA HABIT— See Mental Disease (Drug Addiction). 
MORTON’S DISEASE— 5ee Mclatarsalgia. 

MOSQUITO BITES (See also Malaria and D.D.T.) 

These can be prevented by the following measures : 

(n) Wearing long sleeves and long trousers between sunset and 
sunrise except when under a mosquito net. 

(ft) Mosquito nets. 

(c) Spraying D.D.T. or Gammexane {see also D.D.T.) in all 
buildings, tents and dark places. 

(rf) Pyrethrum spray. 

Pyrethrum is the essential ingredient of all contact sprays which 
kill insects immediately, as distinct from D.D.T., which takes 
longer to kill, but remains effective for 2-3 weeks once it has been 
sprayed on a wall. The strength of pyrethrum employed is 1: 1,000 
or 1 : 2,000, the former being the usual strength in a kerosene medium 
and the latter in a watery emulsion. Pyrethrum Extract Concentrate 
is issued in various strengths, the usual being 1%, 2% or 10%, so 
the strength must be ascertained before the mixture is made; for 
instance, if the extract is in a strength of 1% it will be mixed with 
9 parts of kerosene or 19 parts of watery emulsion. 
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An cxceilent substitnie for FUtisthe following: 


E Liquid Extract of Pyrethnim .. SU 

Carbon Tetrachloride .. .. •• 3tv_ 

Oil of Citroaella 

Petrol 5*3U 


Add Kerosene Oil (2nd Grade) to maLe t gallon. 

Repellents . — Various formulae, under various trade names, are 
used; they are effective for about four hours, after which they 
have to be reappli^ if the user has not yet retired under his 
mosquito net. 

The following formula is uscfuL 


B Pyrethnim Extract Concentrate 1% 1 aalfl 30 

Oil of Citronella ) 

Liquid Paraffin ad .. .. .. --Si 


Instead of liquid paraffin. Vaseline or cold cream may be used ; 
if the concentrate is stronger than 1% a proportionately smaller 
amount will be used. 

Dimethyl phthalate, a clear, non-greasy fluid, is another good 
repellent, but may irritate the skin or eyes. “Another drawtack is 
that It IS toSanunahle and ts apt to be used by the troops to light 
fires” (Field Service Hygiene Hotes^ India). 

TREATMENT.—Miltott and ammonia are the best applications 
and should be dabbed on the bites. Milton is better because oMt$ 
antiseptic propenies. 

MOVABLE KIDNEY~S>e Kidney, Movable. 

MULTIPLE SCLEROSIS— See hJervous System,- 
MUMPS 

Local applications, as a rule, are not of much value, but hot 
fomentations or glycerin and belladonna may be tried. Feeing may 
be difficult, but can generally be done out of a feeding cup with a 
spout; a mouth-wash should be prescribed. Apart from orchitis 
there are no other sequelae or symptoms of importance. The patient 
should be pul to bed and any erotic excitement avoided; nearly 
50% of cases of orchitis progress (o complete or nearly complete 
atrophy of the testis, but fortunately it is seldom bilateral. Con- 
valescent scrum may gisc good results. 

MY COSIS FUNGOIDES 

The cause is unknown; in some cases it resembles sarcoma but 
there are never mctastascs. The only treatment which is effective is 
X-ray irradiation. 

MYOCARDIAL DISEASE — See Heart Disease. 

MYXOEDEiYU 

TREATMENT. — ^To be^n with, give Thyroldcum (B.P.) gr. i 
twice a day, increasing the dose until symptoms are abolish^; the 
maximal dose is seldom more than 2} grains twice a ^y, a good 
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average being I-I-J grains twice a day. Loss of weight is a sign that 
the dosage is adequate, and tachyca^ia that it is excessive. 
NAEVI— S’ec Moles. 

NAIL, INGROWING — See Toe-nail, Ingrowing. 

NASAL CATARRH — See Catarrh, Acute Nasal. 

NEPHRITIS {See also Laboratory Methods, Simple (Renal 
Efficiency Tests).) 

The frequent and complicated changes in classification are 
bewildering to the ordinary clinreian and of little benefit to the 
patient, but as correct treatment is influenced by aetiology and 
pathology these may be considered briefly and simply, and it seems 
likely that the usual story is somewhat as follows. 

The patient acquires an iofection. generally streptococcal, of the 
throat, nose or ear, or even of the skin, the resultant toxins being in 
part excreted by the kidneys. 

Owing to some unknown factor, probably allergic, possibly 
connected ^vi(h chill, and happily rare, the glomerular epithelium 
(see Fig. 27) becomes acutely inflamed some two or three weeks 
after the onset of the on^nal infection ; as the glomerulus is highly 
vascular, bleeding takes place, causing haematuria and albuminuria ; 
Acute Glomerular {Haemorrhagic) Nephritis. 
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As a beallhv kidney contains about two million glomeruli and 
some 30 miles of tubnles, it is not surprising that only a fraction of 
them are in use at any one time, so in the tenoning only a fraction 
of them are damaged ; Focal Glomerular Nephritis. 

The important point about recognizing the abo^c early stag« 
is that adequate treatment can often arrest the disease before it 
goes any further and thus save the patient from invalidism and death. 

Now it has been shown that ciystalloids with relatively snpU 
molecules can pass through the intact glomeruli without damaging 
them, but if, like perchlondc of mercury, they are irritants and 
damage the tubules they cause pure Tubular Nephritis. 

Bacterial toxins arc mostly colloids with large molecules, so the 
intact ^omeruli hold them up. but unfortunately get damag^ in the 
process with the result that the glomerular line of defence is breached 
and the hostile toxins pour into the tubules, causing acute Tubulo- 
Glomerular \ephritis, which is the common severe ‘’acute nephritis** 
(Large Red Kidney). 

A further reference to the dbgram will show that damage to the 
glomeruli must interfere with the circulation of blood throu^ the 
plexuses surrounding the tuboles, which for lack of nourishment 
undergo hpoid degeneration, lo addition to being damaged by 
toxic substances; Suftjcufe AVpAri/ir (Large \S’hite Kidney); whether 
this IS the same as Nephrosis is debated, some patbologuts maintain* 
mg that tubular nephritis alwa)^ precedes nephrosis but is not 
always noticed ; they also maintain that if the patient lives long 
enough, nephrosis will pass through the lertnina! stages of nephritis. 
Most patholo^ts, however, consider that it is a primary degenera- 
tion of the tubules or the sequel of a pathologic^ permeab^iy of 
the glomeruli. 

As in all chronic inRammalions, fibrous tissue slowly replaces 
inflamed natural tissue, so the kidney slowly contracts to the Small 
White Kidney of Chronic Nephritis. Fibrous tissue can filter out 
water but not comphcaled nitrogenous b^ies, so the patient now 
passes large quantities of pak urine, but retains much urea, uric 
acid and other toxic bodies, and eventually dies of uraemia. 

Two side effects must be mentioned; the body, realizing that jt 
win die in ten days if the excretion of urine is held up, tries to force 
the blood throu^ the inflamed, thickened glomeruli, so there is a 
rise in blood-pressure. Further, the exndation and Kcape of serum 
albumin, especially m the nephrosis stage, b so great that the 
osmotic balance tetw ecn the blood and the tissues is upset, so fluid 
oozes into the latter, causing oe^ma. 

Although the terminal stages may be indistinguishable either 
before or after death, it is generally considered that Nephrosclerosis 
or Red Granular Kidney is a separate disease from nephritis, and is 
both a part of and an important factor in aggravating arteriosclerosis. 
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TREATMENT. — ^Thc treatment of nephritis depends upon the 
stage that has been reached. In all stages certain basic principles 
apply, the chief being to rest the kidn^ as much as possible and 
to irritate them as little as possible. The former is achieved by 
moderate saline purgation and the promotion of sweating, and 
the latter by avoiding rich foods, spiced foods and alcohol. In Xculc 
GlomcruhrcrrTubulo-Glomen/larNephrUUihercis abundant evidence 
that chemotherapy is of the greatest use in removing the causative 
focus and that with reasonable care, blocking the renal tubules 
with insoluble crystals of sulphonamide does not occur. 

Among the sulpha group the drug of choice is Sulphamerazine 
because of its freedom from crystallization in the tubules, the adult 
dose being 4-6 tablets (2-3 grammes) initially, followed by 2 tablets 
every eight hours. If SulphameraWne ts unobtainable, give sulpha- 
nilamide, 4 tablets followed by 2 tablets four-hourly. The treat- 
ment is continued for 5-7 days. Penicillin therapy may be combined 
with the sulpha-group treatment. 

Other m^icinal measures are to give a saline laxative, such as . 
half an ounce of sod. sulph. in water every morning and a bland 
alkaline mixture such as the following: 

aTgr. 20 

Tinct. Hyoscyanii Ill, 30 

Inf. Buchu ad . . . . ■ • Sj 

An ounce to be taken in water 3 times a day. 

Tincture of Digitalis can often be added wiih 
advantage. 

Some authorities claim good results from increasing the dose of 
alkalis up to an ounce or even two ounces in 24 hours, but as there 
is a danger of alkalosis with its attendant tetany and retention of 
urea the method should be adopted with caution. 

The patient is kept warm and strictly in bed, specimens of urine 
being examined daily. 

Hot packs or Antiphlogistine may be applied to the loins. 

If the patient is put under treatment soon after he has noticed 
the first haematuna, this may disappiear in a few days and the 
disease be cured in a few weeks. When things have settled down any 
obvious septic focus, e.g., in the tonsils, is removed, a “flare up” 
being guarded against by concomitant chemotherapy. 

Vomiting may be treated by the usual methods such as sucking 
ice, Chloretone in 5-gram doses, five minims of tincture of iodine in 
water, or a grain and a half of phenobarbitofle, but the condition 
is apt to be troublesome. 

Severe headaches or marked rise in bfood-pressure are best treated 
by venesection, about a pint of blood being removed in an adalt. 
Lumbar puncture often improves the headache. 

Oedema . — If the serum-albumin can be increased this will often 
disappear and modern methods are to give concentrated plasma 
or one of the albuminous extracts intravenously. In subacute and 
chronic cases the writer has had success with the cautious administra- 
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As a healthy kidney contains about two million glomeruli and 
some 30 miles of tubules, it is not si^nsing that only a fraction of 
them are in use at any one time, so in the beginning only a fraction 
of them are damaged ; Focal Glomerular Nephritis. 

The important point about recognmng the above early slag« 
is that adequate treatment can often arrest the disease before it 
goes any further and thus saw the patient from ins’alidism and death. 

Now it has been shown that crystalloids svith relatively snull 
molecules can pass through the intact glomeruli ssithout damaging 
them, but if, like perchloride of mercury, they are irritants and 
^mage the tubules they cause pure Tubular Nephritis. 

Bactenal toxins are mostly colloids with large molecules, so the 
intact glomeruli hold them up, but unfortunately get damaged in the 
process with the result that the glomerular line of defence is breached 
and the hostile toxins pour into the tubules, causing acute Tubulo- 
Glomerular Kephritis, which Is the common severe “acute nephritis” 
(Large Red Kidney). 

A further reference to the diagram will show that damage to the 
glomeruli must interfere with the circulation of blood throu^ the 
plexuses surrounding the tubules, which for bek of nourishment 
undergo lipoid degeneration, in addition to being damaged by 
toxic substances ; Subacute Nephritis (Large White Kidney) ; w hether 
this IS the same as Nephrosis is debat^, some pathologists maintain- 
ing that tubular nephritis always precedes nephrosis but is not 
always noticed; they also maintain that if the patient liscs long 
enough, nephrosis will pass through the teiroinal stages of nephritis. 
Most pathologists, however, consider that it is a pnmary degenera- 
tion of the tubules or the sequel of a pathological permeability of 
the glomeruli. 

As in all chronic inflammations, fibrous tissue slowly replaces 
inflamed natural tissue, so the kidney slowly contracts to the Small 
W’hite Kidney of Chronic Nephritis. Fibrous tissue can filter out 
water but not complicated nitrogenous bodies, so the patient now 
passes large quantities of pale urine, but retains much urea, uric 
acid and other toxic bodies, and escntually dies of uraemia. 

Two side effects must be mentioned; the body, realizing that jt 
will die in ten days if the excretion of urine is held up, tries to force 
the blood throu^ the inflamed, thickened glomeruli, so there is a 
rise in blood-pressure. Further, the exudation and escape of serum 
albumin, especially in the nephrosis stage, is so great that the 
osmotic balance between the blood and the tissues is upset, so fluid 
oozes into the latter, causing oedema. 

Although the terminal stages may be indistinguishable either 
before or after death, it is generally considered that Nephrosclerosis 
or Red Granular Kidney is a separate disease from nephritis, and is 
both a part of and an important factorin aggravating arteriosclerosis. 



O’Meara's Medical Guido 


585 


TREATMENT. — ^Thc treatment of nephritis depends upon the 
stage that has been reached. In all stages certain basic principles 
apply, the chief being to rest the kidneys as much as possible and 
to irritate them as little as possible. The former is achieved by 
moderate saline purgation and the promotion of sweating, and 
the latter by avoiding rich foods, spiced foods and alcohol. In Acute 
Glomenilar or Tubiito-Glomerular Nephritis thereisahmdant evidence 
that chemotherapy is of the greatest use in removing the causative 
focus and that with reasonable care, blocking the renal tubules 
with insoluble crystals of sulphonamide does not occur. 

Among the sulpha group the drug of choice is Sulphamerazine 
because of its fre^om from crystallization in the tubules, the adult 
dose being 4-6 tablets (2-3 grammes) initially, followed by 2 tablets 
every eight hours. If Sulphamerazine is unobtainable, give sulpha- 
nilamide, 4 tablets followed by 2 tablets four-hourly. The treat- 
ment is continued for 5-7 days. Penicillin therapy may be combined 
with the sulpha-group treatment. 

Other medicinal measures are to give a saline laxative, such as . 
half an ounce of sod. sulph. in water every morning and a bland 
alkaline mixture such as the following: 

E Pot. Gt. \ „ 20 

Sod. Bicarb, f '• •' 

Tinct Hyoscyami IH, 30 

Inf. Buchu ad . ■■ 

An ounce to be taken in water 3 times a day. 

Tincture of Digiiatis can often be added with 
advantage. 

Some authorities claim good results from increasing (he dose of 
alkalis up to an ounce or even two ounces in 24 hours, but as there 
is a danger of alkalosis with its attendant tetany and retention of 
urea the method should be adopted with caution. 

The patient is kept warm and strictly in bed, specimens of urine 
being examined daily. 

Hot packs or Antiphlogistine may be applied to the loins. 

If the patient is put under treatment soon after he has noticed 
the first hacmaturia, this may disappear in a few days and the 
disease be cured in a few weeks. When things have settled down any 
obvious septic focus, e.g., in the tonsils, is removed, a “flare up” 
being guarded against by concomitant chemotherapy. 

Vomiting may be treated by the usual methods such as sucking 
ice, Chloretone in 5-grain doses, five minims of tincture of iodine in 
water, or a grain and a half of phenobarbitone, but the condition 
is apt to be troubfesome. 

Severe headaches or marked rise in blood-pressure are best treated 
by venesection, about a pint of blood being removed in an adult. 
Lumbar puncture often improves the headache. 

Oedema . — If the scrum-albumin can be increased this will often 
disappear and modern methods are to give concentrated plasma 
or one of the albuminous extracts intravenously. In subacute and 
chronic cases the writer has had success with the cautious administra- 
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tion of the mercurial diuretics, e.g^ 2 c.c- of roers^yl intra^Tuously 
once a week, but many pby^cians coiuider this 
orthodox and unsafe. Epstrin’s hi^-protcin. low-salt diet should be 
given if the blood-urea is within notoial limits; it consists of about 
8 ounces of protein, 1 ounce of fat, S-10 ounces of carbohydrate 
and about 2 pints of fluid in the 24 hours. In ^ere ca^ ^uth^' s 
tubes may be used, with great prMautions against sepsis; the 
has seen as much as 20 pints of fluid drained away by this method. 
DIET.— 

Acute Nepfiritis.— la the early stages strict dieting is 
important b^vise it helps many cases to recover completely. The 
best treatment is not to give either food or drink of any sort for the 
first three or four days. In cool weather, thirst by no means aiwav'S 
occurs and may be reheved by sucking an orange or lime. Wbm 
thirst is really present or when the weather is hot, enou^ fluid in 
the form of hme juice or lemonade is pven to make the patient 
comfortable. After the initial stan'ation period. the amount of 
■ fluid ^ould eqnal the volume of urine excreted in the^ preceding 
24 hours, but if the weather is hot and the patient sweating, two or 
three times this amount win be necessary. The gradual introduction 
of fruit into the diet follows, and bter, eggs, rice, fish, chicken and 
bread may be added ; salt btake must b: kept as low as posable 
and the return to a nourishing diet should not m delayed too long. 

Subacute ^'epflr^tis vithout Oedema.— Tbt amount of protdn to 
be given depends upon the renal function, which is easily discovered 
by the urea concentration test (see Laboratory Methods, Simple). 
\VTien urea excretion is low, protein iniake must be low, and rice 
versa. If urea excretion Is normal and there is no naked-eye evidence 
of blood in the urine, the patient can tale the amount of protein be 
is accustomed to, but salt mvjst always be Testricied. hlilk, eggs ^d 
fish provide protein in a harmless form. In all forms of nephritis, 
alcohol and lughly spiosd foods arc forbidden. 

Nephritis w/VA Oedema . — Salt must be prohibited and, if the urea 
concentration is fair to normaL a good deal of protein must be given 
to make good the loss through the albumin in the urine. An ordinary 
diet would consist of fruit, eggs, chupattis or bread, fish or meal, 
imlk, sugar and ghee or butter. 

NERVES, DIMDED 

1. In any wound or fracture of the arm or leg examine for injury 
to a nerve if there is one in the neighbourhood. 

2. Never sew up a nen^ if there is any danger of infection ; it is 
better to leave it for a month or two, or longer in the <ase of a 
compound fracture, until everything is soundly healed. 

3. Local anaesthesia is usually b^er than pencil 

4. When delo} ed suture is being carried out — 

(o) Make a long indsion and identify the nerve on each side of 
the lesion. 

(A) Gently free the nerve and see if the ends can be brought 
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together without tension; this can usually be done by 
flexing the joints above and below or by altering the position 
of the nerve, for instance; the ulnar nerve may be brought 
in front of the elbow. (This is advisable in all cases of 
ulnar*nerve suture.) 

(c) Cut the divided ends cleanly with a razor blade ; if a neuroma 
is present it must be excised; there are two exceptions to 
this rule: 

(i) When a neuroma is in the continuity of the nerve 
and allows impulses to pass, 

(ii) When two neuromata can be brought together but 
not the nerve ends; the neuromata are then firmly 
stitched together with (he limb flexed and the nerve 
is gradually stretched by subsequent manipulation ; 
when the stretching is sufilcient, a process which may 
take weeks, the neuromata are excised and the 
nerve ends stitched together. 

(rfj Use the finest silk or thread, and stitch (he nerve sheaths 
together with small inierrupied sutures which do not 
encroach on the nerve fibres. The ends of the fibres must 
not crush each other ; light apposition is all that is required. 

(e) Lay the nerve in a bed of healthy muscle. 

5. In a clean cuty such as that sustained from broken glass, the 
wound is powdered with suipbatbiazole-flavine and the divided 
ends of the nerve may be sewn together as in (d) above. 

Instead of suture material, “Fibrin ^uc” made from concentrated 
serum and chicken extract is used by the specialists with very good 
results. 


NERVOUS SYSTEM {See also Hysteria.) 

Central Nervous System 
Acute Anterior Pohomyetilis . . 
Brain Tumour . 

Disseminated Sclerosis ■ 
Fnedwich'* Hereditary Ataxia 

Hemiplegia 

' Progressive Muscular Atrophy 

Subacute Combined Degeneration 

Syringomyelia 

Tabes Oorsahs . 

The Muscular Dystrophies 
Myasthenia Gravis 

Neuralgia 

Peripheral Neuritis 

Prolapsed Disc 

Sciatica 

Syphilis of Che Nervous System . . 
Examination of the Nervous System 


For General Paralysis of the Insane see under Mental Diseases, p. 572 


In order to dispel the fallaQr that diseases of the nervous system 
are a mystery surrounded by specialists, it is worth considering a 
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few simple facts of anatomy, pbynolo® and pathology. Only an 
outline will be attempted ; full details will be found in special works 
and articles on neurology, one of the best of which is that in Price’s 
Texi-book of Medicine. 

Diseases of the nen'ous system are much rarer in India than in 
Europe and America, but the reason b not altogether clear; perhaps 
It is malaria, perhaps climate, perhaps the mode of living and perhaps 
lack of accurate diagnosis. Two other factors arc that syphilis, a 
common cause of diseases of the nert'ous system, is a less serious 
disease here than in Europe and, further, that many nervous diseases 
have a hereditary element, so have probably been eliminated by the 
struggle for existence vihich in peace time is keener in India than in 
the West 

CENTRAL NERVOUS SYSTEM 

Apart from the ’’silent areas” of the brain, the Central nenous 
system consists of the sensoty, the voluntary motor and the in- 
voluntary motor or autonomic ^'Stem; only the first two wiD be 
discussed. 

THE MOTOR SYSTEM (See Fig. 28.) 

When a purposiv e movemeDt is made, several things happen ; 

(а) An impulse originates in the motor cortex of the brain. 

(б) It passes donn through the internal capsule, crosses to the 
other side in the medulla, runs do«-n the p>Tamidal tract 
and then turns into the anterior born of ^e spinal cord, 
where the tract ends around anterior born celb. 
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(c) The impulse now enters the lower motor neurone by 
entering the anterior hom cells, from which it runs along 
the peripheral nerves to stimulate pertain muscles and 
inhibit others. It will be noticed that we say “peripheral 
nerves” not “nerve” ; the reason is that in the cortex of the 
brain movements arc represented, not individual muscles, 
but at the junction m the anterior horn the appropriate 
nerves are selected and suitably stimulated so that the 
right muscles may contract or relax in order to produce the 
required movement — a truly marvellous “telephone 
exchange” performance. A moment's thought will show 
that this must be so; none of us, and certainly none of the 
animals, will say, “I must contract my biceps, semimem- 
branosus and semitendinosus and relax my quadriceps. 
I must contract the four layers of muscles, whose names 
I have forgotten, in the sole of my foot. I must contract my 
glutei, gastrocnemius, etc.” We say, “I must run” — and do 
so, without knowing anything about anatomy. 

THE SENSORY SYSTEM (See Fig. 29.) 

If the reader takes an object in each hand and concentrates his 
attention, he will notice several things : 

(o) What the objects feel like— rough or smooth, heavy or 
light. 

(6) Whether they are hot or cold, painful or painless. 

(c) Whether they are large or small, and where they are being 
held in space. 

(d) Whether he can hold the objects without moving his hand. 

If the reader can accomplish all these things his — 

(fl) Anterior spinothalamic tracts, 

(b) Lateral spinothalamic tracts, 

(c) Columns of Goll and Durdach, and 

(d) Spinocerebellar tracts, 
are all intact. 

It will also be seen that the fibres conveying the sense of position, 
whether gross or ^c, travel up in (he posterior columns and do not 
cross over until they reach the top of the brainstem ; those conveying 
the sensation of pam and heat cross immediately, and those convey- 
ing the sense of touch and pressure crass a ftw segments higher 
(indicated 6y dotted line). Further it wifi be noticed that afi sensory 
fibres are rclaid in the optic thalamus, which is the centre where 
pleasure and pain enter consciousness. (The Theosophist will note, 
with interest, that the thalamus may be the focus of the Astral body 
and the cerebral cortex of the Intellectual body.) 

Reflex Action. — For normal reflex action — e.g , the knee jerk — 
to occur, two things are necessary; the reflex arc must be unbroken 
and the cortical controlling influence, which is closely connected 
with the pyramidal system, must be present. If the arc is broken 
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anywhere, the reflex will not occur, jnst as an electric light will not 
go on if the wire is cut; if the cortical controlling influence is 
removed, the reflexe? become exaggerated, just as a horse cannot 
be controlled if the reins are cut 

We are now in a position to deduce the symptoms of certain 
diseases of the central nervous system. (See Figs. 28 & 29.) 

ACUTE ANTERIOR POLIOMYELITIS 

This IS an acute virus infection of the anterior horn cells ; it used 
to be thought that the virus was acquired by droplet infection, but 
it may be swallowed in contaminated food. The nerves of the 
lower limbs, chiefly of the anterior tibial groups of muscles, are 
most commo^y affected, but the disease may attack any of the 
anterior horn cells, including those of the phrenic nerves, or the 
nuclei of the cranial nerves, causing bulbar paralysis. 

Some years ago the writer saw a child with a temperature of 
105“ F., whose blood slides were positive for B.T. malaria, but 
after three days there was marked bxity and bulging of one side of 
the abdomen. The two diseases had occurred simultaneously. 

Certain features ate of interest : 

(a) A pre*paralytic symptom b the extreme crossness and 
irritability of the child. 

(h) The incubation period b probably between five and ten 
days. 

(c) Paralysb usually appears on the third day of the dbease, 
and Is maximal at the lime of its appearance. 

(d) Improvement may be expected for three months. 

(e) Response to a faradic (interrupted current) stimulus shows 
that an affected muscle will recover. 

TREATMENT. — The main indications arc not to allow affected 
muscles to be passively strrtcbed, to maintain circulation of b!o<^ 
to those muscles by means of radiant heat, etc., and not to allow 
the patient’s relations to spend large amounts of money on fancy 
treatments which, however much their promoters may promise, 
cannot bring to life the dead ccUs in the anterior horn of the spinal 
cord. 

Electrical stimulation of affected muscles if (see (e) above) they 
are gomg to recover, may help. 

Paralysis of the diaphragm should be treated by an iron lung or 
similar apparatus. 

Operative measures, such as transplantation of tendons, are not 
usuaUy undertaken until three years ba>e elapsed. 

The Kenny treatment has not given such ^od results in the hands 
of others as in those of its enthusiastic originator; the reason for 
this will be found in the article on Hysteria. 

In a temperate climate, the serum of about 75% of adults gives 
an immune reaction, and convalescent serum or adult serum 
(10-30 c.c. intramuscularly) may confer a temporary immunity, 
but It is useless as a means of treatment. 
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BRAIN TUMOUR 

Occasionally this is due to syphilis and is therefore curable, so the 

blood should be tested in every case. 

A careful examination will often give n good “ 

brain tumour is and this may confirmed by P"?™"' 
cncenhalography. in which the ventricles are fil ed with aih he 
techSque requiring special skill and the resulting s'-'cS™?’ "=^'"1 
expert interpretation. Removal of a tumour is one of the most 
hiSly specialized and difficult branches of operative surgery. 

When the classical signs of headache, vomiting “"<1 °ptic "=“'“18 
are present, much can be done by 'be ““P’® “PJ^He^th the 
Temporal Decompression. A trephine hole 'S K 

temporal muscle, which U dissected olT the skull 
semicircular scalp flap. The trephine hole is enlarged “> “heut two 
inches by four inches, all meningca^ranches are "cf ; c""* 
incision made in the dura mater. The flap is then sewn back into 

teiong Pallialiye methods of reducing P''S; 

lumbar puncture is dangerous because the base “f *= bram. alrMdy 
pressed backwards, may be crowded into ‘h' jera™" 
with a fatal result. Cisternal relief of 

safe and may be carried out as an aid in diagnosis and rebel ol 

’’Tntrvenous injection of 30-50 c.c. of 30 % salt or 50% su^ 
(glucose or cane-sugar) is a flood OTmotic method of S , 
the pressure. The injection must be made slowly. 3 c.c. per minui 

“ALffieSt to run d or S ounces of 25% mag. sulph. 

"SabraeL^c^l! rin'cases of mised a. P-ure 

due to other causes such as injury, inflammation and the hyper 
tensive cerebral attack. 

DISSEMINATED SCLEROSIS 

Scattered areas, seldom larger than a pea. of 
tion followed by demyelinalion are present These ar^s are 
disseminated all over the central nerrous ‘JL® 

upper motor neurone and the ccreb^r ped 
affected. We thus expect: eye ‘rubles, which take ^ r ^ 
transient attacks of blindness and double ^ finally, 

limbs, with spasticity and exaggera^ d«P 
incoordination, not because as in ta^ ”?Sv and 

where his limbs are. but because 

steadily. Other signs are patellar and ankle skin 

tions of the lack of control by the or aLent. 

reflexes {abdominal and cremasteric) are nrccent This is 

Finally, the Babinski (plantar extent) reflex 's 
perhaps the most important physical sign m neurology, P 
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except in babies, being a sure sign that there is interference with 
the pyramidal sj’stenL 

The first symptom in disseminated sclerosis is often tingling and 
weakness of the lower limbs, or some eye disorder such as temporary 
blindness or double vision; an almost pathogijomonic feature b the 
cheerfulness of the patient in spite of obvious disab^lics. The 
classical tnad of nystagmus, scanning speech and intention tremor 
comes later. 

TREATMENT.— This is unsatisfactory, and many methods have 
gained undeserswl credit because of the natural tendency to 
remission and periodical improwments; pregnancy and cold 
weather generally base a bad effect. Liver injections seem to improre 
some cases, and are harmless. 

FRIEDREICH’S HEREDITARY ATAXIA 
This rare dbease b mentioned only because of its interest. It 
begins before puberty, and may be compatible with fairly long life. 

Reference to the diagram wjll show us what to expect — namely, 
spastic paralysis, with severe ataxia of the cerebellar and tabetic 
type. Because the pyramidal tracts are affected, there is a Babinski 
reflex, but because the posterior columns ore affected, the knee 
and ankle jerks are absent. There is also an association with hammer 
toes, and the speech has a curious "exploslst" quality because of the 
ataxia of the muscles of articulation. 

TREATMENT.— This cannot cure, but something may be done 
by repetitive re-education In certain useful movements. 

GENERAL PARALYSIS OF THE INSANE^See Mental 
Diseases. 

PROGRESSIVE MUSCULAR ATROPHY (Motor Neurone 
Disease) 

This IS a disease of both the upper and the lower motor neurones, 
and the symptoms >-3ry with the parts affected. 

If the motor celb in the cortex, and, consequently, the pyramidal 
tracts, arechieffy involved, weakness with spasticity will be the main 
symptom, but if the anterior horn cells are mainly affected, w eakness, 
with wasting of the muscles, will be most conspicuous. Generally 
both upper and lower neurones arc affected — amyotrophic lateral 
sclerosis. The upper hmbs usually suffer first and chiefly, or it may 
be the cervical nerves, causing drooping of the head, or sometimes 
the cranial motor nerves, causing progressive bulbar paralj-sts. As 
the pyramidal tracts are ^ected. spasticity, exaggerated jerla and a 
Babinski reflex are present. 

The disease is most commonly Found in adult males. It has a 
slow onset, and one of the early symptoms b weakness and clumsi- 
ness of the bands. A constant ^enomenon b fibrillary twitching of 
the affected muscles. The patient usually dies within twenty years 
from the onset, and no treatment of any avail has yet been found. 
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The hopes that vitamin E would cure the disease have not been 
fulfilled, but the substance is harmless. 

Another method consists in giving calcium gluconate (60 gr. fa.d.) 
before meals in a little milk, with Parathormone (Collip) ^ c.c., b.d. 
subcutaneously. In a case which reacts favourably, the patient has a 
feeling of well-being within the first 2-3 days, and measurement of 
the muscle strengths, e.g., the grip, will show a quantitative improve- 
ment within a month. Although the calcium salts are given 
continuously, we usually give courses of Parathormone over a period 
of 2 weeks, with a period of freedom of 1-2 weeks until a second 
course is started. In Werdmg-Hoffmann’s disease, two-minim doses 
twice daily, with calcium and Radiostoleum by mouth, restored one 
case of ours to complete health. In peroneal muscular atrophy and 
in amyotonia congenita, calcium salts with vitamin D by mouth 
have effected satisfactory improvement. 

SUBACUTE COMBIKED DEGENERATION OF THE CORD 

This condition, an accompaniment of pernicious anaemia, has 
happily become rare since the introduction of liver treatment. 

The disease may be confused with peripheral neuritis, and is 
usually divided into three stages: 

(fl) Spastic ataxia, in which the pyramidal, the posterior and the 
cerebellar tracts arc affected. 

(i) Spastic paraplegia, as the pyramidal systems become more 
and more affected. “Glove and stocking anaesthesia” may be 
present. 

(c) Flaccid paraplegia as the anterior horn cells begin to be 
attacked. In this, the terminal stage, incontinence is both 
usual and troublesome. 

TREATMENT.— In any stage, this is by liver injections. 
SYRINGOMYELIA 

This very interesting disease is a gliosis of the grey matter round 
the central canal of ihe spmal cord, the canal becoming greatly 
enlarged. The condition is most marked in that part of the cord 
(C.5 to I).3) which supplies the brachial plexus. Once more, reference 
to our diagram will tell us what to expect. The fibres which carry 
the sensations of pain, heat and pressure cross in the cord, passing 
the central canal, so they are destroyed in the swollen gliotic area, 
with the result that the sensations of pain and heat, especially in the 
upper limbs, are lost. 

Position, sense and ordinary touch, which travel in the posterior 
columns, are unaffected. The diagram also shows that there is 
pressure on the pyramidal tracts, so there tends to be spastic paralysis 
of the lower limbs, while the pressure on the anterior horn cells at 
the site of the lesion causes lower motor paralysis, with atrophy in 
the upper limbs. 

TREATMENT.— Protect the hands from injury by unnoticed 
burns, etc. Deep X-ray irradiation to the affected area of the spinal 
cord arrests the disease in many cases. 
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TABES DORSALIS 

A late syphilitic decencration, be^nning just proximal lo the 
posterior horn cell and affecting the neurones which travel upwards 
in the posterior columns of Goll and Burdach, and convey the 
sense of position and vibration. 

We therefore expect to find : 

(a) A positive Wassermann reaction in the cerebrospinal 
fluid. 

(/>) Ataxia, due to the fact th.it the patient does not know 
where his limbs are in space (consequently be tends to fall 
when he shuts his eyes). 

(c) Loss of reflexes due to a break in the reflex arc. 

These are all found, two further signs being the Argyll-Robertson 
pupil and a butterfly-shaped area of analgesia on the face; some- 
times there is analgesia of the chest and limbs. Optic atrophy is not 
uncommon. 

Tabes dorsalis is uncommon in India. 

TREATMENT, — This is considered under Venereal Diseases 
but the reader may be reminded that at least four million units of 
penicillin are required together with bismuth and arsenic. 

Treatment of special symptoms.— 

Much can be done to improve or even abolish this 
symptom. Frenkel’s system of exercises being the best-known 
method of treatment ; the principle is that if a movement is constantly 
and frequently repeated the patient teams how to make it. He is 
told to put his foot or his hand on a certain mark and to go on 
doing It, he then is made to walk along a straight line and to 
persevere until he can do it properly, after w hich he is given crooked 
lines, and so on. It is not so dull as it sounds because the patient 
observes his own progress, an excellent psychotherapeutic stimulus. 

Lightnins Paws.— These are a sign that the disease is active, so 
treatment must be more so. Morphia is usually not advised because 
It may lead to a habit (the writer has seen it do so), but relief may be 
obtained by milder analgesics such as aspirin, Saridone, Cibalgin 
or other barbiturates, combined with drugs such as phenazone or 
phenacetln; ifan opiate has to be given, codeine is the least noxious. 

Optic /4frop/iy.— -This is the most tragic complication and i^ls 
for vigorous perucLlUn therapy combined with artificial pyrexia 
or malaria. To be both ataxic and blind is a terrible fate, but in such 
cases the ataxia is often mild or absent. 

Difficulty m Micturition. — This can be much improved by a 
mixture containing strychnine, ergot and belladonna, such as: 

E Tinct. Nuc. Vora .. ., m 15 

Tinct DeHadonnae .. .. .. .. iq 5 

Ext. Ergotae Liq iq IS 

Aq Menth. Pip. ad . . .. .. .. 5i 

Another remedy is ephedrine, half a grain three times a day, but 

regular catheterization is often needed. 
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Perforating Ulcers.— Thtsa respond to a combination of general 
and local chemotherapy. 

- Charcot's Joints. — ^These must be relieved of weight-bearing. 
HEMIPLEGIA 

The common causes vary at differoat ages : 

In Infancy . . . . Birth trauma. Cerebral inflammation after a 

specific fever such as measles or scarlet fever. 

In Adolescence Embolism from rheumatic endocarditis, 

cerebral tumour, or. especially in fndia. 
mycotic artentis by embolism from a small 
focus in the lung. 

In adult life and early 

middle.age Syphilis, kidney disease. 

In later middle-age 

and old age . . Arteriosclerosis and high blood-pressure. 

Up to late middle-age, therefore, it may be said that hemiplegia is 
an incident in some other disease, so need not be further considered 
here. 

The typical attack begins with a “stroke” or apoplectic fit, which 
the patient will probably survive if it is due to thrombosis, but not 
if it is due to haemorrhage. The former is the commoner, but 
apoplexy is not a cause of immediate death. 

The usual cause of the “stroke” is thrombosis of the artery 
supplying the internal capsule, namely, the lenticulo-striate branch 
of the middle cerebral. In the course of months or years he has 
another stroke and perhaps a third, each being followed by rather 
less recovery and occurring after a shorter interval than its pre- 
decessor. Now, just as a tuberculous cavity m the lung may leave an 
artery unnourished and unsupported, finally leading to nipture and 
severe haemoptysis, so each thrombosis is followed by an area of 
softening, which becomes absorbed, leaving a cyst, across which 
an unnourished, unsupported artery may be running; if, in due 
course this artery ruptures, cerebral haemorrhage occurs and the 
patient dies a few hours later (not, as used to be thought, 
instantaneously). 

TREATMENT.— 

Acute Stage. — Put the patient to bed ; if he is unconscious, put 
his head on one side so that mucus, etc., can flow out of his mouth 
instead of into his lungs. 

The object of treatment is to keep the blood circulating and to 
prevent extension of the clot ; the former is done by giving stimulants 
such as Coramime, nikethamide, etc., and the latter by the treatment 
described under Heart Disease (Coronary Thrombosis). 

If there is circulatory congestion with cyanosis, it is advisable to 
bleed the patient (about 12-20 ounces of blood), otherwise this 
should not be done, because it tends to slow the circulation and 
hence increase the liability to thrombosis. 

Lumbar puncture may cause distinct improvement, and is also 
helpful in diagnosing between thrombosis and haemorrhage; fluid 
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should be withdrav%n until it just drips out of the needle and pressure 
is therefore normal. 

Convalescent Stage. — If reco\xry is going to tak.e place, improe- 
ment uill be noticeable within three weeks, and if this occurs a 
cautious but good prognosis is Justihed. As the paralysis is of the 
upper neurone type, and therefore spastic, with hypertonic muscles, 
electrical treatment is useless. 

The object of treatment is to restore the use of the paralysed 
limbs, which is done as follows: 

(o) Make the patient interested in his own recovery and tell him 
that, as a beginning, he should constantly move the affected 
limbs by means of the unaffected ones; a little later, basing 
put a limb into a certain position he should try to move it 
back again by itself. 

(b) Help to move the paralysed limbs, gradually giving less and 
less help and allowing the limb to do more and more; when 
it is obviously doing much of the work itself point this out to 
the patient, who will thereby be encouraged to do more. 

(e) It can be confidently anticipated that power will return in the 
proximal parts of the limbs before the distal, and in the legs 
before the arms. As Riddock wisely points out, in a favour- 
able case this prophec^^ can be made quite safely, to the great 
advantage of the patient, who thereby gains faith in his 
doctor and faith in himself— a very powerful therapeutic 
combination. 

THE MUSCULAR DYSTROPHIES 

The cause is unknown, some blaming the pituitary gland, others 
the sympathetic nervous system, and others the muscles themselves. 
The large fixation muscles arc affeclcd, not the small “fine 
movement” ones. 

The disease is ftmilial, and chiefly affects boys, usually beginning 
at about the age of five years; if the child survives the age of puberty, 
the genitaba usually remain infantile. 

Psendo-bypertropbic Muscular Dystrophy is the common type, of 
which the writer has seen several examples in India. 

The glutei and calf muscles are chiefly affected, and although they 
look large, they are composed of enlarged fibres and fat, so Mve 
little power. The result is that the child cannot rise from the silting 
position without first turning over on his abdomen and “climbing 
up his own legs.” 

The disease is slowly progressive and ultimately fatal. 

In facio~scapulo-huineral type, atrophy affects the muscles of 
the face and shoiuder girdle, and in the peroneal type the peronei ; 
the last-mentioned becomes stationary {see abo p. 593). 

TREATMENT, — Glycine, in doses of one to three drachms 
(according to age) thr« times a day certainly arrests the disease, 
but it is expensive and not easy to get, so there is alw’ays the chance 
it may have to be discontinued, which is a pity, because cessation of 
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the drug is followed by a deterioration which is much quicker than 
if it had not been given at all. 

Once these patients become bedridden they go downhill 
and soon succumb. to some intercurrent infection, so it is advisable 
to keep them up and about. 

MYASTHENIA GRAVIS 

This unusual disease is commoner in women than m men, and 
it is mentioned because it is unmistakable ^jid apparently curable. 
The essential symptom is that the muscles of the face and body get 
so quickly tired that they cannot carry out their 
tiredness becomes more extreme as the day goes on, and by ®veni g 
the patient may be unable to stand up, lift her arms, eat, spwK or 
keep her eyes open, so she “droops,” the jaw ^ , 

show ptosis— which she may try to overcome by tilting ‘he head 
back— and the muscles of phonation may be so tired that sue 
cannot speak. 

TREATMENT.-Treatmenl by Prostigmin is 
improvtment, the dose being 1-2 milligrams 
with -rh Stain of atropine, four-hourly before at 

patiemthl strength to eat) or 15 m.Uigrams or 
the same intervals; i grain of ephedtme given at the same time 

‘“fhMhymus' g“nd is enlarged in most cases, and the operation 
of thySmy has been fWved by marked and prolonged 
improvement. 

NEURALGIA - 

Neuralgia may affect any group of sensory 'f “ 

and, finally, section of the offending 
Coccygodynia. lumbago, metatarsalgia and sciatica have already 

been discussed. ,, _ .. 

SEDATIVES free ulro Headache).-The following are all effective 

that Pyramidon {amidopyrine) may cause “ 

E AsDirm er. 5 o.3h. (this is more effective and 
ksf deprissmg ibau larger doses at longer in- 
tervals). 


E Aspirin. _ 1 

Phenacetin. > 
Amidopyrin.J 
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Tincture of gelsemium is a well-tried drug, and Wahhe recom- 
mends the following mixture: 

It Phcnobarbiton. Solubile 

Phena2on 

Sodii Bronud. 

Tmct. Gelsemii 
Aq Olorof. ad 

A tablespoonful cscry six hours 

Heroin and morphia are the most effective of all analgesics, but 
owing to their habit-forming propensities must be given only in 
emergencies. TTie only occasion on which they may be given reguhrly 
is when the “neuralgia” is due to an incurable, progressive disease 
bke cancer. 

INTERCOSTAL NEURALGIA. — ^This is oflen a diagnosis of 
despair, and is sometimes the first sjTnptom of herpes zoster (q'.r.). 
A very careful examination must be made to exclude disease of the 
heart, lungs, pleura, ribs or spinal column, and diseases of the 
nervous system associated with prdle pains, such as tabes or 
syringomyelia. If the sensory nen’es of the breast are affected the 
condition is called masiodvnla and the patient, after careful examina- 
tion, generally needs to be reassured that she has not got cancer; 
lactation and chronic cystic mastitis are often associated ^th 
mastodynla. 

TREATMENT. — If no local cause can be found, give sedativ'es 
and apply a counter-irritant Tbe condition is usually temporary, 
but ID severe cases the affected nerve or nerves can be blocked with 
alcohol. A less drastic method is to injert 2% Novocain or 
Proctocaine into tbe affected area. SedaiivTs and vitamin B are also 
given. 

BRACHIAL PLEXUS NEURALGIA. — ^This is commonly due 
to injury or to stretching of the nerves. 

In all except trivial cases, an X-ray photograph should be taken 
to exclude arthritis of the shoulder joint and calcification of the 
supraspinatus tendon. 

TRIGEMINAL NEURALGIA. — This is generally considered 
to be “the worst pain in the world” and has certain characteristics : 

It is a disease of middle age. 

It IS unilateral and attacks are commonest in the daytime. 

The early attacks affect the second and third divisions of the 
nerve, never the ophthalmic dirision. 

The attacks last over periods Ol days or w’ecks, and are followed 
by periods of complete relief, which get shorter as time goes oo- 

The pomts at which the branches of the fifth nerve emerge, 
namely, the supra-orbitaL the infra-orbital and the mental 
foramina are often the starting points of the pain. 

TREATMENT. — It is important to be sure that an infected 
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sinus is not the cause, and that there arc no infected teeth, but many 
of these patients have already had all their teeth out. 

In true trigeminal neuralgia the only treatment of real value is 
the injection of alcohol into the Gasserian ganglion through the 
foramen ovale; if this fails, the second and third roots are divided 
and the foramina blocked to prevent reunion, or the sensory root 
of the Gasserian ganglion is divided. These are operations for the 
brain surgeon alone — not even the general surgeon and still less the 
occasional surgeon — but injection of alcohol can be carried out by a 
general surgeon if first he carefully practices on a skull and then on 
a cadaver. It is important to inject the alcohol right into the substance 
of the ganglion. 

A recent “neuralpa” affecting the ophthalmic division of the 
fifth nerve suggests herpes ophthalmicus, the treatment of which is 
discussed under “Eye.” 

Occasionally a severe neuralgia affects the ccrvico-occipital 
region and must be distinguished from occipital headache. 
PERIPHERAL NEURITIS 

With fortunes being made out of vitamins, peripheral neuritis 
has attained great notoriety in recent years, and the fact that it is 
often diagnosed when not present is more flattering to the advertiser 
than to the physician, and more beneficial to the manufacturer than 
to the patient. 

At a certain stage in carbohydrate metabolism, pyruvic acid is 
formed, and for its further breakdown vitamin B is essential, other- 
wise it accumulates and attacks the peripheral nerve fibres. In 
“natural" carbohydrates, sufficient vitamin B (thiamine) is provided 
to break down the pyruvic acid, but, when, as in polished rice, this 
is removed, replacement is necessary, otherwise peripheral neuritis 
in the form of beri-ben will develop. Yeast is the richest source of 
natural vitamin B, and one of the cheapest. 

Peripheral neuritis can also be caused by failure to absorb 
vitamin B, as in chronic alcoholism and certain cases of achlorhydria 
and sprue ; it should then be given by inj«tion. The prolonged taking 
of the liquid paraffin group of lajiatives also tends to prevent 
adequate absorption of vitamins. 

The usual classification of peripheral neuritis is into : 

Toxic . . Alcohol, arsenic, lead and. occasionally, sulphon- 
amides and certain rarer substances. 

Metabolic . . Ben-bcri, neuntis of preenancy, pink disease, 
starvation. 

Infective . . Acute infective polyneuritis, diphtheria, leprosy and, 
possibly, the rare Landry’s ascending paralysis. 

In general, the treatment of peripheral neuritis is to remove the 
cause whenever possible, to guard against cardiac and respiratory 
failure (tachycardia may-be extreme, and respiratory failure may 
need an iron lung). Vitamin B should be given in a form in which it 
will be absorbed ; the maintenance dose is 3-6 mg. of thiamine a 
day, but therapeutic doses may be at least ten times as great. 
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PROLAPSED DISC 

ANATOMY.— In nearly c\-er case the disc between L.3 and L.4, 
L.4 and L.5 or L.5 and S. 1 is at fault. 

HISTORY.— The patient is usually a man between 30 and 40 years 
old, who often gi\es the histop' of sudden pain in the back, followed 
by pain in the leg after or while lifting a hca>-y weight with his back 
bent; sometimes he says, “I felt something give”. Sometimes be 
has had a fall or other injury, and sometimes there is no reloant 
history. The pain may ^ made worse by sitting down, coughing, 
sneezing or straining at stool. 

EXAMINATION.— Weakness or absence of the ankle jerk on 
the affected side is the most constant single sign, and there may be 
sbght wasting of muscles, and i»in on stretching the nerve. Careful 
examination often rcseah partial analgesia to pinprick, over the 
areas supplied by the affected nerves. The sole and the outer side 
of the foot are supplied by the 1st and 2nd sacral nerves, the rest 
of the foot and the outer side of the calf by the 4th and Slh lumbar, 
and the inner side of the calf by the 3rd and 4th lumbar, so if 
analgesia to pinprick is present U is possible to deduce which disc 
is affected. 

X-ray Exawinaihn.—Vhtn antero*posterior and lateral views 
may be helpful by showing a diminution in the intervertebral space 
at the affected disc. Intrathecal Liptodol has been largely given up, 
because its late results were sometimes worse than the disease; the 
usual procedure now Is to draw off ceiebrdspinal fluid and replace 
It bv sterile air, but tbe resulting pictures are not so clear as are those 
with Lipiodol. 

SCIATICA 

The discovery of Prolapsed Intervertebral Disc has changed 
our ideas on the pathology of sciatica, but now that the over- 
stztement which accompanies every new discovery has di^ down. 
It seems probable that prolapsed disc is the cause of about 30% of 
the cases of true sciatica; some 50% are due to fibrosltis, osteo- 
arthritis (of hip, spine or sacro-iliac joint), coxa vara, tumours or 
inflammations involving the nerve, its branches or its components 
(4th lumbar to 3rd sacral), congenita! defects, or old injuries, 
particularly those causing asymmelry, and various odd causes, 
such as recent injury, diabetes, chill, hysteria, gout and a septic focus ; 
in the remaining 20% a cause cannot be discoverwl. Lack of 
vitamin B is not a factor. 

TREATMENT. — Rest in bed cures most cases; if there is no 
marked improvement after two weeks a plaster-of-Paris bandage 
should be applied so as to immobilize the spine (for method of 
application, see Fractures of the Spine); this has the advantage of 
allowing the patient to get about If this fails, removal of the 
herniated piece of disc should be «)iisldered. A method which the 
writer has found successful in many (but by no means all) cases of 
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sciatica is to inject 100 c.c. of sterile normal saline into the sacral 
canal. This is done as follows: 

(а) With the first finger of the left hand locate the rivo cornua of 
the sacrum which mark the lower end of the canal. 

(б) Inject some local anaesthetic. 

(c) Starting from a point about half to one inch distal to the 
cornua, insert a fine lumbar-puncture needle. 

(rf) Keeping it nearly parallel to the surface of the skin, push the 
point into the sacral canal for 2i inches (if the point is in the 
canal it travels easily and cannot be felt beneath the skin). 

(e) Withdraw the stilette and make sure that no cerebrospinal 
fluid escapes. 

(/) Attach the syringe and try to pull out the plunger in order to 
confirm that cerebrospinal fluid will not come out. 

(g) Slowly inject 80-100 c.c. of sterile normal saline. The patient 
generally complains of pain, but this soon passes off, 

Russell Brain suggests that when this method is successful, it 
works by moving one of the nerves into a position where the pro- 
lapsed disc does not press on it. The injection can be repeated two 
or three times at weekly intervals. 

When the cause of the pain is fibrosUis, it is generally possible to 
locate one or more tender spots m the muscle ; also the condition is 
often bilateral, which it seldom is in true sciatica. If tender spots can 
be found, 10 c.c. of 2% Novocain or 5 c.c. of Proctocaine should be 
injected into each. 

Infra-red rays, diathermy, iodine, liniments, Thermogene wool 
and mustard plasters are other adjuvants to the treatment of sciatica ; 
of drugs, aspirin, phenazone and phenacetin are the most popular- 
potassium iodide Is useless. 

Injection of normal saline (about 50 c.c.) or oxygen into the nerve 
may also be tried. 

There is a general tendency for attacks of sciatica to get less 
severe as time goes on. 

SYPHILIS OF THE NERVOUS SYSTEM 
The great interest of this disease lies in its curability, which is 
more than can be said for other diseases of the nervous system. In all 
doubtful cases, therefore, no harm and occasionally much good can 
be done by testing the blood or cerebrospinal fluid or by applying 
one of the therapeutic tests. 

SYPHILIS OF THE BRAIN.— Syphilis attacks'the brain in four 
different ways : it may cause inflammation of the meninges, throm- 
bosis of the arteries, a gumma, or degeneration of the cortex, these 
lesions being roughly early, not-so-earJy, late, and very late 
respectively. 

Syphilitic Meningitis occasionally begins in the secondary phase 
of the disease, when it is apt to be acute, especially in young adults. 
The cerebrospinal fluid shows a Ijrmphocytosis and the blood a 
positive Wassermann reaction. 

More commonly a posterior basic meningitis occurs during the 
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early tertiary stage. It is ushered in by deep-SMted intractable 
headache and, being at the base where the cranial nerves are, is 
often accompani«3 by cranial nenie palsies, especially of the motor 
oculi and facial group. (1V.B.— When a patient has a severe headache 
and recent squint, remember syphilis.) 

Syphilitic Thrombosis of a Cerebral Artery is the common cause 
of paraplegia bemeea the ages of 30 and 45 years. 

Gumma of the Brain is a rare form of cerebral tumour, and 
Cortical Degeneration causes G.P.I. 

SYPHILIS OF THE SPINAL CORD.— This occurs as a meningo- 
myelitis and generally begins with toot pains which may be of a 
girdle type, "nie condition may closely mimic progressive muscular 
atrophy, even to the fibrillary tremors of the muscles, due to pressure 
on the upper and lower motor neurones; an Argyll-Robertson 
pupil may be present. (hf.B . — Test the pupils and the blood in a case 
of progressive muscular atrophy, especially of the amyotrophic 
lateral sclerosis type.) 

Acute syphihtic meningo-myelllis, with panil>'sis below the 
lesion, which is usually in the dorsal region, may be so severe as to 
mimic transverse settion of the coid. When, therefore, such 
symptoms occur without a history of injury and with nothing to 
suggest spinal caries or tumour, no hara can be done by giving 
anti-syphilxtic treatment as soon as blood has been taken for a 
Wassennann test. 

Tabes dorsalis has already been described. 
Fuially,syphills,liketubercte,mayafiect the bodiesof the vertebrae. 
EXAMINATION OF THE NERVOUS SYSTEM 

If the optic discs, the knee jerks and the plantar reflexes are 
normal, the central nervous system is probably normal (Adie). 

The following is a quick and systematic method of examining the 
nervous system, which will not miss anything important 

CRANIAL NERVES.— 

(1) 77ic olfactory ner\es . — These may be examined by testing 
the sense of smell, but this is generally unnecessary. 

(2) The optic nerves . — Look at them witb an ophthalmoscope. 
A good idea of the fields of vision is obtained as follows: 
Look at the patient’s nose and tell him to look at yours, 
then spread your bands apart and move them slowly 
round, twiddhng your fingers all the time. If you are 
conscious of seeing the movement the patient should be loo. 
Diminution suggests, amongst other things, pituitary 
enlargement. 

T?ie molor-oculi, (4) ihe trotklrar ond (.6) the rf-dacenl 
nerves . — First test the reaction of the pupils to light, and 
then hold up your iin^ and tell the patient to look at it ; 
now move it slowly in all directions. 

(fl) Look carefully at the movements of the patient’s eyes 
to see if they follow the finger. 
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(6) Hold the finger first to one side then the other, looking 
for nystagmus. 

(c) Move the finger away from the eyes, when the pupils 
should dilate, and then close to the eyes when the 
pupils should contract and converge (the absence of 
this makes one think of old encephalitis). An isolated 
lesion of the 6th nerve may occur when the intracranial 
pressure rises ,• the nerve has a long straight course from 
the back to the front of the skull, and gets stretched. 

(5) The Trigeminal Nerve . — 

Motor branch. — Tell the patient to close his jaws 
tightly. 

Sensory branch. — Test the corneal reflexes with a 
small piece of paper or the head of a pm or match. 

(7) The Facial Nerve. — Tell the patient to show you his teeth 
or to smile ; then tell him to shut his eyes tightly and sec if 
you can open them with your thumbs. 

(8) The Auditory Nerve. — Stopping one of the patient’s ears, 
whisper in the other, “Can you hear all right?” If he answers 
“Yes,” repeat the process on the other side. 

(9) Glossopharyngeal Nerve.-^TtM the patient to swallow, and 
watch his thyroid cartilage. If there is any suggestion of 
disease, test the taste on the posterior part of the tongue by 

’ means of a tablet of quinine or anything bitter or salty 
held in a pair of forceps. 

(10) Vagus Nerve.-^Te]l the patient to say “Ah,” and watch the 
movements of his palate. 

(11) Spinal Accessory //erve.—Tell the patient to turn his 
head against resistance, and feel the slemomastoid muscle, 
then tell him to shrug his shoulders. (The ninth, tenth and 
eleventh nerves arc generally involved together if a lesion 
affects one of them.) 

(12) Hypoglossal Nerve. — Tell the patient to put out his tongue. 

At first sight the above examination looks formidable; actually 

it takes about two minutes to carry out. 

(7S) The Cranial Nerves having been examined, proceed as 
follows ; Test the biceps jerk (Cervical 5 and 6) and the 
triceps jerk (Cervical 6 and 7); the abdominal (Dorsal 
7-12) and cremasteric reflexes; the knee jerks (Lumbar 
2-4) and the ankle jerks (Sacral 1-2) ; carefully test the 
plantar reflexes and examine the patellae and ankles for 
clonus. 

{14) Now test the power of the patient’s muscles by giving him 
one finger of each hand to squeeze, and then make him raise 
his knees against pressure. 

(Id) Test liis co-ordination by mabing him slowly touch the tip 
of his nose, first with his eyes open and then with them 
shut. If intention tremor is present, this will show it; it 
also shows whether the patient knows where his limbs are 
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in space; ihe test may be follo»-cd by telling him to keep 
his ejes shut and to touch one knee with the other heel. 
He may also stand up with his eyes shut. 

(/d) Sensory Test . — In India, where leprosy is common, the 
light-touch test must be earned out carefully. The best 
way of doing it is to tell the patient to shut his eyes, and 
then to touch him lightly with a piece of cotton-wool or 
paper oser various parts of the body, telling him to put 
his finger on the place touched. 

For tactile discrimination, the blunt and sharp ends of a pin 
may be used; and to test beat and cold sensibility, two test-tu^, 
one containing hot and the other cold water. 

Deep sensibility is tested by squeezing various muscles, which are 
tender in peripheral neuritis. 

NEURASTHZNIA (See also Hysteria and Mental Diseases.) 

People in the tropics are prone to suffer from neurasthenia, as 
apart from general causes, such as worry, os'erwork, focal sepsis, 
and sexual neuroses, there are the speaal conditions of great heat, 
excessive light, depressing environment, separation from family, 
isolation, poor food, lack of exercise, debility from mabria, 
dysentery, enteric fever and amoebbsis. 

As reprds treatment, one of the most important points U prophy- 
laxis by ^ng a prolonged period of leave after acute inlrotions, 
accidents and operations, especially abdominal; the patient thus 
spends his convalescence entirely free from the worry and 
responsibiLty of his work in a gom dimale with good Ibod of a 
hi^ vitamin content. 

Once the cause, if possible, has been asccnained and removed, if 
improvement does not take pbee, the only course is to give long 
leave, and if two years fail to cure and the patient is in one of the 
services, he will probably have to be invalided ouL It has b«n 
especially recommended for the tropical form that the patient have 
hot baths before going to bed and sodium glycerophosphate 
0-1 gramme hypodermically every day, or one of the following: 

B Strj'^uun- Aisenatis .. ?r J B Ziad Pbosphid. .. .. gr. 2 

Calcu Glyceropbos. .. 5»vs Ext. Nuc. Voni- .. .. gr. 2 

Syrup AuranUi .. •• 3o Ext. Cannabis lod. .. fr. 2 

A teaspoonful la a wineelassful of Make 24 capsules; one every 3 
wine alter each meal hours. 

E. Ext Swifacil SI. 2 B ?bt»T^on .. .. fr.Tts 

Ext Valenanae .. gr. 1 rem Glywopbosph. .. gr. 2 

Ext CMniciTaEae .. gr. J ExL Cannabis Ind. .. gr. J 

One piU twice daJy. One pill twice daily. 

B Bro tnalin .. .. .. .. .. gr. 10-30 

Syrup. o] 

Aqua.Anisi ad .. 

Sedative. 



O’Meara’s Medical Guide 


605 


NIGHTMARE 

Patients who suffer from this condition should sleep on a hard 
mattress with light bed-clothes, but at the same time keeping the 
feet warm. Late heavy meals and constipation should be avoided, 
NIGHT TERRORS 

Children who suffer from this condition generally have adenoids, 
an error of refraction, mucous disease, threadworms or some other 
source of chronic irritation. They are generally highly-strung, 
neurotic children who should be prevented from dwelling on their 
terrors and protected from books, stones and sights which might 
increase their emotions. The digestion should be attended to, and a 
dose of bromide, or bromide combined with chloral, given at 
bedtime. 

NIPPLE, CRACK OR FISSURE OF (See also Breast, Diseases of.) 

These are commonest with a first baby, but may recur in sub- 
sequent puerperia. 

PREVENTION. — During the last three months of her pregnancy 
the patient should massage the nipples with slowly increasing firm- 
ness night and morning ; at night lanolin, cold cream or Vaseline 
should be used, and in the morning some form of spirit ; if the 
nipples are retracted they should be drawn out. 

Before the mUk comes in (j.e,, for about the first 48 hours) do 
not allow the child to suck for more than two minutes at each breast. 

At the end of each feed the nipples must be carefully dried and 
swabbed with a little spirit. 

TREATMENT.— A nipple shield must be used, the hole in the 
teat of the shield being large, otherwise the child has to overcome 
both the resistance of the breast and that of the teat. 

Carefully dry the nipples after each feed, then apply a couple of 
drops of Tinct. Benzoin. Co. 

Ii the nipples are painful, Nupercainal ointment is very soothing. 

The great danger is that of abscess; ibis can often be prevent^ 
by giving the patient two tablets of sulphadiazine three times a day. 

In severe bilateral cases, it may be necessary to stop breast feeding 
(see Lactation). 

NOSE, DISEASES OF 

The commonest disease of the nose, namely the common cold, 
has already been dealt with under Catarrh, and the second 
commonest under Epistaais. 

C^omc inflammation is generally kept up by infection of the 
paranasal sinuses, which open into the nose at the places shown in 
the diagram. Although a chronic infection of one sinus or group of 
sinuses — e.g., the frontal — often occurs, it is common for several to 
be aff^ected, and of all groups the ethmoidal sinuses are perhaps the 
most commonly affected and the most difficult to cure. 

EXAMINATION OF THE NOSE.— A head-light or head mirror 
is essential. 
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The inferior turbinal is the first thing to be seen, the middle one 
coming into view when the patient’s head is tOted back; on the 
medial side, of course, is the septum, which is inspected for deviation. 
The superior turbind cannot be clearly seen from the front, but 
posterior rhinoscopy with a special instrument rather like a cysto- 
scope shows it well. If pus is escaping from one of the sinuses it 
flows over the inferior turbinal except in the case of the posterior 
ethmoidal cells, when it flows over the middle turbinal. Pus emerging 
from the sphenoidal cells cannot be seen from the front because it 
is too high up and too far back. 

Transillumination is carried out in a pitch-dark room by putting 
a light in the patient’s mouth and noticing whether the light shines 
through both sides equally. This is useful for antrum and ethmoid 
cases; opacity means inflammation or growth, but translucency 
does not exclude inflammation. The observer must sit in the dark 
for at least five minutes before making the examination. The frontal 
sinuses can be examined by applying the torch to the supra-orbital 
margin, but the results are not very trustworthy. 

X-ray photographs are the most valuable means of detecting sinus 
trouble, but to be of real use they must be taken by an expert. 
CHRONIC INFLAMMATION OF THE NOSE 

This, as already remarked, is generally due to sinus infection, 
which must be dealt with if a cure is lo be effected. 

OZAENA 

This is fi particularly unpleasant form of chronic sinusitis because 
of the awful smell. 

Treatment is by chemotherapy, and the administration of 
oestrogens by injection or by mouth. 

IRRIGATION OF THE NOSE 

This must be carried out with the patient keeping his mouth 
wide open and breathing in and out through it hard; otherwise he 
may choke and force fluid into (he sinuses and middle ear. Normal 
saline solution or one part of Glycothymoline to three of water 
are useful solutions. 

Nasal Sprays of the de Vilbiss type are most useful, and enable 
medicaments to reach all parts of the nose. 

Snuffin the form ofCibazoI orsulphathiazole powder, preferably 
with 100,000 units of penicillin to 30 grains of powder, is the best 
local antiseptic appheation; it should be sniffed up the nose three 
Of four times a day, after meals; it is also useful for tonsillitis. 
ACUTE PARANASAL SINUSITIS 

This usually occurs vnthin ten days of a cold or an attack of 
influenza, and is characterized by pain and a feeling of fullness in 
the affected area, above the eyes, between the eyes, or in the cheek, 
accor^ng to whether the frontal, the ethmoidal or the maxillary 
sinuses (antrum) are affected. The ^henoidal sinus is seldom acutely 
inflamed, perhaps because its drainage is better than that of the 
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others, but deep-seated retro-nasal or occipital pain is one of its 
characteristics. ^ . 

The p-iin from sinus inflammation is almost always worst in the 
morning, when it may be agonizing, but it fades afiny about noon. 

TREATMENT.— Chemotherapy is by^ far the most cfficnent 
method, and injections of penicfllin combined with a sulpha drug 
hy mouth will often clear up the most acute sinusitis^ in 24 hours, 
but treatment must be carried on for longer than this, the sulpha 
drug being ^ven for at least 5 days, of the inflammation will return. 

ihcal irealmeni consists of applying soothing lotions or con- 
strictis’c drugs such as ephedrinc, menthol, Benzeilrenc, Prisine, or 
adrenaline with the object of opening up the natural apertures of 
the sinuses and thereby promoting drainase (for snrious formulae 
see Catarrh, Acute Nasal). An old fovourite of the writer's is : 


B Menthol 3i 

SpinL Vmi Reel, ad 5 j 


A few drops io ^ dropped oo some s eiy hot water 
and the vapour tohiled foor limes a day (the 
patient keeping thee>es shut). 

OPERATIVE TREATMENT 

In general, intranasal surgery* is a task for the speciaL'st, armed 
with special instrumeats, but certain operations are easily carried 
out successfully by a competent general surgeon- 

Local Anaesthesia must be adequate, and must be combined ailh 
adrenaline othenvise the opmtioo aill be both painful and bloody. 
A piece of cotton-wool twisted round a thin bamboo swab-stick 
and soaked in 10% cocaine solution containing 2% of Liquor. 
Adrenalin. Hydrocblor. should be applied to the area for at least 
15 minutes before the opeiation. 

Antrum Puncture gives great relief, and is carried out as follows: 

(a) Tuck the cocalne-adrenaluie swab {see previous paragraph) 
under the inferior turbinal bone and remore it after 15 
minutes. 

(fc) Using a bead-light or mirror, insert a nasal speculum. 

(c) Take a wide-bore lumbar-puncture needle and pass the 
point under the inferior turbinal bone for about \ inch. 

(d) Remoi e the speculum and, keeping the point of the needle 
in place, carry the butt of the needle to the opposite side; 
the shaft of the needle thus presses and deflects the septum, 
and the point points towards the orbit on the affected side. 

(e) Push the point of the needle gently but firmly into the 
antrum, through the thin plate of bone under the inferior 
turbinal. 

(/) Apply a Record ^linge to the needle and try to aspirate 
pus, then fill the ^’rinee with saline and irrigate the antrum 
several times until tb^fluid returns clear. 

(g) Inject 2 C.C. of distillol water containing 10.000-20,000 Units 
of penicillin. 
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Cauterizing the Middle or Inferior Turbinals . — 

(a) Anaesthesia and speculum as above. 

\b) Make sure there is no ether about. 

(c) If an electric cautery is available, use it and thoroughly 
scarify the mucous covering of the enlarged turbinal. If an 
electric cautery is not to hand, take an ampoule file or a 
Kirbigrip in a pair of artery clips, fixing it at angle, then 
heat it red hot and apply it to the affected turbinal, being 
careful not to touch the skin at the edge of the nostril. 

Removing the Anterior End of the Middle or Inferior Turbinal can 
easily be done with a stout pair of pointed scissors, the bone being 
gripped in a pair of artery or Kocher’s forceps. 

The anterior end of the inferior turbinal is removed in opening 
up the maxillary antrum, and the anterior end of the middle turbinal 
in draining the anterior ethmoidal cells or as a preliminary to 
opening or irrigating the fronto-nasal duct. The modern method of 
opening up the ethmoidal cells is through the orbit, but it is an 
operation for the specialist. 

Deflected Septum, if causing obstruction, is dealt with by sub- 
mucous resection, not a difficult operation but best done by a 
specialist. The operation is not recommended for children. A similar 
effect can often be achieved by cauterizing or removing part of one 
of the turbmals. 

Broken Nose . — If the patient is seen early, reduction can generally 
be accomplished by Watson- Williams’s method ; he pads the blades 
of a septum or other suitable forceps with strapping, puts one blade 
inside the nose and the other outside, and manipulates the nasal 
bones into pos'iuon in turn, first disimpaefing each bone by giving 
it a gentle twist outwards. The nose can be packed with Cibazol- 
ointment gauze, or a triangular wire splint inserted. 

A general or intravenous anaesthelic is required for the 
manipulation. 

SPECIFIC ULCERATION 

Specific ulceration of the nasal mucosa is described under the 
causative diseases — e.g., Leprosy and Diphtheria. 

LUPUS OF THE NOSE 

Lupus due to the tubercle baciUus has been successfully treated 
in France by large doses of calciferol (crystalJme vitamin D). 
MALIGNANT DISEASE OF THE NOSE 

This requires the same treatment as malignant disease elsewhere. 
As it is often amenable to radiotherapy, the patient should be sent 
to a place where experts can ^vc this. 

FOREIGN BODIES IN THE NOSE 

Unilateral discharge of pus from a child’s nose is almost 
pathognomonic of foreign body. The treatment is to give the child 
an anaesthetic and remove the foreign body with a pair of angled 
forceps or by passing a squint book behind it and drawing it out. 
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Foreign bodies far back may be pushed into the nasophaijnx, 
but must be caught there, not allost'^ to fall into the larynx, 
RHINOPHYMA 

This very disfiguring condition is due to over-action and blockage 
of the sebaceous glands of the nose, generally following on chronic 
hyperaemia due to over-indulgence in alcohol and os'cr-cxposnrc 
to wind and weather. 

TREATMENT.— 

In the early stage. — As the disease is often associated with rosacea, 
riboflavin (vitamm B|) may be p\en by mouth or in doses of 2 rag. 
intravenously three times daily. X-ra>’S and radium locally are often 
effective. 

In the later stages. — ^The hypertrophied tissue should be shaied 
off until the nose is of nor mal shape. The islets of the epithelium 
left by the ducts soon spread, and the nose is covered with skin. 
Bleeding is severe during the operation but is checked by adrenaline, 
Coaguicn-Ciba. pressure or Thrombin Topical. 

NURSING 

GENERAL NURSING 

Complete rest in bed is essential for a very ill patient, and the 
nurse must pres'ent exertion of any land. It should be her pride to 
anticipate any desire of her patient. 

Yentflation in India is not always easy. The aim is to have plenty 
of fresh air without draught A draught is easily caused by a half- 
open door or window, the smaller the opening through which the 
air rushes the greater the draught Aim at keeping the temperature 
between 65* and 80’ F. 

Humidity in most places in the hot weather is high. Try to keep 
the air moving with the aid of fans. 

Heat can be very trying in India; try to lessen it by; 

Fans or air-conditioners 
Drawn curtains 
Wet kuss-kuss tatties 

Open doors and windows, except in the heal of the day 
Light porous clothes and bed-dothes 
Cool blanket baths when permissible. 

THE BED. — Most hospital beds are of the Lawson Talt type, 
narrow, at a convenient levcL and with a firm spring-mattress. In 
many cases there is a Fowler position attachment. 

Mattresses should preferably be of coir, as it is cooler 
cotton and can be sent to the aatoclate far stenlMag. Afafcrrsses 
can also be of kapok, cotton or Dunlopillo rubber, "ifte latter can 
be disinfected with carbolic lotion (I in 20). All mattresses should 
base a washable cover, and for a Dunlopillo a mackintosh case. 
Over the mattress: 

A long macldntosh 

A sheet large enough to tudr in all round the mattress 
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A draw mackintosh (1 yard by IJ yards) 

A draw sheet (1 ^rd by 3} yards) 

A firm pillow, with cover and pillow-case 

A soft pillow. 

No mattress should be left vdthout its cover — it is easier to wash 
a cover than to renew a mattress. 

HOT-WATER BOTTLE. — Preferably rubber, but may be zinc, 
stone, aluminium, glass or copper. Only fill three-quarters full with 
water, expel air, hold it upside down to see if it leaks, fasten stopper 
firmly, and put on a thick cover. Do not place next to the patient — 
a bottle bum is a disgrace to any nurse. 

AIR BED, WATER BED. DUNLOPILLO AIR CUSHIONS.— 
These must not be put m the sun, nor near oil, pins or heat. Used 
to prevent pressure sores in elderly, incontinent, operation, mal- 
nutrition, or adipose patients. They must have a blanket underneath 
and a blanket over to protect the rubber. 

BLANKET BATH. — Have everything ready before you start: 
soap, sponge, towels, nail brush. Eau-de-Cologne, powder, two 
bath blankets, and clean clothes. Roll the patient to one side, put 
the bath blanket under him, then turn him back and unroll the 
blanket on the other side. Cowr with the second blanket. Wash the 
patient from above downwards, do the front before the back and 
expose onl^ a small area, e.g., one hmb, at a time; dry each area 
as soon as it is washed. If the patient is able to wash his own private 
parts allow him to do so in solitude after the rest of the bath has 
been given. See that the room and the water are warm, and turn 
off the fan if one is running. 

PRESSURE Points. — T hese are back of the head, back of 
the shoulders, elbows, sacrum, hips, between the knees, over the 
knees, between the ankles, over the heels. Give massage four-hourly 
in a "confined to bed” patient, with soap and water — it is the 
friction that is nwessary to keep the blood circulating. A common 
error in this country is only to rub with spirit and powder, but the 
massage with the soapy hand is much more unportant. Then rub with 
spirit to harden the skin, and over this apply powder to dry up 
moisture — moisture is very conducive to a pressure sore. 

The position of the patient should be changed every four hours 
or more often when the patient is very emaciated or very fat. Keep 
the bed-clothes free from creases, or the debris of meals. Patients 
after operation must not be turned or moved by one nurse; there 
must always be two for the first three days. 

CARE OF THE MOUTH. — A dirty mouth is a disgrace to 
anyone taking care of a patient. Remove artificial teeth, clean them 
with a brush and place in cold water until needed again. Clean the 
mouth with swab-sticks if the patient is very poorly, or with cotton- 
wool on the end of a toothpick, or held by forceps. The wool should 
be dipped into the mouth wash. 

For a very dirty month use peroxide of hydrogen (4 drachms to 
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a glassful of warm v.ater). For a dry mouth leave a coaling of 
gljceria over the tongue, the gums and the lips — ^glycerin attracts 
fluid, so it keeps the mouth moisL 
RECORDS.— 

Temperature, pulse and respiration should be recorded 4- 
hourly or more according to the needs of the patient 

Bosvel action— recorded b.d. 

Urine — recorded if there is anylbiog abnormal according to 
the doctor’s wishes. 

Vomit should be measured and recorded, and saved for 
doctor to sec. 

Bleeding should be recorded and all clots, etc., saved for the 
doctor to sec. 

Injections should be recorded on the chart 

A medicine book should be kept and nhen the ordered dose 
has been ^ven it should be marked o7 in the medicine book 
— then no mistake nil! take place when the nurses are 
changing duties. 

Sleep shomd be reported, and in the case of a patient with 
insomnia it should be recorded on the T.P.R. chart 

A report should be kept of every* patient until the day of 
discharge. 

DIET.— *1111$ varies considerably acconibg to the disease. 

Fluid Diet . — Fluid usually given at tno-hourly intervals— milk, 
cocoa, tea, coffee, Ovaltine, Benger’s Food, Horlicks, whey, barley 
water, orange juice, lime juice, pineapple juice, mango juice, bael- 
fruit jiucc (for diarrhoea), green coconut juice, pomegranate juice 
(for dianhoea), egg flip, egg nog, or any other fluid that the nurse’s 
ingenuity can manage from what the patient is allowed to have. 

Variety will make the patient drink more and with greaterappetite, 
whereas monotony of diet may kill the appetite. Do not waken a 
patient from sleep for a drink, unless by doctor’s orders; it can be 
given when the patient awak». 

Semi-solid Diet . — Egg custard, kitchree, creamed potatoes, 
creamed tomatoes, jelly, ice cream, chocolate, bread and milk , 
milk puddings, stiamed porridge, sujec, sago, tapioca, arrowroot, 
thick Benger’s Food. 

Light Diet . — Creamed cluckeo or fish, fricass^ mashed potatoes, 
creamed vegetables, chicken or fish in any form, light puddings, 
soups, but no meat, or vegetables with a lot of roughage. 

Full Diet . — Usually anjlhing that the patient hkes, but in smaller 
<5ia.wJ.'.ti£s than, whea he is up and. walking asauad. 

Much can be done by the nurse to improve the appetite of the 
patient by clean, daintily served trays, variety of foods, pleasant 
surprises, small amounts and dean napkins. Sometimes a patient 
will not eat because he is afraid of spilling it on the bed-clothes, or 
on himself. See that a napkin is conveniently placed for the patient’s 
protecDon and comforL 
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WHEN ALLOWED OUT OF BED.— The first time the patient 
is allowed out of bed he must be assisted by the nurses. He must 
not be allowed to walk about unless the doctor has given permission 
— the first day may be a very tiring one. The patient may have an 
inclination to faint as he may have been in a recumbent position 
for many days. Keep him qmet and let him get up slowly — do not 
allow him to excite himself. 

VISITORS. — Visitors can be very tiring to the patient and he 
may be too polite to say anything It is the nurse's duty to limit 
the visitors to the strength or wishes of the patient. After operation, 
the fewer visitors the better and not more than two at the bedside 
at one time — the patient cannot cope with them m his weakened 
state and it worries him not to be able to talk to them. The nurse 
must be tactful but firm, where her patient is concerned. 

MEDICAL NURSING 

RESPIRATORY DISEASES. — Admit plenty of air without 
draughts, keep a warm, even temperature. Observe specially, cough, 
expectoration, respiration, pulse, temperature, dyspnoea, cyanosis, 
amount of sleep, pain, amount of fluid taken, and amount of urine 
passed. These should all be charted. • 

During the acute stage the patient should not exert himself in 
any way by moving or talking. He must be warmly but lightly clad. 
A cottOH'WOol or a gamgee*tissue jacket is necessary for pneumonia 
and bronchilis. Poultices of linseed may be ordered every four 
hours, but this treatment has been superseded by applying Anti- 
pblogisune poultices every day. The Indian equivalent of this is 
known as Antifiamin. 

If there is dyspnoea the patient should be propped up and well 
supported by pillows and back rests. Tepid sponging may be ordered 
for the relief of pyrexia. Enemata may be ordered instead of aperients 
to reheve the patient of straining at stool. 

HEART DISEASE. — Get full instructions in all cases from the 
physician concerning the stimulants be would like to be given in 
case of emergency. Great tact, patience, ingenuity, gentleness, 
encouragement, and keen observation, and a knowledge of how 
to act in an emergency are needed in these cases. Absolute rest, 
freedom from worry, confidence in his attendants, easily digested 
foods, small meals and medicines are all important parts lo the 
treatment of heart cases. 

In cases with myocarditis or pericarditis the patients are usually 
nursed in a recumbent position. In cases with marked dyspnoea 
they are nureed propped up by back rests with pillows. In cases of 
orthopnoca the patient should have a heart table across the bed, 
for him to lean on. Oxygen must be close at hand, but not in sight 
of the patient. 

The patient should not be allowed to do anything for himself— 
be must be spared all exertion of any kind. 
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Drugs. — ^Tbese consist of cardbc stiiaulants, hypnotics and 
aperients. Patients taking di^talis should be carefully watched and 
the pulse taken 4-houtly. If the pulse falls to sixty per minute the 
digitahs should be stopped and the advice of the physician sought. 
All urine should be measured and tested b.d. 

Bonels should be relaxed to avoid straining, and to relieve the 
heart by taking fluid from the circulation. 

T.P.R. should be taken 4-houTly. 

GASTRIC ULCER. — Severe cases of gastric ulcer are nursed in 
a recumbent position. Absolute rest is essential. 

Diet. — See Gastric and Duodenal Ulcer. 

Drugs. — Morphia (gr. i or i) is ordered when there is bleeding 
or the pain is severe. 

Mouth toilet. — ^This is very important as in all cases of milk 
feeding the mouth becomes very furred and” dirty if not watched. 
The cleansing should be done'aher every feed, and the mouth 
rinsed out with a cool antiseptic fluid which does not leave a nasty 
l«te. 

Vomit and Stools.— Thest should be saved for inspection. In 
haematemesis the vomit js either datk-red or brown (like coffee 
grounds) and mixed with mucus and food. Tbe stool may be dark- 
brown or black according to tbe amount of digestion the blood 
has had, and usually b very shiny like tar. The higher up in the 
iotestuial tract the bleeding is, the bbeker and sh^er the stool 
will be. If the stool b very red it means that the bleeding has taken 
pbee m the last part of the small intestine, in the brge intestine or 
m the rectum. 

Severe haemorrhage. — Thb may set m at any time, and the 
symptoms are; 

(1) Pain. 

(2) Restlessness. 

(3) Rapidly increasing pulse rale. 

(4) Cold, clammy skin. 

(5) Subnormal temperature. 

(6) Increasing pallor especially of the mucous membranes of lips 
and tongue (and of the finger nails). 

When any of these symptoms appear the doctor should be in- 
formed at once ; give nothing by mouth — raise the foot of the b^, 
apply warmth (either hot bottles or a radiant-heat cradle, etc.), 
warm stockings on the arms and legs, and extra blankets. At tbe 
same time pbee an icebag, suspended from the cradle, over the 
abdomen. Give morphia at once and a haerooplastic preparation 
if available. 

ENTERIC FEVER- — ^Thb may be nursed in an open ward with 
other patients, but must be strictly batrier-nur^ — everything 
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needed for the patient’s care being kept by the patient’s bedside 
and separated from all articles used by other patients. It is better 
to have a tray made to fit on to the end of the bed holding alJ the 
utensils, or to have a separate table for these. 

Requirements. — ^Tray, trolley or table. 

(1) Washing bowl. 

(2) Bowl for medicine glass and feeding cup. 

(3) Thermometer in disinfectant lotion. 

(4) Separate pressure-point articles. 

(5) Bowl of disinfectant lotion. 

(6) Towel for the nurse’s and doctor’s hands. 

(1) Separate enema requirements. 

(8) Doctors’ gowns. 

(9) Nurses’ gowTis. 

(10) A large bowl should be marked with the patient’s name 
and disease, and all bed-linen should be disinfected in this 
bowl, for at least three hours. 

(11) Another large bowl should be avaUable for the bedpans 
and unnals of the patient. 

J^isin/ectanls . — Carbolic or Pheoyle lotion, or chlorinated lime 
10^ may be used. The stools should be mixed with the disinfectant 
lotion for three hours, then put down the sluice, and the sluice 
disinfected, or they may be buret or buried very deeply as the 
faeces are a source of infection to other people, urine should be 
mixed with the lotion for three hours. Bedpan covers should be 
disinfected with the same lotions. Bed-clothing and the patient’s 
clothing must also be disinfected in this way before being washed. 
Epidemics of enteric have occurred when this has not been done. 

Diet . — Fluid diet two-hourly — peptonized milk, barley water, 
orange juice, albumin water, beef tea, chicken soup, strained 
chicken jelly, fruit jelly, Benger’s Food, Ovaltine, Horlicks, tea, 
cocoa, dhab water. 

As the temperature returns to normal, custards, minced chicken, 
minced fish, bread and butter (wilbout crust), bread and milk, or 
milk, may be ordered. Later this will lead to a full diet. Food must 
not be changed or increased in amount without the instructions of 
the physician. Some doctors have a protein treatment, and raw or 
cooked minced meat may be given. 

Complications . — 

Third week — haemorrhage, perforation. 

Fourth week — ^haemorrhage, perforation, dry fissured tongue, 
sores on the lips, delirium, incontinence of urine and fteces, 
congested lungs, rapid feeble pulse, coma vigil, subsultus 
tendmum. 

Signs of haemorrhage in enteric fever. — Haemorrhage is most 
common in the third week of the illness — the bleeding point is in 
one of the Peyer’s patches, from the ulcer left by the separation of 
the slough. 
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The signs include: 

(1) Gradually increasing pallor and faintness. 

(2) Small, rapid, running pulse, increasing. 

(3) Falling temperature. 

(4) Cold, clammy sVin, beads of penpiralion on forehead and 
upper lip. 

(5) Restlessness. 

(6) Sighing or yawning respiration. 

(7) The stools may contain bright blood, or may be dark and 
shiny and look like tar, from being partially digested. 

Signs of Perforation . — ^In the floor of the ulcer, left by the separa- 
tion of the slough, a small hole appears and the contents of the 
mtestme gradually leak into the abdominal cavitj' and set up what 
is usually fatal peritonitis. Its onset is marked by: 

Sudden se%'ere abdominal pains. 

Temporary fall of temperature. 

Rapid ru nnin g pulse. 

Cold clammy sUxl 

Quietness— movement causbg acute pain. 

^gid abdomen. 

AUomen becomes distended. 

There may be vomiting. 

A very anxious sunken expression on the face. 

A nurse must watch a patient with enteric fever for any of these 
symptoms. General nursing care in these circumstances : 

Inform the doctor at once. 

Wannlh to body nnd limbs. 

Keep the patient quiet and flat. 

Nothing must be giivn by mouth. 

Stop all stimulants. 

Have morphia (gr. ^ or gr. J) ready. 

Save all blood clots, tarry stools, etc., for the doctor’s inspection. 
Quickly prepare the patient for operation if perforation is 
suspected. 

Distension . — Stop milk, and give only whey or albumin water. 
Apply a turpentine stupe to the abdomen. A turpentine enema 
may be ordered by the doctor, so prepare iL Oil of peppermint or 
emnamon may be giv en in a little warm water. Hypodermic injections 
of Pituitnn may be ordered, so have it ready. 

A patient suffering from enteric is considered infectious until 
three negative stools and specimens of urine have bera passrf. 

INFECTIOUS DISEASES — When nursed in juirate houses 
patients with an iofections disease should have a room apart, the 
door guarded by a sheet soaked twice a day in carbolic or Phenyle 
lotion (1 in 20). Everything needed should be kept in this room or 
ID an adjoinmg bath-room or verandah. 

All articles should be disinfected as for enteric fever. The nurse 
should wear an overall which is discarded at the door and hang np 
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just inside. Lysol or Dettol, one drachm to a pint of water, carbolic 
or Phenyle lotion (1 in 20) should be available for the hands of 
anyone entering the room. 

Soiled Dressings; These should be burnt at once. 

Crockery : This should be boiled for ten minutes. 

Cutlery: These items should be boiled. 

Books and Papers : Tliese should be destroyed or put in the 
autoclave for ten minutes. 

Room Disinfection . — Enamel ware can be boiled. Crockery and 
china ware can also be boiled. Leather cannot be boiled, but must 
be put into Phenyle lotion (1 in 20) for three hours, then washed m 
soap and water, dried, and then polished. Furniture can be sprayed 
with a stirrup pump (carbolic or Phenyle lotion 1 in 20) and allowed 
to dry, and then polished. 

The room can be sprayed with carbolic or Phenyle lotion (1 in 20) 
by means of the stirrup pump. A sulphur candle can be burnt and 
the room completely sealed for twenty-four hours, A room ten feet 
by ten feet would ret^uue a pound and a half of sulphur. 

A formalin lamp may have sixteen tablets of formalin put into 
the container and the lamp beneath the container lit — the formalin 
then vaporizes and this disinfects the room. 

In both the above methods all windows, doors, cracks, etc., must 
be sealed with paper so that the room is completely sealed, or the 
sulphur and formalin vapour will gradually ooze through the 
cracks in the door or the windows and there will not be enough 
left to sterilize the room. Also in both these cases the room must 
be left absolutely closed for twenty-four hours, then the doors and 
the windows opened until all the vapour or gas has cleared away. 
After this the walls must be whitewashed or colour-washed as the 
case may be, and the whole of the room thoroughly cleaned with 
disinfectant soap and hot water. 

The patient before mixing with other people should have a dis- 
infectant bath and his clothes should be changed and completely 
clean ones put on; the disinfectant bath should have half a drachm 
of Dettol or the same amount of lysol, to each pint of water. 
The hair should also be washed in this lotion. 

The nurse should wear a clean overall after the patient’s bath, 
and she herself should have a disinfectant bath before mixing with 
other people. Her clothes, too, should be treated in the same way 
as those of the patient. If she neglects these- precautions she is a 
source of infection both to herself and her friends. She should also 
have a daily walk. 

The servants should be carefully watched and if they touch 
■ anything infectious should be treated exactly in the same way as 
the patient and nurse. In this country servants are often overlooked, 
and can carry the infection to their own homes and to other people. 

Instruments should be put in pore lysol for ten minutes, and then 
boded for twenty minutes. 
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SURGICAL NURSING 

GENERAL PREPARATION OF THE PATIENT FOR 
OPERATION. — Except in cases of emergency it is advisable to 
admit the patient one or even two daj^s before operation. 

The nurse is responable for: 

The comfort and cleanliness of the paticnL 
DieL 

Administering drugs at the right time. 

Ensuring that the ^tient sleeps the night before operation, by 
nursing methods, if possible, or by sedatives. 

Carrying out hospital routine and any special treatment 
Obtaining the signature of parent or guardian for permission 
to operate on children. 

Informing relatives of date and time of operation. 

Usual Routine TREAititENr. — ^Admit the patient to the ward, 
and take the temperature, pulse and respiration. Give a drink if 
allowed, put to bed, and test a specimen of urine (reaction, specific 
gravity, colour, smell, deposit albumin, sugar). The doctor in 
charge of the ward must be informed of a new patient’s arrival 
within ten minutes. 

Give the patient a bath (blanket or bath-room, according to the 
doctor's orders). Wash the operation area thoroughly with soap 
and water and then shave it Oean teeth, mouth and umbilicus. 
Report any abnormaliiies to the sister or doctor. 

After the patient is dried and back in be^ sweb the operation 
area thorou^y with 30% Dcttol or Zani in water, allow it to dry 
on the skin, and apply a sterile tow-eh 
One any aperients or sedatives ordered by the doctor. 

Mor-ntno of Operation. — 

6.0 a.m. (Three hours before operation.) Give an enema, and 

douche, if ordered. 

7.0 a.m. Cup of tea or clear soup. Glucose may be given up 

to half an hour before operation. 

7.30 a.m. Clean mouth and teeth. 

Remove the overnight sterile towel, and paint the 
area with 2% iodine in spirit; 1% picric add, 2% 
mercurochrome or violet-green is spirit may be used 
instead, if the surgeon prefers them or the patient is 
sensitive to iodine. It is always wise to inquire on this 
poinL When the spirituous disinfectant has been 
applied, put on a fresh stenle towel, holding it in 
forceps and applying a bandage over it 
Dress the patient in a warm open-backed nightgown and woollen 
stockings. Bmd a woman’s hair, remove any jewellery for safe 
keeping, and remove any artificial teeth. 

■fte patient's bbdder must be emptied. In many cases the doctor 
likes the catheter left in position until the operation is finished. 
Find out the doctor's wishes. Vety often an intravenous anaesthetic 
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is given in the ward, for which everything must be ready. Sedatives 
may be ordered one hour or half an hour before operation, usually 
Seconal or Amytal 3-6 grains, hyoscine grain and morphia 

grain. Atropine may also be ordered (gr. -r-^ - to diy up the 
secretions, although hyoscine does this equally well; atropine must 
never be given in very hot weather. 

Cover the ambulance trolley with one or more warm blankets 
according to season. 

The ward nurse accompanies her fatient to the theatre, taking 
with her a clean kidney bow), a clean towel and the patient’s case 
sheet, chart, etc. The ward nurse must not leave the theatre without 
the sister’s permission. 

PREPARATION OF THE OPERATION THEATRE.— Every- 
thing must be ready before the patient arrives. The operation table 
must be clean and covered with clean sheets. 

The Anaesthetic Trolley.-^ 

The contents include : bottles of ether, chloroform, C.E. mixture 
(chloroform 2, ether 3), an ampoule of ethyl chloride, and 
any other anaesthetic the anaesthetist fancies. 

Vaseline, castor oil. 

Two face masks. 

Gamgee tissue and cotton-wool, sdssors. 

Two clean towels. 

Hypodermic tray, containing hypodermic syringe in spirit, 
iodine, swab-sticks and ampoules of hyoscine, morphia, 
atropine, Pituitrin, adrenaline, Coramine, nikethamide and 
lobeline. 

Tongue forceps, mouth gag, two airways with tapes attached, 

• swabs and swab-holding forceps, files for opening ampoules. 

Kidney tray. 

Rubber tubing, catheters, glass connexions and sticking plaster 
for oxygen and COt cylinders. 

Oxygen and CO ^. — Cylinders must be tested each morning before 
operations begin, and a spare cylinder of each kept in a convenient 
place. Spanners for opening them must be kept with them. 

Drums . — ^These contain: gowns, towels, sheets, masks, cotton- 
wool, dressings, gauze dressings, pillow cowrs, tray covers, bandages, 
swabs, tetra towels, swab-sUcks, tampons, ribbon gauze, abdominal 
towels. All are sterilized in the same way— line the drum with a 
clean towel, or a lining of old linen or lint, and mark the contents 
of the drum on the outside of the lid and then place in the sterilizer. 

MenioD OP using Sterilizer.—- 

(а) Fill the outer chamber wth water. 

(б) Light the gas or stove. 

(c) Watch the heat gauge — when this registers 252® F. the 
drums, etc., may be ^ced in the sterilizer. 

(rf) Put in the drums. 

(e) Close the door. 
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(/) Leaw the dnims in the hot-air jacket until the pressure 
gauge registers fifteen (15) pounds of pressure per ^uare 
inch— Icaw in the hot-air jacket for a further tea mioutes. 

(g) When the pressure shons fifteen pounds turn the hot air 
off and turn on the steam tap. L«\‘C the drums in steam 
for half an hour. 

(/)) After half an hour, tom off the steam lap and turn on the 
hot-air lap. l^t-e the drums in the hoi air for another 
half an hour to dry the dres^^. (Wet dressings show that 
the second period in the hot-air jacket has not been long 
enough.) 

(0 After half an hour turn off all taps, and open the little Up 
in front of the sterilizer to let out the steam from the inside 
of the sterilizer— lea\-e open for ten minutes to dry the 
dressings further. 

(j) \Mien all the steam has left the sterilizer you will be able 
to open the door, take out the drums, close them quickly, 
and place them in the right position for the unrd nurses to 
come and collect them. Ha\e some method of signing (from 
the s^ard) to ensure that each «nrd receives its owm sterilized 
articles. 

Some surgeons like the packet method. Everythiog that the 
surgeon mav need for the operation is in the packeu The articles 
that he needs first are placed at the top— those be needs last at the 
bottom. For example: 

(1) Operation sheet, as this goes on last. 

(2) Four operation towels— these go on before the sheet 

(3) Swabs— these ha>c to be counted again. 

(4) Cotton-wool swab-sticks. 

(5) Gown, cap, mask. 

The Glare Drum . — line the drum with old Lnen or with lint. 
Turn the cuffs of the gloves back two inches and pul them in pairs. 
Make small squares of lint the size of the drum — then: 

(1) A pair of glovrs. 

(2) A srnall towel or square of UoL 

(3) A small bag of French chalk to dust inside the gloves. 

(The towel or the lint may be used to dry the hands on, if 

necessary.) 

The drum is then nut into the sterilizer, the hot air is turned on 
and the gloves arc dry sterilized (or twenty minutes. No steam is 
used as the gloves cannot be saturated, and the continued wet heat 
stretches the gloves and also makes them soft. 

INSTRUMENTS. — Put one teaspoonfu! of sodium bicarbonate 
into each pint of water in the instrument sterilizer. 'Ihis raises the 
boiling point of water, and also prevents rust forming on the 
instruments. 

Do not put sodium bicarbonate into nater in which rubber or thread 
is to be boiled; it rots them. 
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Boil the instruments for twenty minutes, unless under the direct 
order of a doctor who wants an instrument urgently— then boil for 
two minutes and inform the doctor that they have only been boiled 
for this shorter period. The instruments are then lifted out of the 
sterilizer by special lifters with wooden handles (the whole tray 
Iwing lifted out) and laid on the sterile table ready for the theatre 
sister. Cover with sterile towels until needed for the operation. 

To clean instriunents . — First scrub them, especially the joints, with 
warm soapy water. Then put the instruments to soak m water; 
boil them in lysol solution (I in 160, i.e., 1 drachm of lysol to I pint 
of water) for ten minutes. Dry them with a clean towel, paying 
special attention to the joints. Then put them m an instrument 
cupboard, and where it is very damp put small gallipots of calcium 
chloride into (he cupboard to absorb (he mois(ure. 

Sharp instruments . — It js better not to boil cutting instruments 
as it dulls the cutting edge, but when it is a matter of urgency wrap 
the sharp instrument in old linen or a piece of lint, fasten it with 
a safety pm and boil for two minutes, h is quicker and better for 
the cutting edge to put the instrument into pure Dcttol or lysol for 
five minutes. When the instrument is sterilized by the pure lysol 
method, put a layer of old linen or hnt at the bottom of the dish 
in which the article is sterilized and, after the five minutes’ steriliza- 
tion has been completed, take out the msirument with sterile 
forceps and place m sterile water to wash off the Ij/sol. If the lysol 
is not washed off there is the danger of burning the skin of the patient. 

Cutting instruments may also be sterilized by being left m 75% 
rectified spirit or 1% Cetavlon in water for half an hour before being 
used. They may also be left in the spirit until needed, but before 
being used they should be washed in sterile water. 

Cutting instruments include; scissors, scalpels, Bard-Parfcer 
blades, needles, safety pins, and saws. 

In all cases be sure that the medium of sterilization has been 
washed off, leaving the instrument free from danger for the patient. 

Hypodermic Syringes. — If not kept in spirit or Dcttol these 
are sterilized as follows : Take (be synnge to pieces, pul it in warm 
or cold water, bring to the boil and bod for from two to five minutes. 
Do not attempt to replace the plunger of a Record syringe while 
it is hot. 

Catheters. — 

Metal: as above for Instruments. 

Rubber: boil in plain water. 

Gum-Elastic: put in 1 : 1,000 solution of perchloride of mercury, 

I ; 20 carbohe or 5% Dettol for (en minutes, then rinse with sterile 
water. 

In the formalin method, the catheters arc put in a tall glass jar 
with a gas-tight cover and sterilized for 24 hours in formalin vapour ; 
six formalin tablets are used. 

Enasiel Ware. — These artides can be boiled in large containers 
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(f) Leaw the drums in the hot-air jacket unt2 the pressure 
gauge registers fifteen (15) pounds of pressure per ^uare 
inch — leave in the hot-air jacket for a further ten minuta. 

(g) ^Vhen the pressure stou-s fifteen pounds turn the hot air 
off and turn on the steam tap. Leave the drums in steam 
for half an hour. 

(/i) After half an hour, turn off the steam tap and turn on the 
hot-air tap. Lea\-e the drums in the hot air for another 
half an hour to dry the drcsnn^. (Wet dressings show that 
the second period in the hot-air jacket has not been long 
enou^.) 

(/) After half an hour turn off alj taps, and open the little tap 
in front of the sterilizer to let out the steam from the in^de 
of the sterilizer — leave open for ten minutes to dry the 
dressing further. 

(j) ^Vhen all the steam has left the sterilizer you will be able 
to open the door, take out the drums, close them quickly, 
and place them in the right position for the w*ard nurses to 
come and collect them. Have some method of signing (from 
the ward) to eosure that each ward receives its own sterilized 
articles. 

Some surgeons like the packet method. Et'erythlog that the 
surgeon may need for the operation is in the packet The articles 
that he needs fint are placed at the top— those be needs last at the 
bottom. For example: 

(1) Operation sheet, as this goes on last. 

(2) Four operation towels — these go on before the sheet 

(3) Swabs-^hese have to be counted again. 

(4) Cotton-wool swab-sticks. 

(5) Gown, cap, mask. 

The Clare Drum. — Line the dniro with old Imen or with lint. 
Turn the cuffs of the gloves back two inches and put them in pairs. 
Make small squares of lint the size of the drum — then : 

(1) Apairofglos^ 

(2) A small towel or square of lint. 

(3) A small bag of French chalk to dust inside the glo\«. 

(The towel or the lint may be used to dry the hands on, if 

necessary.) 

The drum is then put into the stcrifizer, the hot air is turned on 
and the gloves arc dry sterilized for twenty minutes. No steam is 
used as the gloves cannot be saturated, and the continued wet heat 
stretches the gloves and also makes them soft. 

INSTRUMENTS, — Put one teaspoonful of sodium bicarbonate 
into each pint of water in the instrument slcnlizer. This raises the 
boding pomt of water, and also prevents rust forming on the 
instruments. 

Do not put sodium bicarbanate into water in which rubber or thread 
u to be boiled; it rots them. 
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Boil the instruments for twenty minutes, unless under the direct 
order of a doctor who wants an instrument urgently — then boil for 
two minutes and inform the doctor that they have only been boiled 
for this shorter period. The instruments are then lifted out of the 
sterilizer by special lifters with wooden handles (the whole tray 
being lifted out) and laid on the sterile table ready for the theatre 
sister. Cover with sterile towels until needed for the operation. 

To clean instrwnaits . — First scrub them, especially the joints, with 
warm soapy water. Then put the instruments to soak in water; 
boil them m lysol solution (1 in 160, i.e., 1 drachm of lysol to I pint 
of water) for ten minutes. Dry them with a clean towel, paying 
special attention to the joints. Then put them in an instrument 
cupboard, and where it is very damp put small gallipots of calcium 
chloride into the cupboard to absorb the moisture. 

Sharp inslrimients . — It is belter not to boil cutting instruments 
as it dulls the cutting edge, but when it is a matter of urgency wrap 
the sharp instrument in old linen or a piece of lint, fasten it with 
a safety pin and boil for two minutes. It is quicker and better for 
the cutting edge to put the instrument into pure Dettol or lysol for 
five minutes. When the instrument is sterilized by the pure lysol 
method, put a layer of old Imen or lint at the bottom of the dish 
in which the article is sterilized and, after the five minutes’ steriliza* 
tion has been completed, lake out the instrument with sterile 
forceps and place in sterile water to wash off the Jj-soJ. If the lysol 
is not washed off there is the danger of burning the skin of the patient. 

Cutting instruments may also be sterilized by being left m 75% 
rectified spirit or 1% Cetavlon in water for half an hour before being 
used. They may also be left in the spirit until needed, but before 
being used they should be washed in sterile water. 

Cutting instruments include: scissors, scalpels, Bard-Parker 
blades, needles, safety pins, and saws. 

In all cases be sure that the medium of sterilization has been 
washed off, leaving the instrument free from danger for the patient. 

Hypodermic Syringes. — If not kept in spirit or Dettol these 
are sterilized as follows; Take the syringe to pieces, put it in warm 
or cold water, bring to the boil and l»il for from two to five minutes. 
Do not attempt to replace the plunger of a Record syringe while 
it is hot. 

Catheters. — 

Metal: as above for instruments. 

Rubber: boil in plain wafer. 

Gum-Elastic: put in 1 : 1,000 solution of perchloride of mercu^, 

1 : 20 carbolic or 5% Dettol for ten minutes, then rinse with sterile 
water. 

In the formalin method, the catheters are put in a tall glass jar 
with a gas-tight cover and sterilized for 24 hours in formalin vappur; 
six formalin tablets are used. 

Enamel Ware. — ^These articles can be boiled in large containers 
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or, in cases of urgency, flamed vjth meth>lated spirit. Water must 
not be poured in until the bowl is cooL 
Ligatures and Suture. — linen, hoEe-bair, nylon and 
silLn’onn gut should be boiled for an how before use. If stored 
these ligatures are kept in spirit. Cifbolic acid niins nylon. 

Catgut is sterilized as follows: 

Make the following solution : 

E loi^e .. .. 

Potassium Iodide gr. 10 

Potassium lodatc .. sr. 1} 

Glycerin .. .. .. 

Distilled water ad .. .. .. .. sj 

Keep catgut in this solution for ten days, then transfer it to 
spmt for two days. Put in fresh spirit for another two days, then 
transfer to dry sterile envelopes or keep in sterile lint Catgut thus 
prepared can be kept indeSnitcIy. Before use samples from each 
batch must be tested bacteriolo^cally. 

Heat sterilization is carried out In lotnol or xylol at a temperature 
of 160° F. for four hours. 

Raw catgut is chromicized by being pul for 24 houE or longer 
in a half per cent solution of chromic acid in liquor. Hydrarg. 
Perchlor. 1 : 500, to which sufficient sulphurous acid has been addra 
to produce a greenish colour. This does not sterilize catgut, it only 
toughens it. The catgut is then stenhzed as above. 

7b remove iodine from rafgu/, soak in a sterile 1% solution of 
sodium thiosulphate (hypo). This must be sterilized in an autodate 
for four bouE before^nd because for some reason the thiosulphate 
ion appeaE to cause a high sarvi\-a! rate of bacteria (Davis). 

AmMuIes of catgut are kept in an antiseptic solution such as 
catbohe acid or spirit. 

On, AND Vaseline. — It is not sufficient to place the vessel con- 
taining either of these substances in some tailing water and to 
leave it for ten minutes; they sboidd be heated to their own boiling 
pomt m a metal container, allowed to cool somewhat, and then 
poured into a sterile bottle or pot, which must be dry. 

Storage of Imtnanenti . — Before being put away all instruments 
must be clean, dry, and free from finger-prints ; jointed instruments 
such as forceps and sdssoE must have the joint cleaned and dried; 
blood rusts steel more quickly than anything else. The best way to 
dry an instrument is to dip it in hot water and ^en dry it with a 
clean dry toweL The clean instrument, held in a towel, is now Ugbtly 
smeared all over with Vaseline, 

Indiarubber. — ^This should be kept as cool as possible, preferably 
in a Fngidaire in the hot weather. At least once a week the rubbCT 
articles should be stretched, twisted and bent; this prevents the 
rubber from becoming hard, and is the most important point in 
keeping rubber in good conditum. When kept in a tin or cupboard 
in which the atmosphere is impregnated with kerosene vapour 
indiarubber keeps both softer and longer; a convenient method is 
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to have a tray of kerosene oil at the bottom of the rKeptacle 
Another method is to keep the nibher well powdered. Whenevei 
possible. Tropical Rubber should be ordered. 

Gwn-Hasllc articles should be kept cool and well powdered. 
SKIN STERILIZATION.-The application of 2% 
spirit to a dry skin remains the best method “f *“• 

Spirit in a strength of 75% is inercasingly used, hut ireful tests 
have shown it to be unreliable, espraally on a 8t“sy skin. Th 
action of mercurochromc appeare to be relatively h“‘ 

30% in water is effective if applied half an hour before operation 
and allowed to dry on the skin. 

Slerilizwg the Hands is a dilBeult ?”g^bWng 

must be keot short and clean, but although prolonged scrubb ng 
S soap aid water removes’ dirt and the 
with it, it cannot remove the staphylococci *Ph‘h='u« 
which normally inhabit the skin. Th^ may ^ 

surface as the skin gets sodden. This, however ^n be largely 
counteracted if, after the hands have been scrubW, they ar 
washed in 30% Dettol for three minutes and then dried on a stern 

'°The habit of not drying the hands after 

is easier to keep clean than a rotifih one. X :,fjPates the slan 

of mmcrsmg Srttok if it does not irritate the 

tion does more harm tnan gooo. ^ . rpneated aool ca- 

skin, is not open to somi people beS^ much more 

tion causes roughness and sorenep, s ^ important for 

sensitive than o<he«- Foe Krio be 

i^mSrd=s& bis gioves with needles er 

kmfe points. , hands anoly pure Dettol, rub in 

fer;ne^iS!ii’i!wS:^.h%f^^^^^ 

numbe^*of operations and consequently 
When -f^ay^the writer finds Pears’ soap by far 

was^g up many ckin^of his hands in a smooth condition. 
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Nail brushes should be sterilued once daily, kept dry and be of 
the best quality, with close-set bristles. The "Prophylactic Hand 
Brush” is the best kind the s\iiter has so far discosercd and it 
sur.ives several years’ hard use. 

Needless to say, after being used for removing frankly septic 
material from the hands, the brush must be sterilircd immediately. 

Chlorophenoh. — Dettol, Zant, etc,, contain one of these su^ 
stances, such as chloroxylenol dissolved in a solution of aromatic 
oils and soap. They have the advantage of being non-irritating and 
tove a pleasant smelL 

Cetaylon is cetyl trimlhelyammonium bromide. It is a neutral, 
non-irritating powder and is used in 1% solution. 

TO PREPARE A ROOM IN A PRIVATE HOUSE FOR 
OPERATION.— 

Remove all extraneous articles such as carpets, purdahs, pictures, 
mirrors and non-essential fumilure. 

Have the floor scrubbed vrilh Pbenyle and spray the walls and 
ceiling with Phenyle by means of a Flit-gun. 

Provide a table which is long and narrow, but it is better to 
bnng a portable operation table. Certain operations can be 
performed with the patient in his own bed. 

Provide four small well-scrubbed plain tables, one for the anaes- 
thetist, one for the surgeon, one for the sister and one for 
bowls of lotion. 

See that the lighting is adequate or obtain at least two good 
flash lights. 

Make certain that wind cannot blow dust into the room. 

Make proper arrangements for washing up; nail brushes, soap, 
hot water, basins or ninning water arc required. 

Other arrangements should approMmale as nearly as possible 
to those described above for an operation theatre. 

The room should be ready at least one hour before the operation 
in order to allow any dust to settle. 

POST-OPERATIVE CARE.— 

Preparation to Receive Patient after Operation 

The Bed. — ^This is screened, if in a ward, and made up with a 
mackintosh and draw-sheet, an extra one for tonsillectomy and 
head cases. The bed will be warmed by hot-water bottles, which 
should be removed when patient is put in. Fold top clothes so that 
they can easily be removed when the patient comes bacL 

Have Ready. — E xtra warmed blankets. Basin and towel for 
vomit. Tongue forceps and pg. Sponges for the mouth, a sponp 
holder and a mouth-wash. Stenlired h>podermic s>Tinge. 

In severe operations and when the patient is hkely to be collapsed, 
prepare and sterilize infusion apparatus, saline and glucose. Blocks 
for the bed. Cradles, splints, and sandbags when necessary. 

For patients to be placed in a Fowler position later, extra pillows, 
a long knee pillow, and an air cushion will be requir^. 
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The patient is taken back to the ward on a stretcher carried on a 
trolley, and put into a previously warmed bed; again note that 
hot-water bottles must not be In the bed of an unconscious patient. 
The patient is either lifted from the stretcher to the bed or placed on 
the bed with the stretcher underneath. The poles are then with- 
drawn, the patient rolled over to one side while the stretcher H’lth 
blankets is rolled underneath him ; he is then turned to the other 
side and the stretcher blankets withdrawn. 

The patient should lie wth the head on one side and a small 
mackintosh under the head, to allow mucus to leave the mouth and 
to prevent the tongue from falling back. If the patient lies on his 
back vomit may be inhaled and cause pneumonia. 

PULSE. — The pulse should be counted hourly and any change 
reported to the doctor on duty. A rapid pulse may be only shock, but 
a rapidly increasing pulse may mean haemorrhage. 

COLOUR. — ^Watch the colour of the patient— the throat may 
become blocked with mucus and the face turn a blue colour. See 
that there is always an airway, and if the patient becomes cyanosed 
(blue) send for a doctor. Cleanse the patient’s mouth, slip the arm 
under the pillow and support him a little— get help and have the 
oxygen and COj brought to the bedside. 

RESTLESSNESS. — ^Thls may be due to pain, bleeding or shock. 
Inform the doctor who may order sedatives or drugs according to 
the patient’s condition. 

SLEEPLESSNESS.— This may be relieved by a warm drink, a 
little massage of the forehead, a warm bottie. a lowered chick or 
purdah, a quiet room, catheterization (if this is necessary), reading 
aloud to the patient (jf in a private house), a warm blanket bath, a 
little fresh air if the room is too hot, or if these fail ask the doctor to 
see the patient and prescribe some sedative for him. 

DRESSINGS. — clean dressing is not removed until the stitches 
are taken out. If there is any oozing of blood through the dressing it 
is covered with another sterile dressing and bandage and watched 
carefully for further bleeding. A septic-wound dressing may have 
to be renewed every four hours, but usually on the first day the 
clean dressing is only packed over the soiled one, so that the patient 
is not unduly disturbed. When there is a drainage tube the dressing 
may have to be renewed very often. When the dressings are touched 
all aseptic precaatioas mast be taken. 

URINE. — ^This may not be passed in the hot weather before 
twelve hours or even longer, but if there is distension of the bladder 
and the patient cannot pass urine naturally, he should be 
catheterized. 

DIET. — Cases without vomiting or complications are put on a 
fluid diet after twelve hours, and a light diet after the first natural 
bowel action. After this a fidl diet may be given if no ill-effects are 
observed. 
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After a gastro-intestinal operation special diet instructions are 
given by the surgeon. 

APERIENT.— Generally, castor oil may be ordered 4S-72 hours 
after operation. After rectal operations a boa-el action must not be 
encouraged until the wound has had time to heal ; an aperient may 
not be given untd the fifth or sixth day. 

MISCELLANEOUS POINTS.— 

Sleep and quiet are of the greatest importance. 

Lifting of the patient must be done by two nurses 10 avoid strain. 

Blanket baths must be given daily, and the face and bands sponged 
and the mouth and teeth cleaned b.d. 

The back and the pressure points must be massaged four-hourly 
or more often if the patient is incontinent. 

The bedpan must also be ©ven four-hourly — it encourages the 
patient to pass urine. Catheterization is only performed as a 
last resort. 

Temperature, pulse and respiration should be recorded every 
four hours for the first three days, and more often if there are 
compfications. 

Sutures are usually removed between the eighth and tenth day. 
There is a modem tendency to get patients out of bed on the 
second or third day. 

COMPUCATIONS.— 

Vomiting . — If the patient retches a good deal, vomits in small 
quantities light*greea coloured matter and there is no abdominal 
distension, tenderness, fever or a quickened pulse, give sodium 
bicarbonate (1 drachm to 1 pint of tepid water). This wiU act as an 
emetic. Sup^rt the wound when the patient vomits. Persistent 
vonufing must be reported to the doctor immediately. 

Gastric Dutension . — ^This may be relie%-cd by a dose of Mist. 
Carminativa (1 oz.) or essence of pepper min t (4 minima in. 2 oz. 
of w-ater). Marked distension must be reported to the doctor 
immediately as be may wish to pass a stomach tube. 

Intestinal Distension . — ^This may be relie\ed by passing a flatus 
tube. If there is marked pain and distension the doctor must be 
informed at once. He may order a turpentine enema, a turpentine 
stupe, a bile enema, Pitmtrin (1 c-c. hypodermically) or Pjtressin. 

Shock . — ^The signs are: irregular ptUse, rapid pulse, subnormal 
temperature or cold clammy s^. Keep the patient still, warm and 
quiet, and raise the foot of the bed. Inform the doctor, who may 
order stimulants or pvc a transfusion. 

Haemorrhage. — Signs: restlessness, air-hunger, soft rapidly 
increasing pidse becoming more difficult to &d. Send for the 
doctor at once and prepare apparatus for blood transfusion. Raise 
the foot of the bed. 

OBSTETRICAL NURSING 

The nurse must keep her person, hands, nails, clothes and teeth 
scrupulously clean. 
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ADVICE TO AND EXAMINATION OF PATIENTS.— The 
patient should be seen soon after she thinks she is pregnant and, if a 
primigravida, given advice about djct, hygiene and exercise; she 
should also be advised about the room and requirements if the 
baby is to be bom at her home. A l»st of baby clothes should also be 
given; these should be ready by the seventh month. 

The patient’s abdomen should be examined by inspection, 
palpation and auscultation, the urine should be tested for albumin 
and the patient instnicted to bring a specimen when she comes for 
examination, once a month for the first six months and twice a 
month for the last three months. 

REQUIREMENTS FOR THE BABY.— 

3 doz. napkins (squares of double mull-mull). 

1 or 2 doz. Turkish towelling napkins to put under the baby, 
also a small square of mackintosh. 

4 nightgowns, opening all down the back, cotton for hot 
weather and viyclla or nunVvcilmg for cold weather. 

4 vests, cellular cotton for hot weather, silk and wool for cold 
weather. 

3 binders (2i-inch crepe bandage; only needed for first 10 
days). 

2 shawls, woven not knitted. (Kashmir are the best.) 

4 pairs of bootees. 

4 short knitted jackets for cold weather. 

The best is enamel with its own stand, failing this a small 
zinc tub to stand on a low table. 

Cot . — A wicker or canvas cot with its own detachable stand. 

It should be lined if made of wicker and always covered with a 
mosquito net, preferably dyed to lessen glare. A Moses basket or 
Karricot is useful for travelling. 

. The mattress should not be too soft, and should have a washable 
cover. A mackintosh slightly larger than the cot is pul over the 
mattress, then a sheet tuck^ in and a Turkish towelling napkin, 
folded, is put where the baby is to lie. Most people nowadays do 
not give the baby a pillow, but this is optional; if a pillow is used 
it must be hair or cotton, never feather. 

This cot should last for six months, when the baby will need a 
larger one with sides. 

LABOUR-ROOM PREPARATION.— 

This should resemble an operation theatre as nearly as possible. 

(а) Remove all extraneous articles such as durries, curtains, 
pictures, etc. 

(б) Prepare the bed as follows: 

Take a single bed with a firm mattress, cover with 
waterproof sheet and then with a clean cotton sheet. 

Tie two strong bandages to the foot of the bed for the . 
patient to pull on. Provide pillows, and blankets if it 
is cold. 
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(c) Table I (co>’ered with a sterile lowcl) : 

A flamed basin contaii^g w:ann, dilute Detlol with plenty 

of cotlan-wool swabs in iL 

Swabs in boric lotion for baby’s ej’cs. 

Ej’c drops and dropper. 

Jnstrunjoits : 

Two artery forceps. 

Scissors, cord ligatures. 

Suture needles and altworm guL 
Catheter. 

Mucus catheter. 

Bottle of sterile liquid paraffin. 

Doctors’ instruments if required. 

(d) Table II; 

Govsns, gloves, towels, dressings, pads. 

(e) Table in ; 

Anaesthetic, hjpodermic s)Tin|e, ampoules of Pituitrin, 
ergot, Coramloe, lobcUne. 

(f) Cjlinders of oxj'gen and CO^. 

{g) Plenty of hot water, at least three sterile bowls, and a 
bucket. 

Instruments, dtessifigs, gloves, etc., must be sterilized as for an 
operation (see under Surgical Nursing). 

If. but only if, an instrument is required in a great burry it ma^ be 
swabbed with pure Dettol or l)Sol, and then washed with spint or 
stenle water. 

Eserjone in the room must weara mask. 

NORMAL LABOUR.— 

First Stage. — ^This is from the cormuencemenl of true pains to 
the full dilation of the os. 

Piimipara; 12-18 hours. 

Multipara; 6-8 hours. 

Palpate, auscultate, inspect, count the foetal heart sounds. Giw 
the patient an enema and a warm bath, and shave. Allow her to 
walk about- Ghe light diet; tea with sugar is a great favourite. 

Second Stage. — ^T bis is from the fuU dilataDon of the os, to the 
complete expulsion of the child. 

In a Primipara: 2-4 hours. 

In a Multipara ; 1-2 hours, or may be rapid. 

Put sterile leggings on the patient, sterilize the vulva and the 
thighs. Empty the patient’s bladder if ncccssaiy. 

Wash up, and put on glo> esand gown. 

When the head is seen at the vuls-a. control the advance of it 
by flexion: 

(a) Left hand, the fingers on forehead, and palm of the hand 
at the back of the head, bdped by right hand on perineum. 
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(fe) When extension takes place, slip the perineum over the 
baby’s face wljen there is no pain. 

(c) When extension fully occurs the bead is delivered. 

As the h«d is born, feel for a loop of the cord and pull it down 
away from any pressure. 

Do not hurry delivery. 

Assist rotation of the shoulders, allowing the presenting one 
to slip out first. If it is the posterior one, hft the head up over the 
mother’s pubes, in the line of the pelvic axis, to reduce pressure on 
the perineum. 

Swab the eyes, one at a time, and pul in drops. 

Oear the throat and nose of mucus. 

Hold the baby by legs with head extended to help expel mucus. 

Wait for the cord to stop pulsating and then apply two ligatures — 
one 2 inches from the baby, and the other 1 inch nearer the mother. 

Cut the cord between the ligatures, squeeze the blood out, apply 
a dressing and sufficient bandage to keep the dressing in place. 

Wrap the baby in a sterile towel, put over a warm hoUwater 
bottle (not hot) with the head shgbtly down and on one side to allow 
mucus Jo escape. 

For the conduct of third stage and for complications of labour, 
see Obstetrics. 

ROUTINE FOR NEWLY-BORN BABY.— 

(o) Prepare the bath. 

(61 Weigh the baby and record the weight before the bath. 

(cj Swab eyes, nose and throat with boric swabs, and put in eye 
drops if not already done. 

(cO Oil thoroughly and dry, removing vemix. 

(e) Warm bath. 

(/) Observe passing of urine or meconium and examine 
thoroughly for defomiities, especially mouth, anus, foreskin 
and feet. 

The Cord.— Aiter the bath paint the base of the cord with 
methylated spirit and apply powder or Obazol, and a dressing with 
a “keyhole” cut in the middle; wrap the cord in it, with the cut end 
upwards, and sew on the binder. 

After the first day do not immerse the cord at batbtime, but 
keep it dry. 

The cord usually falls off in dry weather in about 4 or 5 days, but 
in wet weather it may be delayed until the 10th or 12th day. If the 
base of the cord is wet or red and the cord itself soft or wet, the 
doctor must be informed at once. 

ROUTINE AFTER NORMAL DELIVERY.— For the first 
three days T.P.R. is taken 4-houriy, lochia and urine noted, and 
charted. 

Swabbing of vulva 4-hourly, sterile diaper re-appUed. 

Diet: h^t until the patient has a normal bowel action. Some; 
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doctors give castor oil (I oz.) on ths evening of the second day, and 
an enema the following morning. _ . . j j t. ♦ - 

After-pains . — Apply an abdominal and hjp bipder, ana a ooi' 
water bottle to the abdomen. Put the patient in Fovvler s j^sition 
and massage the uterus to allow’ free drainage of lochiaanddotL 
Injections of LutDcjiilin or similar preparation may be ordered, and 
aspmn given. 

A glass of fiuid should be given half an hour bcfofc each feed. 

BABY’S FEEDS (see also Infant Feeding).— -These are pven 
6-hourly the first day, to start as soon after delivery as suits the 
mother, and afterwards, 6 a.m., 12 noon, 6 p.m. imd 10 p.m. bid 
for not more than two or three minutes each side tmtil the niluc 
be gins to comc in, or Cracked nipples may rcsulL 
The second day, the feeds should be 4-bourly. 

At birth the baby’s stomach holds 1 oz., and during the first 
thrw days of its life a baby does not take full feeds. The meconium 
in the intestines has in it a certain amount of food that is absorbed. 
Never give a new baby castor oil, as it dears out the meconium 
too soon. 

Most babies lose wei^t during thdr first week, but by the end . 
of ten da^ should have passed the birth ■wd^t and started to 
gain in weight 

THE BREASTS. — Support, s o.s., bathe before Md after feedL 
"Wash the nipples with boric lotion and sponge vvith weak spirit 
after feeding. If breasts become engorged, cut down the amount of 
fiuid taken by the mother. 

PERINEAL SUTURK. — there are perineal sutures, after 
swabbing the vulva, dust with a sulpha powder and apply a sterfle 
dressing, pad and bandage. The main treatment is to keep the wound 
dry and sterile. A bowel action may not be allowed for 4 or 5 day?. 
Then the patient may have I oz. bquid paraffin on the 4th or 5th 
day. The sutures may be removed with all aseptic precautions on the 
8th-10th day, according to the condifion of perineum. 

The puerpenum is the six weeks following delivery while the 
uterus involute to its normal size. 

Any lugh temperature, rigors, rapid pulse, delirium, or foul- 
smellmg lochia must be treated as being suspicious, and tte patient 
must be bamcr nursed until seen by the doctor. The nurse attending 
this patient may not nurse anyone else at the same time. 

WHITE LEG (Phlegmasia alba dolens). — ^This complication 
sometimes comes on about JO days after delivery. The leg is large, 
white, painful, pits on pressure and cannot be raised from the bed. 

PREVENTION. — ^VSTiite leg can be prevented if the patient is 
encouraged to move about in bed from the day of delivery; she 
should not be ^ven a knee jmDow, as the stillness and the pillow may 
slow down the circulation and cause the blood to cIoL 
TREATMENT. — The patient must be kept absolutely still, to 
prevent the dislodgmcnl into the ciiculation of the blood dot 
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Put a firm pillow under the affected leg, with the foot supported 
by a sand-bag, or a sling on the bed cradle. 

Wrap the limb in glycerin and Ichthyol and cotton-wool, with a 
manytail bandage, and a cradle over the limb. 

Take T.P.R. 4-hourly for the first two or three days, then b.d. 

Keep the patient in bed for 3 weeks, give her some occupational 
therapy that she can do without sitting up. There is no indication to 
stop breast-feeding, except under doctor’s instructions. 

Whilst oedema persists the patient should be kept on light diet 
but when pain and swelling have subsided, put the patient on full 
diet and encourage her to do gentle leg movement, beginning by 
hanging the leg over the side of the bed for one minute. She must 
begin to walk very slowly. 

OPHTHALMIA NEONATORUM.— See Obstetrics and Eye. 

PREMATURE INFANTS (see also Infant Feeding).— Any baby 
under 5 lb. must be treated as a premature infant. They are feeble 
in eve^ way as their organs are not ready to carry on the functions 
of maintaining heat, breathing, and digesting. Therefore the three 
great essentials are : 

(1) To keep its body temperature at a normal level between 98* 
and 99* F. 

(2) To handle the infant as little as possible. 

(3) Careful feeding. 

Prepare a suitable cot, hot bottles, and a room at a temperature 
of 70® F. Incubators are not necessary. Line a basket cot with thick 
flannel or brown paper. Lay a large blanket 70 inches by 44 inches 
allowing more on one side than the other and 12 inches at the 
bottom. On this put a hair or wool mattress, then a chaflf mattress 
previously baked, then batiste, o blanket to cover, and a pillow. 
Three hot-water bottles are used ; place one at the foot of the cot 
under the chaff mattress, temperature 180® F. The other two are 
placed on either side between the enveloping blanket and the 
mattress at a temperature of 160® F. These need {dianging — for a 
very feeble child — hourly. A Thermega pad is better still. 

Wrap the child up well in a shawl, cover the head, lay on one 
side, cover with a light shawl or blanket and then fold over envelop- 
ing blanket, and pin — then fold up bottom of blanket over the feet 
and fasten. The child must not be removed from the cot for at least 
6 hours or 12 hours if very feeble, as it must be allowed to get over 
the shock of birth. Watch the colour, and make sure the cord docs 
not bleed. Take the temperature 3*hourly, twice in the rectum, and 
keep it between 98° and 99° F. by means of heal in the cot. Change 
the child to the other side before feeds. 

To dress, get everything ready by a warm fire — clean the eyes and 
nose — ^wipe over with warm oUve oil, expose as little as possible, 
and dress in a gamgee jacket and flannel petticoat, woollen cap and 
boots, reaching up above the knees, and a %varm shawl. A Harrington 
square napkin is used. 
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Babies under 3i lb. should only be oiled and undressed 
3rd day, between 3i and 4i Ib. e\CTy other day and owr 4i lb. 

^bie^reaching 5 lb. must gradually begin to be treated as no^^j. 

Opinion is varied as to how soon a premature baby is fed, but jt 
must allowed to gel over the shock of birth for al least 6 
and a little boiled water given. Tf the baby is under 3 lb. it should 
be fed 2i*hourly, and 3-hourly at night — nine feeds in 24 hours and 
between 3 and 6 lb., 3-hourly day and night— eight feeds in 24 hOUR. 

Breast feeding is essential, and until milk is secreted the milk of a 
nursing mother is substitute, if available. This roust be drawn off 
with all attention to cleanliness. It is safer to boil it and dilute wim 
boiled water (equal parts). The amount required depends upon the 
weight of the child. 

A child wtU require i its body weight in fluid daily. 

For example, for a 3-lb. child: 48 ounces -r- 6 = S ounces 
required, divided equally into the number of feeds, usually 8, 
=» I ounce for each feed. 

The baby should be fed by a bottle, or a pipette if too w'cak to 
suck, and not taken out of the cot As the weight jnereascs to over 
3i lb. the baby can go to the breast for one feed a day, gradually 
increasing to two and so on. 

To keep up the supply of milk without the baby's sucking: 

The milk roust be expressed regularly every three hours, 
beginning on the 2nd day. A little massage given twice a day 
stroking from without towards the nipple. If the milk does not 
come by the 3rd day. try hot and cold compresses ^temately 
for 10 minutes before massa^g. Do not cover the nipple. 
Regular expression, external stimulation and plenty of water 
to drink will keep up a good supply cf milk untd the child 
can suck. 

A daily injection of 500 units of oestrogen and the administration 
of a quarter of.a grain of Thyroideum Siccum daily to these babies 
IS a great help in keeping them alive. 


Common Disinfectant Lotions and SoLimoNs used in Midwifery 

(I) Lysol- I diachm to 1 pint slenie water: for hands or brushes. 

i ’V It ^ V • swabbing or douches- 
Pure Lyscl—Vsea to sterilize quick})’ instrumencs, needles, etc. 


(2) Detiol. 1 drachm to 1 pint sterile water: for hands or 
i. * ’■ w • swabbing 

DeUoi Cream for P.Y. exaounation. 


brushes, 
or douches. 


(3) Phenyle: 1 oz to 1 pint of water: for drains, clothing, rooms, beds, 
bedpans, sheets, etc. 

The same strengtb made with hot water is an elSctent 
deodorant. 


<4) Carbolic Acid: I oz.ofpufecaiboIicadd to 1 pint ofhot waterd in20) 
is used, as for Phenyle of the same strength. 

<5) Cbiavlon: 1% in water; for sterilizing hands, instruments and skin. 
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(6) Iodine 2% or Violet-Green 2JJ — Used to paint the skin to make it 

aseptic. 

Iodine, I drachm to 1 pint of water— Used for douches and surgical 
baths. 

Iodine or Violet-Green— U sed to sterilize the perineum, m suture of 
the perineum. 

(7) Spirit — U sed to sterilize ^ass syringes, etc. The glass article must 

remain for half an hour in the spml before use May also be used to 
sterilize and keep dry the sutures in perineorrhaphy. Also used at 
the base of the baby’s cord to keep it dry and seenie. 

(8) Condy’s Fluid, 1 grain of potassium pernunganate to I pint of sterile 

water: for washing septic wounds, for douches and for mouth 
washes 


(9) Biniodide of Mercury, 1 tablet to 1 pint of sterile water is I in 1,000— 
Used for hands, brushes, cord ligatures 
1 in 4.000 used for douches. 

1 in 10,000 used for irrigating eyes. 

(10) Protarqol 5% ■) 

Argyrol 10% 

Silver NfTBATE 1 % }^Eye drops for baby 

COLLOSOL AROENTUM 
or Penicillin, 2,500 units per c c . 

(U) Boric Lotion: for eyes, breasts, storage of catheters, etc. 


OBESITY 

Obesity is generally divided into (1) endogenous, which includes 
that due to heredity and endocrine disorders ; and (2) exogenous, 
due to over-feeding or lack of exercise. In the former the basal 
metabolic rate is low, and in the latter It is normal; the logical 
treatment, therefore, would seem to be to increase the metabolic 
rate in tbe endogenous cases, to cut down the food and increase 
exercise m the exogenous, and to do ail three in the mixed types. 
These methods are, in fact, the basts of most systems of treatment, 
but they do not always work out as well in practice as they do 
in theory. 

There is also a strong hereditary factor. 

We all tend to put on weight as we grow older, partly because 
our circumstances improve, partly because we take less exercise, 
and partly because of our glands, but there are certain sex gland 
enses such as puberty, child-bearing, the menopause and the “male 
climacteric” when a rapid increase of weight is likely to occur. 

TREATMENT,— 

Diet , — Find out exactly what the patient is eating {these patients 
often give wrong tafonnatioii; for jostance, a patient of the writer’s 
who weighed 17 stone said that his appetite was very poor. 
Happening to sit next to him at a dinner party that evening, the 
writer observed with regret that when the lobsters were passed 
round, the patient took three, leaving none for the writer or his 
nei^bour on the other side). If it is possible to find out and weigh 
the different components of tbe patient’s diet, it is well worth the 
trouble as it ^ves a logical basis for treatment, which could be 
further consohdated by repeated observations of tbe basal metabolic 
rate, but these counsels of perfection smnnot always be carried out. 
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Reference to the article on Diabetes Mellitus will show the 
number of calories being consumed- TTie basal diet for an ordinary 
adult is about 1,500 calories in 24 hours, so if the patient is con- 
suming more than this, cut down the diet to less than 1,500 calories 
to begin with- Certain principles in cutting domi diet should be 
observed so as to make the process both more effective and less 
unpleasant, 

(а) Drastically reduce all fats and all carbohydrates such as flour, 
rice, sweets, chocolates, potatoes and sugar. Saccharine may 
be ^ven if the patient is very food of sweet things. Forbid 
snacks between meals. 

(б) Make up bulk by giving foods composed largely of cellulose 
and wi& a low ^orie value, such as fresh fruits, green 
segetablcs, carrots, onions and turnips, which have only a 
fraction of the calorie snloe of fat ; for instance, a cucumber 
contains 80 calorics per pound, compared srith 3,600 calories 
in a pound of ghee. 

(e) Restrict the fluid intala, especially at meal times; give 
skimmed milk instead of fuU-cieatn milk, and make the 
patient drink water between meals instead of syrups and 
fruit squashes. 

(d) Smoking.-~The heavy smoker lends to be thin because his — 
or her— appetite and dtgesUon are both poor, and a cigarette 
before a meal temporarily reduces the appetite, but whether 
It is to be recommended on other grounds is open to doubt. 
Opium has the same effect and even greater drawbacks. 

Exercise . — ^This is the physiolopcal way of raising the metabolic 
rate, so all obese people should Iw encouraged as part of the treat- 
ment to take reasonable exercise, but it must be remembered that 
m these cases the heart, tike the rest of the body, is flabby and. 
further, that it has extra work to do, so exercise must be graduated 
and gentle, not sudden and xiolent: a wnlk round Summer Hill is 
better than a game of squash. 

Hormones and Drugs . — The pituitary gland probably controls 
fatness to an enormous extent, partly through other glands, so if a 
condition Such as dystrophia adiposo-genitalls or obvious meno- 
pausal obesity occurs, much can be done by giving gland-stimulating 
extracts of the anterior pituitary, or by giving androgens or 
oestrogens. 

Thyroid extract certainly raises the metabolic rate, but un- 
fortunately, in doses suffiaent to cause marked loss of weight, it 
also raises the pulse rate to an uncomfortable or even dangerous 
degree. It is, however, the mainstay of the “obesity specialist”: it 
should be given originally in doses of J grain of Tbyroideum Siccum 
three tunes a day before meals, the dose being raised by about 
i gram ewry four days until the pulse reaches 90 or palpitation or 
discomfort is fdt, when it should be cut down to the last dose but 
one; the patient should be seen at regular intervals. 
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The gland-stimulating influence of the pituitary already mentioned 
extends to the thyroid, Thyrogan (B.D.H.) being (be substance 
found in the pituitary which stimulates the thyroid; the recom- 
mended dose is 50 guinea-pig units (one ampoule) intramuscularly 
two or three times a week. It is an advantage to combine the injection 
with one of the appropriate sex hormones such as an oestrogen, 
Gonan or an androgen. 

Other Drugs.—Certain laxatives are advertised as being 
“slimming”, the idea being, presumably, that if a patient has 
perpetual diarrhoea she will never put on fat, and an enterprising 
foreigner is alleged to have sold (ablets containing tapeworm eggs, 
until the practice was stopped by law. 

To sutn up. — Dieting, exercise and hormones are the three main 
lines of treatment, but the essential factor for success is careful 
attention to detail and insistence on thorough obedience to instruc- 
tions; otherwise, m the words of Ogden Nash; 

“Though human flesh can be controlled, 

We’re told by this and that 
You cannot win. 

The thin stay thin. 

The fat continue fat”. 


OBSTETRICS 
ANTE-NATAL WORK 
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Diet 

Minor Ailments 

Diagnosis of early Pregnancy 

Pelvimetry 

Calculating Date of Delivery 
Ante-natal Details 
Anaemias of Pregnancy 
Vomiting of Pregnancy 
Haemorrhage in early Pregnancy 
Abortion 
Rh Factor 
Position of Foetus 
Ante-parlum Hacmojrbagc 
Placenta Praevia 


LABOUR AND PUERPERIUM 


Analgesia in Labour 
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Occipito-postenor Position , . 
Breech Presentation 
Shoulder Presentation . 

Uterine Inertia .. 

Forceps . . ... 

Caesarean Section 

Conduct of the third stage of Labour 
Post-partum Haemorrhage .. 

Asphyxia Neonatorum 
Ophthalmia Neonatoruro, Prevention 

Puerperal Sepsis 

Lactation 
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AKTE-NATAL WORK.— This has as its object the safe delivery 
of a healthy child, from which it follows that particular are is 
taken of a primigrawda, and in a mnltipara careful enquiries are 
made about previous pregnandes and labours. 

Advice to the Patie’^. — ^E specially with a primigravida this is 
often required, and should be on the foQosviog lines : 

(a) Pregnancy is a natural state and nothing to be alarmed at; 
we mostly came into the world in the same way, and, presum- 
ably, always shall. 

(b) Reasonable CTercise in the form of walking, household duties, 
shopping, etc., is good, but the patient should not stand for 
long periods of tune (the queue habit is most pemidous); 
golf, “matronly” tennis or badminton, cycling, croquet and 
swimming are all benefidal, but horse-riding, squash racquets 
or any exerrise in which violent or unetpeclrf movements 
may occur is not allowed ; and she should not get overtired ; 
so far as games are concerned, great care should be taken at 
the time of the first three miss^ periods.. 

(c) Marital intercourse may continue normally, but if there is 
any history or indication of abortion, it should be avoided 
at the time of the first three missed periods. The aesthetic 
sense of the partners will suggest when it should cease in 
later pregnancy. 

(d) The bladder should not be aUowed to remain fuD, nor should 
the patient get constipated, but on the other hand she should 
not take aloes or castor oil. Hoe^ever, liquid paraffin, Agatol, 
Petrolagar, pbenolphthaleio, Mi!L of Magnesia, LLxen, senna 
tea, Calsalettes or cascara are all suitable if a laxative is 
required. 

(e) At least eight hours should be spent in bed at night, and rest 
taken in the afternoons if the weather is hot. 

Diet.— T his should include plenty of fluids and good fresh food, 
with plenty of vegetables and fruit; hot curries, pastry and greasy 
foods must be avoided; eggs are good, as arc meat and fish in 
moderation. It is not necessary to drink great quantities of milk; 
it does not get converted into mother’s mill^ and it merely makes 
the mother fat. 

Minor Aiujents.— I ndigestion, especially in the later months, is 
often due to h^^iaddity and is cured by bicarbonate of soda, 
Milk of Magnesia, Maclean’s powder or a carminative mixture. 

A pregnant woman should lake calcium and iron in some form; 
they guard against anaemia and toxaemia, and there is some evidence 
that the teeth of the child are impro\ed if the mother takes calcium. 
Caldeferrum tablets, one three times a day after food, are a con- 
vement and economical method, or the iron and calcium may be 
given separately. Both should be given throughout pregnancy 
and lactation. 

Vitamins in the form of a Magnta, or yeast tablets two or three 
times a day should be given throughout pregnancy. Vitamins are 
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of particular value in India, where the poorness of the food, especially 
in the vitamin B complex, encourages anaemia of pregnancy. 
DIAGNOSIS OF EARLY PREGNANCY 

SYMPTOMS. — Amenorrhoea in a previously regular young 
woman usually means pregnancy. Frequent mictuntion, and a sense 
of fullness in the lower abdomen and the breasts, and slight anorexia, 
indigestion or nausea are among the commonest early symptoms. 

SIGNS. — In a thin woman, enlargement of an antevertcd uterus 
can be detected six or eight weeks after conception, but obesity, 
muscularity or retroversion make things much more difficult, and 
the softness of the newly pregnant uterus makes it difficult to define. 
The most trustworthy signs are softening of the cervix, which begins 
in the centre, and Hegar’s sign, which is present between the sixth 
and the tenth weeks. This sign means that the examining vaginal 
and abdominal fingers can be made to meet above the cervix owing 
to the thinness of the lower uterine segment. The breasts are firmer 
than normal, and in fair^skinned people veins can be seen under 
the skin; Montgomery's follicles are seen as small spots in the 
areola round the nipple. 

BIOLOGICAL TESTS.— The Friedman Test is the one most 
generally used, but the difficulty in India is that the 4 to S>montbs>old 
virgin female rabbit necessary for its performance is not always 
obtainable at short notice. The larger hospitals, however, generally 
keep a stock of animals. If the age or virginity of the rabbit is in 
doubt it is necessary to do a prcJiminary laparotomy in order to 
observe the state of the ovanes. 

The test is simple to carry out; 10 c.c. of patient’s fresh, filtered 
urine (either mid-stream or catheter specimen, collected in a sterile 
vessel) are injected into a vein m the rabbit’s ear; forty-eight hours 
later the rabbit’s abdomen is opened and the ovaries are examined; 
in a positive case red follicles will be seen. The test is 98% accurate, 
and the patient’s urine gives a positive result three weeks after 
conception. 

The Aschheim-Zondek test is similar m principle, but is carried 
out on a virgin female mouse between 3 and 4 weeks old. Half a c.c. 
of the patient’s unne is injected subcutaneously every eight hours 
for two days (6 injections) and the mouse is killed on the fifth day. 

A positive case shows haemorrhagic follicles in the ovaries. In 
practice, five or six mice are used, and one positive ovary is con- 
sidered a positive result. 

TTiese tests are, of course, positive in extra-uterine gestation, and 
strongly positive in cases of hydatidiform mole. 

Prosiigmin. — When a patient’s period is a few days late give her 
an injection of one ampoule of Prosiigmin every day for five days, 
or two injections every day for three days. If she is pregnant nothing 
will happen; otherwise, the delayed period will begin. The writer 
has found this test very trustworthy. 

PELVIMETRY. — This need be carried out only in a 
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priinigTa\’ida, or in a multipaia whoss liistory suggests obstructed 
labour. Average measurements are: 


Intenpinous 

Intercnstal 

External conjugate 

Diagonal inter^ conjugate 
Diameter of the outlet 0.e., distance be- 
tween ischial tuberosities) 


10 inches 

(25icm.) 

11 „ 

(28 .. ) 

n ^ 

(19 „) 

4i „ 

(12 ,.) 

4 „ 

(10 ,. ) 


In Indian women they are | to 1 inch less. These measurements are 
of more snloe in rousing one’s suspicions of pelvic contraction than 
m giving exact information. 

A good rough guide is the following. If you cannot reach both 
the anterior superior spines by strclchmg the fingers of one band, 
if you can only just reach the promontory of the sacrum va^ally, 
and if you can gel your denched fist between the patient’s tubera 
ischii, there is no pelvic contraction of any consequence. 

If a minor pelvic contraction is found, its probable effect on 
Labour can be judged only in the latter part of pregnancy, when 
the foetal head can be used as a pdvimeter in the manner described 
later. 

X-rays give exact informatioo about the size of the pelvis and 
the size and position of the chOd ; ideally, every prinu gravida should 
be X-rayed in the last month of her pregnancy, and every multipara 
if there is a history of previous long labours or a suspicion of 
trouble ahead. 

The wnter’s method of exactly measuring the true conjugate (the 
most important diameter in the pelvis) is to put one point of a 
pelvimeter on the 5lh lumbar spine and the other on the pnbes; 
the distance between the points k noted, and a lateral picture 
taken with them in position. By measuring the distance between 
them on the photograph. It is then a simple matter of arilhinettc 
to 'calculate the true conjugate; the only drawback is that the 
photograph must be well talia or it is difficult to identify the inner 
surface of the pubic arch. A picture of the brim and of the presenting 
part is, of course, taken too. The “lumbar-puncture space", between 
the 3rd and 4th lumbar vertebrae, b on the line joining the highest 
parts of the iliac crests; h k almost unnecessary to add that the 
5th lumbar spine is the next below the 4th. 

TO CALCULATE THE DATE OF DELIVERY.— Go back 
three months from the first day of the last menstrual period, and 
go on 10 days for a primigravida, 7 days for a muJupara. e.g., last 
menstrual period began on Isv January, delivery probable on 
lllh or 8th October. 

The average pregnancy is generally considered to last 275 daj-s, 
and there is some evidence that fertilization lakes place 14 days 
before a period is due, but there are many conflicting opinions on 
this subject 

When the date of the last period b not known, a rough estimate 
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can be made from the height of the fundus uteri, which occupies 
the following positions : 

At 3 /unur months (12 weeks) Just above pubes 
„ 6 „ „ (24 „ ) . . At umbilicus 

„ 9 „ „ (36 „ ) . . At xiphisternum 

„ 10 „ „ (40 „ ) An inch lower 

(terni) 

Quickening takes place roughly at the ISth week, which is about 
the end of the fourth calcn^r month. 

In a primigravida the foetal head bcoaraes fixed in the pelvis 
3 to 4 weeks before labour, but in a multipara it may not fix until 
term or a few days before. Most of the points to which attention 
must be paid will be found in the following form, which in practice 
will be found a simple and useful help in an ante-natal clinic. 
ANTE-NATAL DETAILS 

Date 


1. Name . ... . . . Age 

Address ... . . ■ . 

Last Period Began Expected Date 

Bov-els .... . Vomiting 

Previous Illnesses, Abortions, etc .. . . 


Previous Labours. Number 

Punctuality 

Duration . 

Stitches and Complications 

Duration of Breast-Ieeding 
Remarks 


2. Measurements. Inlerspinous Interciistal . . 

Ext. Conj Diag. Conj Outlet 

Uterus, Position, Height, etc 

Breasts Heart 
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Lunp Spleen 

Olood-Pm^ure Urine: Albumin 

Haemoglobin - Blood Count 

Remark* 


3. Fctius. Dale of Quickening HeartSound*. 

Mo\emenii Pre«ntalion 

Remark* 


4 Subrr^uenr I'iaiw 

I I Blood- I Foeiui end Uterus. 

Date I Urine Pre4*ufe Pfeteniaiian, Flxaihn, Size, etc. 


i Labour. DatesRdbnefdeiaiH.. 


THE ANAEMIAS OF PREGNANCY (V. B. Gfeen-Armyia|e) 

The occurrence of moderate grades of anaemia, apart from loss 
of blood, focal sepsis and obvious toxaemia, during the progress of 
pregnancy, has long been a mailer of common observation. Indeed, 
such anaemia occurs in 75% of all women during the first two 
trimesters, and in 70% becomes most marked during the last three 
months. This being so, it is all-importanl that you should realize 
that there are four fairly common and two rare chnical groups of 
anaemia which may cause you and your patient grave anxiety. 

Until recently it has been the custom to explain any diminution 
of erythrocytes or haemoglolrin as being physiological, and due to 
the breaking down of these substances in the placenta for the 
purpose of supplying the foetus with the necessary iron, copper. 
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manganese, etc., for its nutrition and blood formation ; but in that 
many such women are capable of gaining half a million of red 
blood cells per c.c. within a week of parturition, it is very probable 
that much of the moderate anaemia of the carrying period is due 
to hydraemia, or increase of the plasma content of the blood. 

In this first group the patient is often badly nourished, and, in 
consequence of the large demand upon maternal circulation, it is 
not uncommon to see oedema of the lower extremities and even of 
the abdomen, without any albuminuria. This type is to be seen in 
any large ante-natal clinic. They sufier from a sense of fullness in 
the limbs and abdomen, they arc short of breath, their vision is 
dulled, they are easily fatigued, and often they will say the baby 
hardly moves in the abdomen. The blood examination shows a 
decrease of red blood cells and haemoglobin, and an abnormal 
amount of serum will be found above the clot. The prognosis in 
these cases of hydraemia without renal upset is good. The treatment 
consists in sunlight, moderate rest with a full diet (vide infra), and 
the exhibition of iron in the form of fresh Blaud’s mass, 90 gr. a 
day, or Fern et Ammon. Cit. 30 gr. three times a day. 

Qroup II is perhaps as often seen in general practice as in hospital 
patients. It occurs m young and old, primiparae and multiparae. 
It is often associated with gastro-tnlestinal disturbances, and a diet 
that has long been poor or is at the moment deficient in those 
specific substances necessary for the function of haemopoiesis, 
namely, proteins, fruits, and green vegetables. Many of these 
patients have or have had hyperemesis. Others have no appetite, 
and constipation is obstinate. When properly investigated, nearly 
all these vsomcn have been shown by Castle to have hypochlorhydria 
or achlorhydria accompanied by a reduction or inactivity of the 
enzyme, pepsin. 

A blood picture shows hypochromia with a marked reduction in 
haemoglobin, but a less marked diminution of red blood cells. The 
erythrocytes are small (microcytes), and frequently vary in shape. 
Mcgalocytes are not seen, but normoblasts may be present. The 
leucocytes, if anything, tend to be relatively increased. These changes, 
if treatment is not actively instituted, rapidly progress, and are 
accompanied by symptoms of great prostration, throbbing in the 
head, dyspnoea and oedema. Albuminuria is occasionally present, 
and in the untreated patient miscarriage h by no means uncommon. 
In the puerperium, white-leg is peculiarly frequent— a regrettable 
sequence of events in a curable condition. Should, however, the 
patient go to full term, it is a remarkable fact which I have often 
observed, that the labour is a brief one, and is very rarely accom- 
panied by any post-parturo bleeding. 

In default of any evidence of actual loss of blood or sepsis, it is 
not easy to comprehend and explain the degree of anaemia to 
which such patients may descend. Some have presumed that a toxin 
is produced by (he foetus or placenta, which causes haemolysis, 
but no such factor has ever been discovered. Others have thought 
there is toxic inhibition of the bone marrow, but in this type there 
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is no megalocylosis or leucopenia such as occur in pernicious 
anaemia. , , . - 

But. if the practitioner will bear in mind the fact that there is a 
reduction in the free HCl, and total acidity of the gastric juice 
accompanied by lessened peptic actiiity, and that the degree of 
anaemia tends to increase as the pregnancy proceeds, he will ^lize 
that it is the diminution of haemoglobin building materials in the 
food, together nith a lessened ability to utilize sneh materials after 
ingestion, that is responsible for ihw type of anaemia. Moreover, 
when it is remember^ t^t every foetus in utero is a parasite, and 
in this particular type of case is bom at term with an absolutely 
normal blood count, and a liver fully stored with iron, copper, 
zinc, etc., it will be understood that the demand of the foetus for 
such haemoglobin building materials has been made at the expense 
of the parent, and is exactly comparable in its effect upon the 
bypochlorhydric mother as visible and repieatcd blood losses 
would be. 

This being so, the outlook, provided the clinical condition has 
been recognized early, is good, for the treatment is mainly that of 
sunlight, diet {vide infra), and the provision of food containing 
those intrinsic and extrinsic factors in proteins, vegetables and 
fruits which stimulate haemopoiesis and the assimilation of iron 
and other metals. Raw liver, from 200 to 400 gm. per diem, is, I 
think, more valuable than pharmaceutical extracts. Most excellent 
results may be expected from IS gr. of fresh Blaud’s mass six times 
a day, and 30 mm. of dilute hydrochloric add well watered ter die. 
Blood transfusion is rarely necessary, and has no scientific argument 
in Its favour. 

Croup III . — ^This is a very ^ve variety. The anaemia begins 
early m pregnancy, and is assoebted with profound inanition. The 
patient has a waxy appearance, frequently the spleen is palpable, 
and there is a daily nsc of fcicr, which may simulate typhoid. 
The tongue is sore, and in some patients retinal haemorrhages may 
occur. Paraesthesia and anasarca arc occasional symptoms. Some 
albuminuna is frequently present. Rarely is there any hypochlor- 
bydria or achlorhydria. 

The blood picture is almost indistinguishable from that of 
Addison’s pemidous anaemia. The colour index is above 1, that 
is, the number of red blood cells is more markedly dunioished 
the amount of baemoglobin. The cryihrocyles show marked >’aria- 
tion in shape, and there arc always megalocytes in the blood, 
which means a patholo^cal proliferation of megaloblasts in the 
bone marrow. 

At this stage, will you pardon a digression by my reminding you 
that m health red blood cells develop smoothly from the primitive 
reticulo-endothclium, through megaloblasts and normoblasts to 
erythrocytes, and that very few megaloblasts can be r^ognized in 
the bone marrow', but should the nutrition of the blo^-forming 
organs be disturbed, either from defective diet or from failure of 
digestion and assimilation in the alimentary canal, the orderly 
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ripening of red cells may be disor^nized and the process be arrested 
at one or other of these levels {see Anaemia). 

I have seen a few examples of this group in. England, and vast 
numbers of them in the tropics, both in Europeans and indigenous 
people. Perhaps many of you also may have met with cases, for, 
due to our far-flung Empire and modem rapid methods of transit, 
this type of anaemia in pregnancy may be encountered in any 
general practice, which includes paiicnis who have been overseas. 

Sometimes this megalocytic type of anaemia is found in those 
who have never been out of England, and is of the true Addisonian 
type, due to deficiency of Castle’s extrinsic factor in the diet, or 
lack of his intrinsic haematinic principle in the stomach and intestine. 
These cases react excellently, if diagnosed early, to hver-ventriculin 
treatment, diet, and, if need be, bl<^ transfusion. 

In practice, you must have seen exactly similar types of megalocytic 
anaemia in patients suffering from chronic intestinal ulceration, 
partial obstruction, colic fistulae, or infections with such parasites 
as Dibothriocephalus lotus Maybe you have met with it in cases of 
coeliac disease and sprue. 

But these megalocytic anaemias in pregnancy cases which you 
encounter in the East, or here, in women from the tropics, are, 
thanks to the brilliant research of Lucy Wills, now proven to be 
more often due to lack of the extrinsic factor (vitamin B complex) 
in the diet than to the mtnosic factor. This is very important from 
a treatment point of view, for whereas hitherto such cases were 
often treated fay liver or stomach preparations, and there was no 
reticulocyte response, now, due to her work, we can practically 
assure recovery by giving Marmite, i to J oz, a day, with or without 
repeated small blood transfusions, and the previous dietetic methods 
mentioned. 

Labour in these cases is astonishingly bloodless, and post-parium 
haemorrhage I have never seen, but there is a grave risk, unless 
treatment has been adequate, of cardiac and obstetric shock a 
few hours after childbirth. The baby is born with a normal blood 
count, but is very prone to waste and develop rickets later, if not 
urgently treated de novo. 

Occasionally, some of these megalocytic anaemias of pregnancy 
are resistant to Marmite treatment, just as are the true pernicious 
type to liver treatment alone. This fact would suggest that in some 
cases there is a combination of extrinsic and intrinsic factor 
deficiency. In such it is an easy matter to combine Marmite treatment 
with oral and intravenous or intramuscudar injections of liver extract. 

Arsenic I have rarely found beneficial in these first three groups 
of anaemia during pregnancy, but I have observed a clinical fact 
of some importance, and that is, megalocytic types of anaemia do 
not tend to relapse or recur in a subsequent pregnancy, if the 
primary treatment is efficient. 

Group IV is the true haemolytic type, and is due to destruction 
of the red blood cells by toxins or organisms in the blood. It is seen 
In any acute infection accompanying pregnancy, and may be 
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associated 'with focal sepsis m the teeth or tonsils. T.N.T., or lead 
poisoning, malignant malaria, etc., are also causes of haemolj'sis. 
Often it "is part and parcel of that enigmatic condition we speak 
of as “touemia of pregnancy”, which may go on to acute yellow 
atrophy of the liver, eclampsia or accidental haemorrhage, but 
most frequently it is combing with profound sepsis after childbirth. 
This type of anaemia is the most serious of all, the blood destruction 
often being of astounding rapidity, and accompanied by red blood 
cells and copious albumin in the urine. Unless the causati'^ factor 
can be eliminated or checked, the prognosis, despite aU measures, 
including blood transfusion, is hopeless. 

Group V is a different and more hopeful matter in that in this 
type the anaemia is due to sudden post-partum haemorrhage, or 
small repeated losses due to fragments of placenta which base been 
permit!^ to remain without evacuation after abortion or childbirth. 
Fortunately these accidents rarely occur with modem improseraents 
m ante-natal and intra-natal treatmenL 

Post-partum haemorrhage reflects very sererely on the attendant, 
but if large doses of iron arc given for the anaemia, the “pick up” 
is rapid and satisfactory, provided sqisis is not present and the 
uterus ts enurely empty. Chorion epithelionn after hydaiidifotm 
mole is sometimes a cause demanding immediate recognition and 
surgical treatment 

Group VI includes less than 5% of all the anaembs of pregnancy, 
and IS made up of such rare disuses as leulaemia, splenic anaemia, 
purpura haemorrhagica and Hodgkin’s disuse. These we need not 
consider here. 

Tn conclusion, may I be pereiiued to enumerate those food 
substances which particularly contain iron, copper and manpnese, 
together with the sitamins A, B, C, D and E. They are: asparagus, 
almonds, beef (Ic^). beans (kidney), barley, carrots, cheese, e^ 
(yolk), green vegetables (especially lettuce and spinach), lirer, 
oatmral, oysters, peas, pea-nuts, potatoes, prunes, raisins, walnuts, 
wheat 

Milk and fruit such as apples, bananas. Dianges and erapefruit 
contrary to the ^eral lay view, contain these metals in in^tesimal 
quantities. 

Marraite is an aulolysed extract made from brewer’s veast Its 
haemopoietic factor is water and alcohol soluble and heat stable. 
It IS possibly a protein breakdown product 
VOMITING OF PREGNANCY 

Morning sickness does not alwuys happen in the morning, and is 
apt to be worse when the patient is constipated or huncry. One or 
two attacks of sickness in the day are quite usual, ^necally 
begm some two or three weeks after the first missed period; in an 
ordmary case the patient can be assured that the sickness wiU cease 
when she feels the baby moie — that is at about the eighteenth week. 

Glucose is a good remedy, and should be taken as often as the 
patient likes, a strong solution being better than a w eak one. A cup 
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•of tea, some Horlicks, some boiled swcts or barley sugar at odd 
times of the day will often work wonders. Gardenal, in quarter- 
grain doses, bromides, a few drops of tincture of iodme in water, 
or a carminative mixture are all useful in mild cases. Sometimes a 
patient will discover a remedy herself, one of the writer’s being 
completely cured by taking some sal volatile m water as soon as 
she felt the sickness coming on, while another found a teaspoonful 
of Eno's Fruit Salts, or the addition of a little gin to the glucose 
solution made all the difference. 

HYPEREMESIS GRAVIDARUM.— This is of two types^ 
neurotic and toxic, the former being much the commoner. 

Neurotic Vomiting. — This is not, m the writer’s experience, 
exclusively confined to the neurotic type of woman, but is certainly 
commoner with an unwanted pregnancy; it may also occur in the 
opposite circumstances, namely, when the mother is particularly 
anxious to have a baby. 

Treatment.— U the simple measures and remedies suggested under 
Vomiting of Pregnancy fad, it is better to take the patient into 
hospital and to exclude sympathetic relatives ; this measure alone 
may have a very beneficial effect. 

A daily injection of oestrogen 20,000 to 50,000 units improves 
and often cures these cases, alternatively, Serogan may be given, 
or placental extract (Human Immune Globulin) The patient should 
be kept in bed and mild la.tatives given to ensure regular action of 
the bowels. A mixture" containing 10 grains each of bromide and 
chloral is given three limes a day; if liquid medicines cannot be 
kept down, give half a gram of Gardenal three times a day. 

Psychotherapy is often a great help, but it is important that the 
patient should not think she is being regarded as a mental case, or 
the effect will be bad. 

Food. — Small frequent meals should be given, and the patient 
encouraged to suck barley-sugar; it is an excellent thing for the 
nurse or doctor to be present at a certain number of meals so as 
to encourage the patient, to distract her attention from her neurosis, 
and to congratulate her when she keeps her food down, as she often 
will with suitable encouragement, or sometimes after a repnmand. 

These patients generally sleep well, have no fever, do not lose 
weight, retain a clean moKt tongue, and characteristically bring up 
white, frothy material, but the vomit may be bile-stained. 
Occasionally there is a hystencal fit. If there is any sign of de- 
hydration, rectal glucose-saline drip is the treatment, or intravenous 
glucose-saline to which 10 units of insulin may be added. 

Toxic Vomiting. — This is both i^and serious: ii may follow 
neurotic vomitins and, like eclampsia, is associated with liver and 
kidney damage. It may begin suddenly or gradually, and fs character- 
ized by uncontrollable vomitin& follovi'ed later by fever, rapid pulse, 
dry brown tongue, and considerEdile dehydration; in the later 
stages, the vomit is brown, and there is albumin in the urine. 

Treatment. — Fluid should be given by vein and rectum, and if 
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vigorous treatment on the lines advocated for neurotic vomiting is 
unsuccessful within 48 hours, the prcgnanc>' should be terminated. 
Even in neurotic cases it is important not to continue paUiaUre measures 
for too long. If, in spite of treatment, any patient with hyperemesis 
is losing ueieht, and has a dry tongue with a rising pulse and tem- 
perature, she should be aborted without delay. In the tcrrmnal stages 
these patients go downhill scry rapidly, and unwilling though one 
may be to decide on abortion, it is better to carry it out too early 
than too late. 

An ingenious surgeon in Ireland, faced with religious prejudice 
against abortion, performed jejunostomy on a patient and fed her 
throu^ a jejunostomy tube until term. 

HAEMORRHAGE IN EARLY PREGNANCY 

This IS usually due to abortion or ectopic gestation ; some cases 
may be due to low implantation of the pbeenta, and others to 
there being a vacant space below the ovum, to a po!>‘p or to a 
fibroid in the cervix, or even to carcinoma. Sometimes no cause can 
be found, although certain cases appear to be due to a toxaemia; 
finally, some women say they menstruate throughout pregnancy. 

Threatened abortion should alway's be assumed and treated until 
another cause is found; because of its danger ectopic gestation 
should never be forgotten. 

ABORTION 

This occurs most commonly between the 8th and IJvh week of 
pregnancy because after the Utter date (he placenta is formed and 
nrr^y embedded in the eodometriuin. 

CAUSES. — Criminal or ethical interference, violent purges, 
quimne and occasionally lead poisoning, physical injury and 
emotional shock, S)Tphihs, oephril'is and acute fevers, cervidtis, 
retroversion, maldevelopmeot, fibroids, and ovarian cysts, avitamin- 
osis, particularly of vitamin E and lack of hormones, particularly 
Probn B and progesterone (Lotocyclio), and hydatidiform mole. 
A certain number of abortions seem to occur after a quite trivial 
accident or even after intercourse at about the time of the second 
or third missed periods, when the uterus appears to be particubrly 
sensitive, and a certain number have no ascertainable cause but are 
"just one of those things”, or are possibly assoebted with the Rh 
factor {see below). 

VAMETIES.— These are generally dinded into five : Threatened, 
inevitable, incomplete, missM and habitual. 

Threatened Abortion is by far the commonest kind and is often 
amenable to treatment, the classical ngn being a slight, paieJess 
haemorrhage. 

Treatment . — 

(fl) Find out if the patient wants to have the baby, otherwise 
treatment will be useless. If she does, proceed as follows: 
{b) Put the patient to bed and raise the foot-end about six 
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inches. The effect of this is partly psychological; the unusual 
angle of the bed reminds the patient that she must stay in it. 

(c) If the patient is nervous or sensitive, do not do a vaginal 
examination, or it may have the very result one is trying 
to avoid. With a quiet patient, however, a gentle well- 
lubricated examination should be done to find out : 

(i) Whether the uterus is enlarged. 

(ii) Whether it is relrovcrted or contains any fibroids. 

(iii) Whether the cervix is open or not — if it is open the 
abortion is inevitable and palliative treatment is 
useless. 

(iv) \Vhether there is any fullness, throbbing or tenderness 
in either fornix. Indicating ectopic gestation (always 
suspect this when pregnancy occurs after a long 
interval). 

(d) If, after history-taking and examination, the case is con- 
sidered to be one of threatened abortion, give an injection 
of morphia or Otnnopon gr. i, with gr. of atropine. 
Also give an intramuscular injection of 5>10 mg. progestin 
(Lutocyclin, Progesterone, etc.). Give vitamin E, one 
capsule three times a day, by mouth. 

(e) Keep the patient in bed and repeat the progestin daily 
until there has been no haemorrhage for a week, Vitamin E 
should be continued for the remainder of the pregnancy. 
Parke Davis’s well-tried Liquor Sedans should also be 
given. The bowels may be relieved on the third day by an 
olive-oil enema. 

(/) If, as often happens, the uterus is found to be retroverted, 
it is better to leave it as it is for the present, as manipulation 
may cause abortion, but it should be rectified before the 
patient becomes pregnant again. 

Note . — When the placenta has fully formed — that is, by the 16tb 
week — progeslm is not required in order to keep it in place, so its 
admioistration should be cut down or discontinued. 

Inevitable Abortion. — The signs that this has occurred are 
considerable haemorrhage, rhythmical pains and a patent cervix. 

Treatment . — ^This depends upon the severity of the haemorrhage 
and the presence or absence of sepsis. If sepsis is present there has 
been mecbasicai interference. 

If the bleeding is severe give the patient an injection of I c.c. 
Pituitrin or Pitocin, take her to the theatre and evacuate the uterus. 
If she cannot be moved or if there is no theatre available, operate 
only if you are satisfied that the surroundings are reasonably 
aseptic, otherwise do your best with Pituitrin, ergot, calcium and 
haemoplastin injections. 

Evacuation of the uterus is carried out as follows: 

(<j) ^aesthetize the patient (intravenous anaesthesia does very 
well). 
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(b) Put her in the lithotomy position uith the buttocks well 
over the edge of the table. 

(c) Clean up the surrounding skin and paint it with iodine or 
mercurochromc, or wash it with J0% Dcttol, and sha>e tt 
if this has not bwn done. 

{(f) Swab out the A-aglna and rtmosc all clots, etc. Keep dots 
for examination later. 

(e) Insert a vaginal speculum, catch the eenix with a xulsellum 
and dilate the cervix with dilators as necessary. _ 

if) Wash out the uterus, by means of a Rheinstadter blunt 
flushing curette, with a hot (llO’ F.) solution of weak 
(just cloudy, not opaque) Dcttol. Li^tly rub (do not 
scrape) the uterine walls with the beak of the curette. 

(g) Remove the curette, insert a pair of ring or os-um forceps 
and “fish out" all the remains possible. 

(h) Repeal the curette manoeuvre. 

(/) If the cervix admits a finger, have a good “sweep round” 
the cavity of the uterus with the gloscd right forefinger to 
make sure that the uterus is empty. If not, empty It with 
the finger, forceps or curette. 

A'£»e.— Do not mistake the shaggy feel of denuded 
endoraetriuiB for chorionic remains. Some operators be^ 
by sweeping their finger round the uterus, but I ha\T always 
found the method described above belter, provided that 
the instruments arc used with the utmest gentleness. 

(}) Antevert the uterus. 

(A) Gise the patient an injection of some ergot preparation and 
put her back to bed. If all Is wtll she' can get up on the 
third day. 

The septic case calls for more coosideration; Green-Arm yuge 
adsises leaving it slnclly alone until the temperature and leucocyte 
count luve normal for five or six days. This, however, is not 
likely to happen so long as there is a septic focus in the uterus. 
A safe method of expelling the uterine contents, when sqitic, is to 
give the patient I c.c. of Pituitnn or Pitocin, and to insert some 
stenle glycenn into the uterus through a catbclcr. If this is not 
enough, the contents may be gently separated from the uterine wall 
by a gloved finger. Curetting ts contra-indicated because it breaks 
down the natural defences and opens up the uterine sinuses. 

Needless to say, all septic cases are given chemotherapy. 

Ikcoviplete Abortion. — Treatmeni is on similar lines to that of 
inevitable abortion. After the placenta begins to form (about the 
13th week) practically every abortion that occurs is incomplete, 
and consequently nee^ surgical treatment ; the reason is that the 
young placenta is more firmly embedded in the uterine wall than 
either the early chorion or the mature placenta, so pieces of it get 
Irft behind. 

Missed Abortion occurs wben the ovum is dead and a mole 
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has formed. This may be cameoiis (i.e., clotted blood) or hydatidi- 
form {\esicular), which is an extravagant grape.hke hypertrophy of 
the chorionic villi ft may be suspected ff the uterus fs Coo large for 
the calculated date, and if there is a watery discharge; if the 
characteristic grape-hke vesicles are passed, the diagnosis is con- 
firmed. 

Treatment . — ^This consists m dilatation and blunt curettage. In 
about 5% of these patients chorion-epithehoma develops, so a close 
watch is kept for some months for haemorrhage or for enlargement 
of the uterus; even when secondary deposits have formed, cure 
has followed hysterectomy. 

HABrruAL Abortion. — ^T hc causes are as given m the second 
paragraph of this article. 

Treatment . — Have a Wasscrmann or Kahn test done on the 
blood, test the urine for albumin, and examine the blood-pressure. 

Carefully examine for cervicitis, lacerations or retroversion, and 
also for fibroids, ovarian tumours or cysts. 

Correct any abnormality found; the radially applied cautery for 
cervicitis, a trachelorrhaphy (no/ an amputation of the cervix) for 
lacerations, or a Gilliam’s operation for retroversion, will often 
have a happy sequel or even sequels; a myomectomy for fibroids 
or removal of an ovarian cyst may act similarly. 

If no obvious cause is found, next time (he patient becomes 
assuredly pregnant, put her in and keep her there (and away 
from her husband) until about the 18th week, when quickening 
should occur. Give vitamin E three times a day throughout the 
pregnancy ; give Liquor Sedans up to about the sixth month, and 
give 5 of progestin twice a week (or once daily by the mouth) 
until the I6th week. The patient may then get up, but if there is 
any sign of a threatened abortion, she must be treated as already 
described. 

Constipation is best avoided by Petrolagar or Agarol and an 
olive-oil enema when required. The patient can use a commode for 
defaecation, but a bottle is belter for micturition. 

THE Rh factor and ABORTION 

Among hinnan beings, some 85% (the perceritage being higher 
in Negroes and the Irish) contain in their red cells a substance 
known as the Rb factor, so called because it is present m Rhesus 
monkeys. Sneh people are called Rh positive, the remaining 15% 
being called Rh negative. 

There are two very interesting points about the Rh factor; first, 
it is hereditary, so can be transmitted from an Rh-positive husband 
to the child of an Rh-negative wife (actually it is a dominant 
characteristic) ; secondly, if the red cells of an Rh-positive person 
arc repeatedly injected into an Rh-negative person, the latter 
develops an antibody capable of destroying them. 

It is now thought that certain cases of habitual abortion are 
caused by the fact that the red cells of the foetus inherit the Rh 
factor from the father, but the motber, being Rh negative, develops 
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in her serum an antibody which hemolyses the red cells of the 
foetus. This, hovrevei, is not the whole story, for two obvious 
reasons; the red cells of the normal foetus do not come in contact 
with the maternal blood-stream and, further, millions of Rh-negative 
women have had normal cfuldrcn by Rh-posUive men. One explaM- 
lion given is that in certain cases there is a placental leak, which 
allows some of the foetal red cells to enter the maternal blood- 
stream and so generate antibodies. This might explmn the casts 
mentioned above, where abortion follows a quite trivial accident. 
Much more research is needed on the subject, but it has often 
happened that a couple who were either barren or abortive have 
mamed new partners and have each had healthy children, and 
certainly many a barren widow has had children on remarriage, 
it is safe to conclude that in cases of habitual abortion the Rh 
factor of the partners should be tested. 

TO FIND THE POSITION OF THE FOETUS AT OR NEAR 
TERM 

There are four chief methods — abdominal palpation, auscultation, 
va^al examination and X-ray examination. 

Abdosonal Palpation. — 

(o) Tell the patient to empty her bladder, 

(b) The usual plan is to work from above downwards— in other 
words, to palpate the fundus first, then the sides of the 
uterus and then the lower pole; 

In a vertex presentation the firm but even breech is felt 
at the fundus, and the whole foetus moves when the 
examiner’s hand grips it and rocks it from side to side. A 
head feels globular and can be wobbled about, and there Is 
a groove between It and the body. 

Most people cannot deduce much with certainty from 
feeling the sides of the uterus, but with training it is possible 
to distinguish the firm, estn back from the iiregtUar and 
sometimes moving limbs. 

Pawlik’s Grip, the traditional name for gripping the 
lower pole of the foetus between the thumb and fingers of 
the right hand, gives considerable information. It tells us: 
(i) Whether or not the breech or the vertex presents. The 
breech has not the bony hardness of the head, nor is 
there a groow where the neck is, nor, if it is not fixed, 
can it be balioUed like the head witijout moving the 
body of the foetus. 

(u) Whether the presenUng part is engaged in the brim or 
whether it is fioating above iL 
(ui) Whether the presenting part will engage. Firm pressure 
is made on the fundus, and if the presenting part fixes, 
it has entered the pelvis. 

(iv) In a vertex presentation the he of the foetus can often 
be made out by this ^p alone, because the forehead 
of the foetus is lugher than the oedpul, so if the finger 
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of the examiner’s right hand is higher (i.e., nearer the 
mother’s navel) than his thumb, the child’s occiput is 
• facing to the mother’s right, and vice versa. 

Abdominal palpation may give little information with certainty 
when the patient's muscles and uterus arc firm or when she is fat. 

In twin pregnancy, the most striking thing about abdominal 
palpation is that it is difficult to be certain about anything except 
that there seem to be a great many limbs. 

In an occipito-posterior presentation, there is often a curious 
flatness above the pubes, sometimes mistaken for a Bandl’s ring 
by the inexperienced. 

Auscultation. — A doctor generally hears best with his own 
binaural stethoscope. The situation of the foetal heart is quite a 
valuable confirmatory guide to the position of the foetus. 

If the heart is louder above the mother’s umbilicus than below, 
the presentation is probably a breech. 

If the heart is loudest in the mother’s flank, the presentation is 
probably an occipito- (sacro-) posterior. 

If the heart is loudest Just to the left or right of the mother’s 
nfiddle line, the presentation is probably a left or right occipito- 
(sacro-) anterior. 

_ In a case of twins, independent observers listening at the same 
time in different places hear different numbers of heart beats. The 
best method is, when both observers can hear the heart beats for 
one observer to give the signal to start counting; he gives the signal 
to stop as he listens to the hundred-aod-fiftieth beat. The observers 
then compare results, and repeat the process if necessa^. 

Vaginal EXAtiONATiON.— This must be carried out with aseptic 
precautions, and is most valuable. If Ibe sutures of the foetal head 
can be felt through the lower segment it helps to indicate the pre- 
sentation ; it also shows that it is not a breech. 

The state of the cervix is cxanuDcd, whether it is “taken up” or 
not, whether it is closed or open, whether the placenta is “praevia”. 

Munro Kerr’s method of pelvimetry by the foetus is the most 
valuable clinical way of finding out whether the baby can be born. 
With two fingers in the patient’s vagina and the thumb pressing 
over the top of the pubes (the patient’s bladder must be empty), 
exert firm pressure on the head unth the other hand, preferably 
aided by an assistant’s hand on the fundus, and “try to push the 
baby out”. If the presenting part is fdt to be well behind the pubes 
all win be well, but if it bulges over the pubes there is disproportion. 

X-Ray ExAMtNAnON. — In all doubtful or suspicious cases, when 
there is any question of multiple pregnancy or of any foetal 
deformity, and preferably in every primagravida near term, an 
X-ray picture should be taken. The idea that the taking of an X-ray 
photograph can harm mother or child is nonsense. 

ANTE-PARTUM HAEMORRHAGE 

AcaoENTAL Haemorrhage.— This is haemorrhage not due to 
placenta praevia, and may be toxic or non-toxic, the former having 
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some points IR Qommon llh eclampsia, whereas the latter may hav’c 
no etident cause or may be assodated with nephritis or injury. In 
one case, after the "Titer had performed cephalic version on an 
elderly pnnnpara "ith a breech presentation, the foetal heart 
sounds ceased almost at once and mood began to ooze from the 
vagina. When the dead obiid was boro the cord was found to be 
round the necl; and it was evident that the placenta had become 
detached during the version. Subsequent deliveries were normal. 

Accidental haemorrhage can he Revealed or Concealed, according 
to whether it escapes through the cervu or not; when it is concealed 
the uterus enlarges and bwomes very tense, and the patient is mweft 
nwre ill than the circumstances seem to Justify. 

Concealed Accidental Haemorrhage . — . 

Treatment - — ^This can be summed up as morphia and blood 
transfusion followed by Caesarean section, 

Reiealed Accidental Haemorrhage.—^ 

Treatment . — Tlus is to rupture the membranes, apply a tight 
binder and pve an injection of ^ c-c. of Piiuiirin. If labour has not 
started the vagina should be paeVed as well If there is obstruction 
to labour do a Caesarean section, and if the case ts a breecb pull 
dowm a leg. In all cases ^ve a transfusion whenever possiUe, and 
remeosber the maxim — neve; operate during shock. 

Placenta Praevlv 

Painless, apparently causeless, attacks ofhaemoirtage in the last 
two months of pregnancy or early in labour mean placenta praevia. 
The amount of blood may be large or snuU. and the blood may be 
bright or clotted. Characteristically, the fict haemonhage occurs 
a few weeks before teem, stops of Us own accord, and recurs a ffi^v 
days later, "^e loss of blood tends to be greater during labour 
thaw before it. It may be started also by a vaginal exanunation. 

Treatment.-* . 

(a) Put the patient in hospital. 

(A) Find out whether the foetus is ahve and viable. 

(c) Do a gentle vaginal exammation to determine: 

(0 The degree of dOalation. 

(u) The »tuatioa of the placenta. 

(ill) The presentation of the foetus. 

H'lth a Lateral or Marginai Placenta- 
id) Rupture the fnembeanes, put on a tight binder, and inj'ect 
i C-C. ofRtuitrin. 

(e) If haemorrhage continues and the os, is closed; plug the 
vagina with gauze impregnated with ^i’cerin and Gbazo! 
powder. 

if) If the os admits two fingers apply Willett's forcqss to the 
baby’s scalp or do a-po^c-vemion and pull down a‘leg. 
Tje a one-pound, vwei^ to the Willeu’s forceps, or a' two- 
pound weight to die foot, andawaicdeliveiy. 
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Willi a Central Placenta: 

(ft) McGinn’s fundal Gtesarean section is the method of 
choice (see Caesarean Section). 

(h) If Caesarean section is impossible, and the cervix is closed, 
proceed as in (d) and (e) above ; if it is open, perforate the 
placenta and proceed as in {/). 

With a closed cervix it is not easy to determine the situation of 
the placenta, but the child’s head tends to be high svhen it is central, 
and a spongy mass may be felt round or to the side of the cervix. 

It is needless to add that blood transfusion, plasma or intravenous 
glucose-saline should be given when haemorrhage is severe. 

Caesarean section is particularly indicated in good surroundings 
when the foetus is alive and the duration of pregnancy more than 
35 weeks. 

Although placenta praevia is commoner in muUiparae it does 
Occur in primiparae, especially, perhaps, elderly ones; in such 
cases when the os is not dilated. Caesarean section holds out the 
best — sometimes the only — hope of saving the life of the mother 
and child. 

ANALGESICS IN LABOUR 

TWILIGHT SLEEP.— Morphia gr. i, hyoscine hydrobromide 
gr- tW is the usual injection, followed by hyoscine gr. ®'’5ry 
two hours, morphia gr. J being given with alternate injections— 
that is, every four hours. These are given only if the patient shows 
signs of coming round. Morphia must not be given within four hours 
of the expected time of delivery or the child may be born in blue 
asphyida because morphia depresses the respiratory centre. 
Omnopon may be given (gr. i) instead of morphia gr. 

BARBITURATES. — The first injection of rao^hia and hyoscine 
as above may be accompanied by the oral administration of Amytal 
Sodium or Seconal, three grains, or Dial, five grains, repeated after 
one hour. This generally causes the patient to pass into a confused 
analgesic state from which she does not recover for four or five 
hours, and of which she remembers nothing afterwards; when 
necessary, the barbiturate may be repeated every four hours until 
the baby is bom; when the child’s head as on the perineum the 
mother may be given chloroform in the ordinary way. 

PETHIDINE. — An injection of 100 mg. causes, in most cases, 
satisfactory analgesia for 3-4 hours, after which it may be repeated. 

It prolongs the first stage. 

CAUDAL ANALGESIA. — Caudal analgesia with Anethaine or 
Nupercaine, 1 : 1,000 in normal saline, by the continuous drip method 
into the sacral c.mal is popular ra America when the necessary 
superviaon is obtainable. For method of inserting needle see 
Nervous Diseases (Sciatica). 

SPINAL ANAESTHESIA. — Spinal anaesthesia with Anethaine 
or heavy Nupercaine should be used more than it is, each of these 
drugs being effective for about four hours. Spinal anaesthesia must 
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not be gi%’en late in labour because of the fall in blood-prcssure. 
Light Nupercaine is not suitable because of the diihculty m 
getting the patient to lie at the correct angle on her belly. 
{5ee Anaesthesia.) 

PITUITRIN.— Pituitrin in labour can be of the greatest me 
during the second stage, r^hen the anaesthetic weakens the pains 
or when a flabby mulupara lacks the contractile strength to push 
the baby out. The membranes must have ruptured, and thert must 
be DO mechanical obstruction. Half a c.c. of a reliable Pituitrin or 
of Pitocin IS injected intramuscularly, and will be followed nithin 
10 minutes by strong contractions, often strong enough to produce 
the baby. Low forceps can often be avoided by this method. If the 
pituitnn IS given fairly late in the second stage and care is taken to 
see that there is no mechanical obstruction, there is no risk of 
niptunng the uterus or of throwing it into tonic contraction. Pitocin 
can be repeated after an hour if necessary. 

ECLAMPSIA 

The treatment of eclampsia can be summed up in two words — 
prevent fits. 

During pregnancy the urine should be eitamined and the patient's 
blood'pressure taken once a month from the end of the third to 
the end of the suth month, once a fortnight to the end of the eighth 
month, and once a week during the ninth month. Should there be 
real albuminuria waih a rise in blood-pressure, put the patient to 
bed on a glucose-Umejuice-water ^et and gi\e her a mild saline 
purge every morning. After three days put her on a diet of fruit, 
sugar or glucose, tea with sugar, bread and butler or chupati with 
ghi, and green vegetables. 

If matters feive not improved at the end of ten days or if there 
are any warning signs of eclampsia such as headache, vomiting or 
visual disturbances like seeing (mbes of light, induce labour. If the 
patient is very amuous to have a hving child, and there is no actual 
deterioration in her condition, induction can be postponed until 
the thirty-fifth week of pregnancy. Artificial rupture of the 
membranes is usuaUy followed by labour within 48 hours. 

CHARACTER OF FIT. — The eclamptic fit resembles a typical 
epileptic fit, but with certain differences; the blood-pressure is 
raised, the urine contains a large amount of albumin, and the 
penod of coma after the eclamptic lit is generally longer than aiier 
the epileptic, often being an hour or more. 

TREATMENT OF A PATIENT HAVING FITS.— Treatment 
by purgatives and colonic laviige has now b«n abandoned at 
Queen Charlotte’s Hospital because the disturbance caused by 
these procedures is liable to produce fits, the very thing one is 
try'ing to avoid. Every fit causes a deterioration in the parienl’s 
condition and it is by no means proved that the causative toxin is 
eliminated by purgation, but it is proved that the common cause 
of death is heart failure or ceiebral haemorrhage caused by a fit. 
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or sometimes by uraemia. The modern treatment, therefore, con> 
centrales on rest, quiet, narcosis and diuresis. Of all the narcotics 
morphia is probably the best and it is used in conjunction with 
rectal chloral hydrate or paraldehyde, or with barbiturates given 
by the mouth, if possible, othervrisc by injection. 

The Queen Charlotte’s Hospital routine is somewhat as follows : 

(а) Pul the patient in a dark, quiet room, put cotton-wool in 
her ears and instruct the attendants not to speak above a 
whisper. 

(б) Give i grain morphia by injection and a drachm of chloral 
hydrate in two ounces of water by the mouth or ^8 drachms 
of paraldehyde in 8-10 ounces of water per rectum (the 
dose of rectal paraldehyde is one drachm for each stone of 
body-weight, and the solubility is one in ten of water). 

Instead of the rectal analgesic, inject Gardenal Sodium 
one C.C. intramuscularly or &ve one grain of Gardenal by 
mouth every two to four hours until the fits arc controlled. 

If a fit occurs more than half an hour after the first dose 
of morphia and whatever else is given with it, repeat both 
immediately. When the patient begins to come round from 
the double narcotic, generally after about fcur hours, 
repeat them ; the aim being to keep her sufficiently narcot- 
ized to prevent fits, but not to kill her. 

If a patient is having fits she is not having enough drugs. 

(c) Give glucose water by the mouth ; if this is done quietly 
with a feeding cup the patient is not disturbed. 

(d) Catheterizc the patient, preferably about half an hour after 
a dose of morphia, once every twelve hours, and test the 
urine. 

(c) If the bowels have not acted after 24 hours, give a rectal 
saline washout. 

CO During an actual fit, prevent the patient from biting her 
tongue by the usual method of putting something between 
her teeth, but do it gently. 

(g) Carry on the above treatment until the patient has not had 
a fit for 24 hours. 

(/i) If labour has not started within 48 hours of the last fit, 
induce labour by rupturing the membranes. 

(0 Give plenty of chloroform and sedatives during labour and 
use forceps if necessary. 


The above treatment, apart from being the best for the patient, 
has the very great advantage of being easy to remember and easy 
to carry out. It is hoped that after studying it the reader will never 
have that sinking feeling t “A case of eclampsia! What do I do 
and how can I do it?” . . 

Indications for Caesarean section are a dying mother with a living 
child and obstructed or delayed labour with a living child. Post- 
partum eclampsia is treated on the same lines ; the mortality is 27%, 
about double that of ante-partum eclampsia. 
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OCCIPrrO-POSTERIOR POSITION 
The leading sj-mptom is undue deby in Ihe second sUgc of a 
\ertex presentation, in spite of good pains. Sometimes the 
membranes rupture early. 

Abdominal examination shows a flat area abo'c the pubes, 
which becomes cystic as the bladder fills. On auscultation the 
sounds are generally heard best in one or other flank, but 
sometimes the child’s chest is applied lo the mother s antenor 
abdominal wall (though not so close as in a face presentation) 
so the sounds are heard best in the middle Ime. a most 
deceptne state of aflairs because it suggests an occipito-antenor 
position. 

Vagmally, the striking thing is the ease with which the antenor 
fontanelle is felt, which means deficient flexion; now, as deficient 
flexion is the cause of an occipito-postenor position, whsneser the 
antenor fontanelle presents, occipito-posterior should be thought 
of , the tfearatteTistves of the anttnor fonUneWt vn that- it is large, 
and can be easily dimpled by the examuiing finger, while four 
sutures meet at it instead of three; in an ocdpilo-postenor presen- 
tation the examining finger can he run along the sagittal suture 
until the posterior fontanelle is fell behind. It is not, however, 
always as easy as this; for instance, one may be called to a patient 
who has been in bbour for hours without progress, and there is so 
much caput succedaneum that neither sutures nor fontanelles can 
be identified with certainty. la Ufis of case, before any other 
manoeuvre such as turning or forceps is tried, the patient is 
anaesthetized, and the surgeon’s hand Inuroduo^l through the cervix 
until one or both of the baby’s cars can be felt ; they, of course, 
pomt backwards. 

MANAGEMENT.— 

(o) Before full dibtation allow the membranes to remain 
unruptured so as to dibte the cervix, unless the condition 
of the patient, as shown by undue fatigue or, especially, a 
rising pulse and temperature, calls for an early termination 
of bbour. 

(i>) After the membranes have ruptured, leave things alone in 
the ho^ that the child will flex its head and therefore turn, 
which it often does, especially after rupture of the mem- 
branes. 

(c) When the os is fully dibied or nearly so, the Queen 
Charlotte’s practice is to allow about two hours for a 
primipara’s and one hour for a multipara’s baby to turn, 
and then to interfere. One reason is ^at as lime goes on 
the caput gets bigger, so the chances Of spontaneous 
rectification get less and less. 

(d) To turn the child, anaesthetize the mother, introduce the 
right hand into the uterus, push the child’s head well up, 
and then twist it in the appropriate direction; meanwhile, 
with the left hand, push the anterior shoulder while the 
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assistant pushes the anterior buttock, in an endeavour to 
turn the child’s body, 

(e) As soon as the head is occlpito-anterior, apply forceps and 
deliver, otherwise it is liable to slip back. Jf the head is in 
the right position, the forceps lock easily, but not, as a 
rule, otherwise. 

If, as sometimes happens, it is impossible to turn the baby, 
deliver with forceps as an occipito-posterior. An episiotomy saves 
a perineal tear, and the cervix must be examined for lacerations 
and sewn up if necessary. 

BREECH PRESENTATION 

Before labour has begun the treatment is external version, 
especially in primigravidae because of the high foetal mortality 
and the frequency of maternal lacerations. 

Version is best performed at or after the 36th week, spontaneous 
rectification or recurrence often talcing place earlier than that. 

In cases of doubt, an X*ray picture must be taken, both before 
and after version; none of us are infallible, and m a muscular or 
fat woman, especially a primigravida, it may be very difficult on 
clinical examination to say for certain whether the presentation is 
a breech or not. This is particularly true of the foetus with extended 
legs because it settles low m the ^Ivjs, so the heart beats may be 
heard best below the mother’s umbilicus. Further, all cases of 
'Tailed version” should be X*rayed, because the cause of failure is 
often extended foetal legs. When a breech baby cannot be turned, 
and the patient is an elderly primigravida, the treatment is Caesarean 
section, which should also be considered in a similarly placed 
younger primigravida who is particularly anxious for a living child. 

EXTERNAL VERSION. — External version is carried out as 
follows, no anaesthetic being required for the first attempt : 

(а) The patient’s bladder and rectum should be empty. 

(б) Put the patient on the table in the semi-Trendelenburg 
position, or at any rate with the buttocks well raised, and 
powder her abdomen. 

(c) Confirm whether the back of the foetus is to the left or the 
right, 

(<f) Gripping the lower pole of the foetus with the thumb and 
the fingers of the right hand (a sort of Pawlik’s grip) push 
It Will up cut of the mother's pelvis. 

(e) With the left hand push the child’s head forwards so as to 
flex the neck; at the same time push the buttocks in the 
opposite direction with the right hand. 

(/) If the child’s buttocks are well free of the pelvis, they will be' 
felt to move gently upwards, while the head moves gently 
downwards. 

(g) vhien the head is above the pelvic brim put the patient level, 
press the head well home and apply a firm binefer. 
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The patient should be seen at intcrrals of a few days to sec that 
the raalpresentation has not recurred. 

Tf the attempt fails, an anaesthetic should be &vcn and another 
trial made. It may help if an assistant pushes the presenting part 
out of the pelvis per \agtnam. The patient should be put in the full 
Trendelenburg position if necessary, the foetal heart and the patient’s 
colour and respiration being carefully watched ; anaesthesia should 
be deep enough to produce relaxation, Pentothal being very 
suitable. 

When the case is first seen in labour, treatment depends upon the 
stage to which it has advanced. 

To guard against possible complications, the following should 
be kept ready : 

(1) Knife, scissors, dissecting forceps, artery forceps and sutures 
m case episiotoroy is required. 

(2) Forceps, in case they arc required for the after-coming head 
(they seldom are, but ^cy might Just make the difference 
between life and death of the baby). 

(3) Carbon dioxide and tobeline in case the baby has to be 
resuscitated. 

Before rupture of the membranes, if the pains are weak or there 
IS good relaxation between pains, try external version as above. 
In an^ case, put the patient to bed and give her a sedative such as 
3 grams of Amj^ Sodium or Seconal. No other treatment is 
required, the object being to preserve the membranes so as to 
dilate the cervix. 

MANAGEMENT OF A BREECH LABOUR.— 

When the membranes have ruptured make a vaginal examination 
to discover: 

(а) Whether the cord has prolapsed and. if so, whether it is 
pulsating 

(б) Whether the feet are p^pable; if not, the legs are extended, 
so extra watchfulness is required, but no immediate action 
is needed at present because most cases with extended legs 
deliver themselves. 

There should be no interference until the child is bom as far as 
the umbihcus, when : 

(fl) A loop of cord is pulled down and its pulsations observed. 
So long as it pulsates there is no hurry. 

(6) The body of the child is wrapped iw warm sterile towels. 

(c) The child’s feet are brought out of the mother’s vulva if ^ey 
are not already out. 

When the child is bom as far as the axillae, pass a finger up in 
front of its chest and sweep the arms down across the chest, one 
at a time. If the arms are extended, the feel of the child should be 
raised and slightly drawn upon with one hand, and the other hand 
passed along the back of the foetus until the fingers reach the tend 
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of the elbow, which is firmly flexed and depressed; the child’s 
forearm is now swept across its face and the hand delivered. The 
posterior arm is delivered first, and if there is any difficulty with 
the second arm, the baby is turned so as to make it posterior. 

Delivery of the Head . — ^The occiput must be anterior, and the chin 
must be delivered before the occiput. 

In a straightforward case, the simplest way to deliver the after- 
coming head is for the baby’s body to hang over the edge of the 
bed, thereby flexing the neck and producing the necessary traction, 
assisted by pressure from above by a hand pressed on the mother’s 
abdomen. As the head descends, the child’s feet are taken in one 
hand and slowly raised, traction being maintained on them at the 
same time. 

If there is any delay the “finger in mouth’’ procedure is the best, 
and is carried out as follows; 

(o) With the baby straddling the forearm, pass the middle finger 
of one hand (the writer uses the right, others prefer the left) 
well into the baby’s mouth, and curl the index and ring 
fingers over the baby's shoulders. 

(6) Put the other hand on the mother’s abdomen and firmly 
flex the baby’s head. 

(c) Exerting suitable traction on the mouth and shoulders, and 
pressing on the mother’s abdomen, extract the head, which 
is felt to roll round its transverse axis like a ball m a socket. 

Alternatively, an intelligent assistant may press on the head 
while the operator passes his other band along the baby’s back and 
flexes the head by pressure on the oedput wjtb his middle finger 
while the index and ring fingers pull on the shoulders. 

Once the baby’s mouth is free there is no need for hurry, and it 
is hurry that kills the baby by distorting the skull and causing 
intracranial haemorrhage. 

As Green-Armytage points out, so long as the cord is pulsating 
.in a breech delivery, the operator has at least five minutes at his 
disposal. 

In desperate cases the forceps may be applied to the after-coming 
head ; the body of the foetus is Jifled high up and the forceps are 
applied from the ventral side of the foetus which, however, often dies. 

TREATMEirr OF A CASE WITH EXTENDED LEGS. — In multiparac most 
of these cases deliver themselves, but if the breech presents, and no 
progress is made for half an hour, interference is required, or the 
breech will become impacted. Watch the foetal heart. 

(o) Anaesthetize the patient. 

(6) Perform an episiotomy (this is harmless, gives more room, 
may prevent a bad tear and may allow the baby to be born 
without further interference or delay). 

(c) Watch the effect of two or three pains. 

(d) If the baby now progresses, let well alone, but if not, bring 
down the leg as follows: 

(e) Using the same hand as the side to which the baby’s back 
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faces (left for left, right for right), push the presenting part 
up out of the pehis, pass the hand along the child’s abdomen 
until the anterior knee is felt; with a finger in the popliteal 
space press the leg bactsv’ards and outnTirds (in relation to 
the child). The knee now tends to flex and it may be possible 
to help by pressure from outside. 

(/) As soon as a foot is fell, catch it between two fingers and 
draw it gently down until it is presenting. 

(g) This is usually enough, but it may be necessary to draw the 
other foot down in a similar way. 

{h) ■'^en the baby is bom, powder the episiotomy freely with 
penicillin or Cibazol powder and sew it up. 

SHOULDER PRESENTATION 

Anaestbetire the pauent fully, push the presenting part upwaMs, 
catch hold of the baby’s feet, draw them gently down, and deliver 
as a breech. 

UTERINE INERTIA 

This is divided into primary and secondary; the first comes on 
early in labour, and might more graphically be called “laziness”, 
so the treatment is stimulation (small doses of Pituitrin or acetyl* 
choline). 

Secondary inertia comes on after bbour has been in progress 
some time, and might better be called “fatigue”, so the treatment 
IS rest (morphia, barbiturates, or chloral and bromides). 

FORCEPS 

“The difficulty in forceps is not the actual application or delis’cry, 
but the correct lime for ^eir application” (Solomons.) 

As already indicated, low- forceps can often be avoided by a 
timely injection of Pituitrin, or, if there is danger of perineal rupture, 
by episiotomy. 

There arc many different kinds of forceps; the writer prefers 
Neville’s axis-traction forceps because of their simplicity, and 
because he is familiar with them. 

Axis-traction forceps are used for ’’high” (bead at the brim) and 
“middle” (bead in the pelvis) forceps, but “low’ forceps” (head on 
the penneum) can be of any type, generally the small, short-handled 
type, w hich the inventor used to produce from his pocket more than 
three hundred years ago. 

The common indications for application of forceps arc; 

(o) Signs of foetal distress . — Pulse less than 120 or more than 
160. Passage of meconium in vertex presentation (this 
indicates that the foetus is or has been in distress). (Con- 
vulsive movements (these indicate that foetal death is 
imminent so great speed is needed; a quick episiotomy 
while the forceps are being applied makes rapid delivery 
safe if the cervix is fully dibt^}. 

(6) Maternal Causes . — By far the commonest cause is delay 
in the second stage, whether due to ineffecrivT uterine 
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contractions (inertia), to slight disproportion, or to 
persistent occipito-posterior position. 

Three essentials must be present before forceps are applied; 

(1) The membranes must be ruptured. 

(2) The os must be fully dilated, or the cervix will be torn. 

(3) The uterus must be capable of contracting, or there will be 
post-partum haemorrhage. 

APPLICATION OF FORCEPS.— 

(fl) Anaesthetize the patient. 

(6) Put her in the lithotomy position. 

(c) Well lubricate the glov^ fund and the forceps. 

(d) Introduce the left hand between the cervix and the child’s 
head, on the right-hand side of the mother. 

(e) Insert the anterior blade of the forceps between your hand 
and the baby’s head, making perfectly certain that the hand 
and blade are inside the cervix. 

(f) Insert the postenor blade similarly on the mother’s left 
side, with the right hand inside the cervix. 

(g) Lock the blades by applying the axis-traction handle. 

(A) Confirm that both blades are ioside the cervix and are 
gripping the baby’s head, not the mother’s cervix (this may 
seem ridiculous but the writer has seen this precaution 
avert disaster; things are not so easy at the bedside as they 
sound in books). 

(0 Exert firm but controlled traction, preferably during each 
pain, but in any case imitating nature by pulling iater- 
rmttently. 

(y) Be careful not to cause a tear with the shanks of the forceps, 
which must always be lubricated and carefully controlled. 

(fc) As the vulva dilates, gently loosen the blades, which in 
many cases can be removed at this stage, thereby lessening 
the risk of a perineal tear, the next pain producing the 
baby. If there is likelihood of a tear, do an episiotomy 
first (some gynaecologists do this in every case, but gentle- 
ness and dexterity are often a better substitute). 

(/) Carefully examine the vagina and the cervix for lacerations 
and stitch them up if present. 

CONTRA-INDICATIONS.— Forceps must not be applied: 

(<j) If the head is floaUng above the brim. 

(b) If the cervix is not fully dilated. 

(c) If there is obvious disproportion or a brow presentation. 

(/) If secondary uterine inertia (i.e., uterine fatigue) is of such 

a degree that there are no pains. 

It is almost needless to repeat that the membranes must have 
ruptured before forceps are apphed. 

CAESAREAN SECTION 

At the present time the only method widely used in Caesarean 
section is the trons-peritoneal route, but by this approach the 
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uterus may be opened either in the upper segment, or in the lon*er 
segment. 

In the classical operation, a \’ertical incision is made in the upper 
segment, and little has been added to the technique of the operation 
in recent years. Attention has been paid mainly to the suture of 
the utenne wound, and many different methods of performing this 
part of the opwration ^ve bren advocated, but some of thew are 
unnecessarily complicated; good results arc obtained by simple 
mtemipted catgut sutures through the whole thickness of the 
utenne wall, followed by a continuous Lembert suture through the 
pentoneal coal to bury the first line of stitches. The modem technique 
of such an operation is to be found in most text-books. The causes 
of rupture of the scar have been investigated, with the result t^t 
sepsis and ineffective suturing are now regarded as the most im- 
portant factors in the predisposition to this accident. 

In Amenca and the Continent of Europe the lower segment 
operation has been in favour for a number of years, and recently 
in England u has become more popular. The abdomen is opened 
by a sub-umbiUcal incision, the bbdder is dissected o? the uterus, 
the upper peritoneal cavity is packed off by gauze, and the lower 
utenne se^ent is then incised either vertically or horizontally. 
The foetus is then delivered through this incision, either by the 
obstetric forceps or by pressure from above, the delivery of the 
placenta follows, and the tnebion is then closed in byers. The 
details of the operation vary with dlSerent operators, but the 
pnnciple of confining the maoipubiions, and the escape of liquor 
amnu, to the lower part of the peritonea! cavity, is the same in 
all cases. 

The advantages of thb operation over the cbssical Caesarean 
section are: 

(a) The wound is in a part of the uterus that is not continually 
contracting and relaxing, and is, therefore, more likely to 
heal firmly. 

(b) The greater part of the peritoneal cavity can be effectively 
pack^ off from the operation area, and is therefore less 
bkely to become infected from the escape of liquor amnii, etc., 
m cases which are not absolutely stenle. 

(c) The wound is closed in byen, the incisions in which do not 
directly overlie one another. 

{d) A small transverse suture line in the utero-vesical fold b the 
only wound on the visceral peritoneum, and is much less 
likely to become adherent to other abdominal viscera than 
is the suture line in the cbsrical operation. 

(e) Ow mg to the fact that the escape of liquor amnii and blood 
into the general peritoneal cavity is under control, there is 
a minimum of abdominal distension and discomfort after the 
lower segment operation. The main objections to the operation 
are that it takes much longer to deliver the foetus, and that it is 
certainly a more difficult operation than the cbssical one. 
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especially if the lower segment has not been well developed 
by labour pains ; and- it has yet to be shown conclusively 
that the lower-segment scar is more secure than one in the upper 
segment. There is no doubt, however, that where Caesarean 
section is indicated, and at the same time there is a possibility 
of infection of the interior of the uterus, it is by far the less 
dangerous operation, and it is ia such cases that its use is 
likely to become universal. 

In extreme cases of contracted pelvis, in cases of severe anaemia 
requiring Caesarean section for some other reason and in cases of 
central placenta praevia, the best operation is fundal Caesarean 
section. An anlero-posterior incision is made through the fundus 
exactly in the middle line, half the incision being in front and half 
behind. As this is the “bloodless” area of the uterus, haemorrhage 
is minimal and, in the case of placenta praevia, the incision is well 
above it. It is generally necessary to cvenirate the uterus before 
incising it. 

The advent of chemotherapy produced quite a boom in Caesarean 
section, which is now performed in many cases when it would 
have been considered criminal a few years ago, particularly in 
minor degrees of pelvic contraction; in such cases both the patient 
and her medical attendant justifiably prefer a short operation 
producing a live baby to a long and tedious labour with perhaps 
nothing to show for it but a dead baby and a lacerated perineum. 

ABSOLUTE INDICATIONS.— 

(a) True conjugate less than 3 inches; transverse less than 4 
inches. In India the acc^ted irreducible minimum is 
slightly less, but the above is a good safe guide. 

(b) Obstruction by tumours, atresia, etc. 

RELATIVE INDICATIONS. — If it is thought that there is some 
degree of contraction in a primigravida, far the best thing is to 
have two good X-ray pictures taken as described above under 
Pelvimetry ; the pictures also show the relative size of the child’s 
head and the mother’s pelvis, together with its position and attitude. 

question of Caesarean section or induction is then easier to 
decide, but knowledge of certain other facts may help : 

(а) A child is unlikely to survive if bom by induction or otherwise 
before the 35th week. 

(б) The poorer the patient the less likely is a premature infant 
to survive. 

(c) The death rate among all premature infants is considerably 
higher than among those bom at term. 

(d) A small round (generally contracted) pelvis is more dangerous 
than a flat one, and a funnel-shaped one may be more 
dangerous than either. 

(c) Caesarean section, like any other abdominal operation, must 
be perfonned in proper surroundings. The only exception is 
sudden death of a woman at term, whom the baby survives 
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by 10 minutes. In this case the operation may be done wth 
a carving knife if there is nothing else. 

The other common relatht indications before labour has 
begun are, an elderly primipara, placenta praevia, after colpo 
penneorrhaphy for se\-cre laceration, malpresenlations which 
cannot be rectified, e.g., a breech with extended legs in an elderly 
primipara, any breech when the life of the child is very important, 
doubtful tumours, previous Caesarean section and cases in which 
it is desired to sterilize the mother, e.g., in tubercle or heart disease. 

After labour has begun. Caesarean section must be considered 
in prolapse of the cord (where it may be the only way of saving the 
child’s life), in intractable uterine inertia and its opposite, tonic 
contraction, in cases of rigid cef\-Lx, malpresentation, ante-partum 
haemorrhage and, again, pbceata praevia. 

Anaesthesia must not be^n until the surgeon is “scrubbed-up” 
because premedicalion or much anaesthetic will cause asphj'xia 
of the baby. 

Three Caesarean sections on the same patient are usually con- 
sidered the safe limit, but there Is alleged to have been a hardy 
Parsi lady in Bombay whose husband performed the operation on 
her seven times before steriLzing her. 

CONDUCT OF THE THIRD STAGE OF LABOUR 

Provided that a careful watch is kept on the pulse there b a 
growing tendency not even to put a hand on the fundus, stQl less 
to “rub it up” until at least half an hour has ebpsed since the birth 
of the child. The reason b that artificial stimulation of the uterus 
prevents the proper formation of the retro-placental clot, which 
normally begms about the middle of the placental site, f^rom which 
It spreads out, turning the placenta and membranes inside out and 
thereby ensuring their complete separation. Thb process takes 
between 20 and 30 minutes and occurs in about 80% of cases 
(Solomons). When the placenta is in the vagina, gentle pressure on 
the fundus will push it out. 

If It has not come down at the end of half an hour {not 20 minutes 
as used to be taught), massage the fundus and make gentle efforts 
at squeezing the uterus on the lines detailed in Post-partum 
Haemorrhage. 

POST-PARTUM HAEMORRHAGE 

Except m the fulminating case described later, when there is no 
tune for questions, the surgeon must find out four things : 

(1) Is thfe uvitus empty? 

(2) Is It retracting? 

(3) Is there a laceration? 

(4) Is the bladder empty? 

If the placenta has not come mtaj' it must be removed by external 
pressure or manually, the former bring tried fint. The writer prefers 
the following method because he b p^ectly certain that a common 
cause of prolapse is injudicious expression of the placenta in which 
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Ihe uterus is forced downwards so that the cervix even appears at 
the vulva and the cardinal ligaments arc stretched beyond repair: 
(«) Pressing backwards and downwards m the region of the 
patient’s umbilicus, gui the Sngen of the left hand behind the 
fundus uteri and antevcrl it to the fullest extent, even get it 
over the pubes if possible. 

(6) Compress the body of the uterus between the thumbs and 
fingers of the two hands, from before backwards and from 
side to side, the aim teing to squeeze out the placenta as 
juice is squeezed out of half an orange. 

Traction on the cord, although condemned by most teachers 
owing to fear of its causing inversion of the uterus, is quite helpful 
if the fundus is carefully controlled and observed, and the pull on 
the cord is judicious and not violent. 

If per abdominal expression is not successful, manual removal 
must be done; it is carried out as follows. 

(o) Anaesthetize the patient. 

(b) With the left hand holding the fundus, make the well- 
lubricated fingers of the gloved right hand Into a cone and, 
following the umbilical cord, insert them into the uterus 
right up to (he fundus. 

(c) Search round for the edge of the placenta, insinuate the 
fingers gently between ft and the uterus and peel off the 
placenta. If the edge cannot be found, instruct the nurse or 
assistant to pull gently on Ihe cord, and scratch through the 
membranes and placenta to the space between it and the 
uterus; but do not scratch through the uterus, which is very 
soft. (If there rs a contraction ring, Ofeen-Armytage advises 
inhalation of amyl nitrile.) 

If the uterus is empty but not retracting, give full doses of an 
injectable ergot preparation and Pituiirin, and massage and compress 
the uterus per abdomen. If this is unsuccessful, give a hot (120® F.) 
intra-utenne douche. 

If haemorrhage still continues, pack the uterus with Cibazol- 
glycerin gauze, as follows : 

(a) Anaesthetize Ihe patient. 

(b) Put her in the lithotomy position, insert a speculum, grip 
the anterior and posterror lips of the cervix with ring forceps 
and, using a pair of long non-toothed forceps, pack the uterus 
from fundus to os. The opportunity u also taken to look for, 
and, if necessary to repair, tears in the cervix or vagina. 

If the blood comes in a steady trickle, and particularty if it is 
bright, a laceration is probable, so expose the cervix as above, and 
carefully sew up any laceration of lacerations with interrupted 
chromic catgut sutures, being careful to begin at the very top of the 
tear. 

If the bladder is full, or even may be full, pass a catheter. 

THE FULMINATING CASE. — ^In this, happily, rare emergency, 

V 
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the surgeoQ must act before he thinks, and tbs first action is to 
compress the patient’s abdominal aorta with his left fist; he then 
thrusts his right fist (washed with Dettol by the assistant if not 
already glos-^ and clean) into the patienfs sagina, and presses up 
the cervix and anterior wall of the uterus, while with his left 
(abdominal) hand he antcvcrls the uterus, which he now compresses 
between his two hands. 

1/ the uterus ir empty a full dose of an ergot preparation and 
one c.c. of Pituitrin are injected, while preparations are made for 
giving a hot intra-uterine douche (120'’ F.), and an intravenous 
glucose-saline or, preferably, a blot^ transfusion. As soon as the 
hot douche is ready it is giren, and if the haemorrhage does not 
cease the uterus should be pocked with Obazol-glycenn gauze or 
iodoform gauze soaked in £)>'cerio as described abos'e. 

// the Uterus is not empty the inira-snginal right hand remos-es 
the pbcenta or any remains or clots, after which ergot or Pituitrin 
injections are pven, and the bleeding generally stops; otherwise 
proceed as above. 

ASPHYXIA NEONATORUM 

This is divided into “blue” or “livid”, and “white". In blue 
asphyxia the cord is pulsating strongly. In >vhite asphyxia U is not. 

Blue asphyxia is caused by obstruction or by narcosis of the 
mother, so the treatment is to remove the obstruction by suction 
with a mucus extractor, to give COt and ox>'gen, and gentle artifida? 
respiration. Mouth-to-mouth respuation is an old-fashioned and 
excellent method which has saved many young lives. Rubbing 
brandy on the li;K and slapj^g the inverted child with cold water 
will often make it cry. An injection of lobclinc (gr. ^) into the 
umbilical vein is one of the best respiratory stimulants known. 

(.N.B . — If a baby is bom asphyxiated, cut the cord long so as to 
facihtate intravenous injection.) 

White asphyxia is a much more serious condition and is due to 
shock. The old treatment of slapping and squeering is the worst 
possible. Instead: 

(а) Apply the mucus catheter in case there is some obstruction. 

(б) Inject lobeline into the umbilical vein. 

(c) Lay the child on its side, with its head low, and give oxjgen 
and CO*, with gentle artificial respiratioo, or do mouth-to- 
mouth respiration. 

(d) Keep the child warm. 

(e) If the heart is very feeble or 5«ms to have stopped, inject 
i c.c. of adrenaline into it through the third or fourth left 
interspace. 

OPHTHALMIA NEONATORUM. PREVENTION 

(а) Wipe the eyes with a clean boric swab as soon as the head 
is bom. 

(б) Drop two or three drops of Coilosol Argentum Ophthalmic 
(Crookes) into each eye. 
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(c) Repeat the Collosol Argentum when the child has its bath, 
and daily for the first five days of its life. 

In experimenis with many hundreds of cases the writer found 
that this method gave the most consistently good results. 

Other methods are to instil two drops of 2% silver nitrate solution 
at birth; or to use 5% Protargo! or Argyrol or penicillin 3,00Q units 
per c.c. 

For the treatment of ophthalmia neonatorum set Eye. 
PUERPERAL SEPSIS 

One of the greatest triumphs of chemotherapy is in the treatment 
and prevention of puerperal sepsis. 

(а) If there is any laceration, apply Cibazol or a similar powder 
before sewing up, 

(б) If there is any chance of infection, or if there have been any 
intra-uterme manipulations, give one of the sulpha drugs for 
the first five days after delivery. 

(c) If signs of puerperal infection develop, give vigorous chemo- 
therapy. 

Local measures still have their uses, and if the lochia are un- 
healthy, a Milton or eusol vaginal douche will greatly improve 
matters. latra-ucerine glycerin is seldom necessary in the presence 
of chemotherapy, but may occastonaUy be of service. Intra-uterine 

g enicillin, 5,000 units per c.c. of stenle distilled water, has also 
ees used with success. 

PREVENTION. — The fact that it is now easier to cure puerperal 
sepsis is no reason for relaxing precautions, of which the chief are: 
(a) A!! attendants at a labour must wear masks, and anyone with 
a throat or other infection must be excluded. 

(6) Rigid aseptic ritual for surgeon or midwife, including sterile 
gowns and gloves. 

(c) Minimum of interference and examinations compatible with 
a knowledge of what is going on, but if a vaginal examination 
seems likely to give valuable information it should always be 
performed, under suitable aseptic conditions. 

LACTATION 

TO INCREASE THE FLOW. — ^The lactogenic hormone pro- 
lactin is the best treatment. The hormone is sold as Physolactin 
(Glaxo), and is given intramuscularly every day for five days, the 
dose being 5 c.c,, 5 c.c., 2 c.c., 2 c.c., I c.c. ; the effect is apparent 
in 24-36 hours and the hormone may be used at any time within 
the first six weeks of lactation. 

Other measures ate the drinking of plenty of fluids, and the 
eating of plenty of food, especially green vegetables (consider the 
cow, which makes milk from grass and water). A further important 
point is the avoidance of worry, insomnia and emotional upsets, 
not ahvays easy at this time when primitive woman becomes like 
a tigress with her cubs. 
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Cotton-seed oil has a great reputation as a galactogogue in cattle 
and is often useful in women; Lactagol is the standard prejMration, 
the dose being a teaspoonfd four or five times a day in milk. 
Edestine is said to be the active principle. 

Large quantities of milk should not be forced on the patient, 
although a cupful of cocoa, Ovalune, Boumvita or Horlicks may 
usefully be given in the middle of the morning and last thing at 
night. 

TO STOP THE FLOW.— An injecuon of oestrogen (Oestroform, 
Ovocjclin, etc.), 50,000 units every other day, supplemented by 
tmee-daily doses of 0-3 mg. dienoestrol or 1 -0 mg. stilboestrol will 
stop the flow of milk in a few days. Alternatively, male hormone, 
e.g., Perandren, 25 mg , may be given daily. 

If hormones are unobtainable, the old treatment of belladonna 
plaster to the breasts and mag. sulph. by the mouth may be given. 
If the breasts become painful, withdraw only enough milk to 
relieve the pain. 

OEDEMA OF THE LUNG — See Heart Disease. 

OLD AGE 

The phenomena of old age are associated with a gradual 
diminution in the activity of the endocrine glands— not one ^nd in 
particular, but the whole ductless glandubr system. Reaction is 
dimirdshed and pain is not felt so acutely; there may be considerable 
fever without any rise of the thermometer in the mouth, and 
constipation is very freqaent 

The aged require little food; they are usually grossly overfed; 
their diet should consist of vitamuKontainlng foods, such as 
butter, milk, cream, and eggs, with lomatoss, spinach and fresh 
fruit; abundance of fresh air, with physical and mental exercise, is 
necessary. 

OPHTHAL.MU— 5ee Eye. 

ORAL SEPSIS — See Denial Surgery. 

ORCHITIS {See also Epididymo-otefailis.) 

This IS generally associated with epididyoutis and is of several 
kinds 

Traumailc, following a kick or similar injury. There is much 
pain and a haematoma is presenL If this is large it should Ik washed 
out, under local anaesthesia, with normal saline through a cannula. 

After a penetrating wound septic infection may, of course, occur. 

After Mumps, usually within 10 days, a severe epididymo-orchilis 
may occur, which may be bilateral; if so it is likely to be followed 
by sterility. 

Treatment is by rest and local application of lead lotion. 

Infective, due to Bacillus colt, sti^ococci, etc. Hamilton Bailey 
mentions Acute Epidemic Funicalius, which occurs in Egypt and 
India. It is probably an acute strq>tococcal thrombophlebitis of 
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vessels of the spermatic cord, and is accompanied by acute hydrocele. 
Several fatal cases have occurred. 

TREATMENT. — This is by vigorous chemotherapy. 

Syphilis in the tertiary stage attacks the testicle, causing a 
gummatous orchitis; clinically, an important sign is the absence of 
testicular sensation on pressure. 

Tuberculous Orchitis follows tuberculous epididymitis. 
ORIENTAL SORE — See Leishmaniasis. 

OSTEOARTHRmS— S’ee Arthritis. 

OSTEOMALACIA— S'ee Rickets. 

OSTEOMYELITIS — See Bone Inflammation. 

OTmS — See Ear, Diseases of. 

OTOSCLEROSIS — See Ear, Diseases of. 

OXALURIA 

The causes of an increase of calcium oxalate in the urine are oot 
known. As regards diet, measures should be taken to exclude excess 
of both calcium and oxalic acid by forbidding milk, rhubarb, eggs, 
tea, flgs, beetroot, spinach and tomatoes, and giving fish, meat, 
rice, bread and other farinaceous foods. Mag. sulph. gr. 30 daily 
is advisable as the magnesium salt is more soluble than the calcium. 
Exercise and a digestive mixture vnth nitro-hydrochloric acid is 
also useAil. 

OXYGEN 

It is only recently that the value of oxygen in therapeutics has 
been fully appreciated, and probably in future it will prove of great 
value in the treatment of a number of diseases of the circulatory 
and respiratory systems. 

In the past too little has been given, and considerable quantities 
must be used to be effective. A patient with fever breathes about 
10 litres of air per minute and this contains two litres of oxygen; 
two extra litres per minute arc required; oxygen bubbling through 
a Wolff’s bottle only does so at the rate of about 0-2 litre per minute. 

It has been shown in cases of pneumonia that the arterial blood 
has at times only 80% saturation, which means that the oxygen 
tension is only 50 mm. Hg instead of the normal 100 mm. Hg. If 
these two litres of oxygen perminotoaee^wn, the degree of satara- 
tion can be increased to 91% or an oxy^n tension of 70 mm. Hg, 
and this is accompanied by marked improvement in the patient’s 
condition. 

The action, however, of oxygen in pneumonia is irregular, as in 
some cases large patches of consolidation are cut off from all 
possibility of absorbing oxygen, and the blood leaving this part of 
the lung must be imperfectly oxygenated. 

An important point in treatment with oxygen is that it must be 
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begun early, before marked »giis of cyanosis appear, as onw well- 
marked cyanosis is established it rapidly produces injury to the 
tissues and especially the heart muscle; it is therefore all-important 
to prevent cyanosis from appearing. As regards administration the 
funnel is wasteful and ineiririeni; few patients can tolerate a mast; 
the best method is by a soft catheter passed in 2 to 3 inches into 
the nose; any irritation is allayed fay smearing it with cocaine 
omtment and the catheter is fastened to the cheet by strapping. 
Oxygen as it issues from the cylinder is cold and dry, and it is 
therefore advisable to pass it through a coil in hot water. 

OZAENA— See Nose, Diseases of and Hormones. 

PALMAR ABSCESS— .See Hand and Finger Infections. 
PALPITATION— 5ee Heart Disease. 

PANNUS— See Eye. 

paralysis AGITANS 

Patients should be encouraged to continue their normal work 
and pleasures as long as possible; the disease cannot be 
cured and is slowly progresshe; drugs have little influence over 
the tremors, but those of (be fayoscine, belladonna, stramomum 
group relieve the ripdity, thusp^'ios more freedom, and diminish 
the excessive salivation. Hyosetne bydrobromide commencing at 
gr t.d.s. and gradually increasing up to p. or et en gr. or 
Tr Belladonna from l5-40iii i.d.s.,orGcnoscopolaimne- 5 ^tOiVgf- 
daily may be ^vcn. In all cases a watch must be kept for the 
appwance of any toxic symptoms, the first being difficulty in 
readmg from loss of accommodation for near vision, and then 
dilatation of the pupils. 

PARAPHIMOSIS 

Except in early cases it is better to give an anaesthetic in order lo 
effect r^uction. 

(a) If crushed ice is available, bandage some round the penis. 

(b) Using plenty of oil, try with the thumb and first two fegers 
of the right hand to press the glans through the constricting 
ring, which is held in the fingers of the left band. 

(c) If this fails, take a pair of toothed dissecting forceps, and on 
the dorsal aspect of the penis grip the constricting ring. It is 
then usually an easy matter lo effect reduction by a combina- 
tion of gentle traction on the forceps, and distal pressure on 
the glans. This method generally makes incision of the band 
unnecessary, but this must be done if no other method 
succeeds. 

(d) Circumcise the patient after a week or two. 
PARATYPHOID— Enteric Fever. 
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PARKINSONISM — See Paralysis Agitans and Encephalitis 
Lethargica. 

PARONYCHIA— Hand and Finger Infections. 

PAROTITIS — See Mumps. 

PAROXYSMAL TACHYCARDIA— S'cc Heart Disease. 


PEDICULOSIS CAPITIS 

Wash the head with a mixture of xylol and ether, equal parts or 
apply Ung. Hydrarg. Ammoniala containing a drachm of xylol to 
the ounce. The dead nits are later combed out with a fine comb and 
the head washed with soap and water. Nits may also be removed 
with acid (Acid. Acetic Dil.). The classical method is to apply the 
ointment to protect the skin and then to swab the hair with third- 
grade kerosene, after which some rags are soaked in it and the 
whole covered with a cap for 24 hours. One in forty carbolic add 
lotion may be used instead. Washing the hair with petrol is also 
satisfactory, but this is most dangerous in a dry climate, where the 
friction of the hair may cause a spark, with terrible results. 

JD.D.T. in a strength of 1% in alcohol or kerosene, rubbed into 
the hair, not only kills all ^diculi but protects the individual 
against them for about a fortnight if be does not wash his hair, but 
when there is no danger of re-infestation the hair can be washed 
and combed after about an hour. Gammexane jo 0-25% dilution 
has a similar effect. 


PEDICULOSIS CORPORIS 

This condition is best treated by the D.D.T. (1%) spray; the 
clothes must also be sprayed, especially at the scams, or powdered 
with D.D.T. 10% in an inactive base such as talc powder or French 
chalk or with Gammexane dust “D034”, otherwise Unguentum 
Hydrarg. Ammoniata should be applied to the skin, after a bath, and 
the clothes sterilized by heat or steam. 

PEDICULOSIS PUBIS 

This condition is rapidly cured by 1% D.D.T., by Ungucntu.’T 
Hydrarg. or by Ung. Hydrarg. Ammoniata. It is not ncccssaiy to 
shave the pubes. 


PELLAGRA 

The early symptoms of this deficiency disease are a son tortrso 
and loss of appetite, with loss of weight and someii/na 
and mental depression. 

The typical skin lesion appears on the backs of tio * V 
on the face (often thought at first to be sunburn), aoi k 
spring. Later, the skin becomes dry, pigmentai trj*' 

Mental changes include melancholia, and «r>5Ttt 
resemble those of subacute combined 

TREATMENT.— Give nicotinic add m 'tip 'to * 
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gramme a day for JO days and then reduce. Gh’e also ribofla'ln 
(vitamin B,) and the rest of the siwmin B compJcj. Uwr, eggs. 
Ntarmuc and yeast should be included in the diet. 

PEMPHIGUS 

This js rare in adults and trealcnenl is by chemotherapy with 
local pricking of blisters. Carbarsone has been useful in some 
cases. 

PEMPHIGUS NEONATORUM 
This is of two kinds^eptic and syphilitic; the btter afTects Jhe 
feet and hands chieHy, and there art other signs of congcnttal 
syphilis. 

Septic pemphigus neonatorum is probably the infantile equivalent 
of impetigo contagiosa, and affects feeble infants. It may begin as 
early as the first week. 

TREATMENT,— This is by chemotherapy and isolation. Weak 
antiseptic baths are also recommended, such as potassium 
pennanganate I*. 4,000. 

PERICVROmS— Jee Heart Disease. 

PERIOSTITIS— 5« Bone Inflammation, 

PERIPHERAL NEURITIS— 5ee Nefsous System. 
PERITONITIS-GENERAL 

By far the most important physical sign is rigidity of the abdominal 
wall. It is accomfianied by tenderness and m the bter stages by 
distension. The pulse is rapd and the temperatuTt rises after the 
first fewr hours. 

The commonest cause is a perforated siscus, usually the appendix, 
sometimes the duodenum or stomach, occasionally the bladder, or 
in typhoid fescr the terminal part of the ileum. Pneumococcal 
peritonitis is not uncommon in children (generally accompanied 
by herpes of the lower Itp). and gonococcal peritonitis may occur 
as an extension from the Fallopian tubes. 

A ruptured spleen, Us cr, ovarian cyst or ectopic gestation irritates 
the pentoneum and causes all the symptoms of general p>eritomtis. 
but the ngidity is not quite so marked, and there may be shifting 
dullness and s^ptoms ofiotemal haemorrhage as well. 

TREATMENT. — If the cause is a perforated viscus and the 
condition of the patient piermits, the abdomen should be opened 
at once. If the appendix is at fault and can be remo%cd without 
undue difficulty this should be done, and a pxrforation of the 
duodenum, stomach or ileum must be sewn up; a pune-string 
stitch usually suffices, but if the viscus is very cedematous it may be 
better to infold the perforation and sew up transversely. When 
there is any doubt about the water-tightness of the repair the 
omentum should be attached with a few interrupted stitches. In 
these cases the area must be freely pxiwdered with a sulpbonamide. 



O’Meara’s Medical Guide 673 

and drained by means of a soft rubber glove drain, through a 
separate stab wound. 

When in doubt about the cause, make a right subumbilical 
paramedian incision ; this can be extended upwards or downwards 
at will. 

Spinal anaesthesia is the best because of the relaxation it gives, 
but there may be some headache afterwards, if the patient is in the 
Fowler position. 

Active chemotherapy is carried out at the same time, and after 
the operation the patient is put jo the Fowler position and given 
nothing but water by the mouth for 48 hours; transfusion with 
blood-plasma or saline may be required. 

PERITONITIS— TUBERCULOUS 

The commonest lump in a man’s belly is tuberculous glands; in 
a woman’s, a baby. 

The commonest cause of symptomless fever lasting for weeks 
or months is tuberculous peritonitis. 

There are three varieties— wet. dry and caseating; in all, the 
glands are enlarged but in the last-mentioned they arc breaking 
down. 

The commonest physical sign is a doughy distension with slight 
rigidity. If fluid is present, (here will be shifting dullness unless the 
fluid is loculated. 

TREATMENT. — In all cases general treatment is essential,* it 
includes fresh air, rest in bed, vitamins and calcium injections, and 
the diet should be “light but nourishing”. The temperature and 
pulse are taken morning and evening, and the patient is not allowed 
out of bed until they remain below 100. 

Id a case which came under the writer’s notice in Rajputana, a 
young man had such masses of glands in the abdomen that sarcoma 
seemed the probable diagnosis, but the patient was put on injections 
of Solganol B Oleosum and in three weeks not a gland was to be 
ftit. This or a similar drug is, therefore, always worth trying in 
these cases. 

When fluid is present a small midline subumbilical incision should 
be made under local anaesthesia, the fluid let out, the air let in, and 
the abdomen closed. This is belter than tapping or oxygen inflation 
because it both gives better results and is less dangerous, as gut 
may be adherent to the parietal peritoneum and be punctured. 
If the little operation is refused, and tapping is to be done, never 
tap a resonant area. 

Even in cases of dry peritonitis a laparotomy is sometimes 
beneficial, but general treatment is more important. 

In the absence of tuberculous lesions elsewhere, the prognosis of 
tuberculous peritonitis is good, although in later years obstructive 
adhesions may form. (N.B . — ^The less these adhesions are interfered 
with the better.) 

PERITONSILLAR ABSCESS-Jte Tonsillitis. 
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PERNiaOUS ANAEMIA— Anaemia. 

PERSPIRATION, EXCESSIVE ANT) OFFENSIVE 
X-iays applied to the affected area by an expert are_ curative id 
most cases, ten or twelve applications usually being required. 

Local applications are sulphate of alununinm 2% in w’ater, or 
tannic acid 1% in equal parts of water and spirit. Dusting powders 
containing 3% of sahcylic acid are also useful. 

Moist, clammy hands can often be improved by rubbing them 
with 10% formaldehyde solution or by X-ray iiradiation. 

Patients suffering from, sweating feet (bromidrosis) should wear 
chaphs or sandals in preference to boots or shoes, should change 
their soefe or stockings daily or wear none at all, and wash theu 
feet in 1% fo rmalin or 1 ; 4,000 potassium permanganate. 

PERTUSSIS — See Whoopmg Cough. 

PESSARIES, SIZES — See Dressings and Accessories. 
PHARYNGmS-See Tonsillitis. 

PHIMOSIS — See Circumcision. 

PHLEBITIS 

This IS accompanied by intravenous clottmg, the thrombus being 
either non-suppurative as in “wlute leg” or suppurative as in 
lateral sinus or cavernous sinus thrombosis. Obviously the treatment 
of the two conditions is quite different. 

NON-SUPPURATIVE THROMBOSIS.— In non-suppurative 
thrombosis the object is to prevent Ibc clot from spreadmg, moving 
or breaking off. ITie first is achieved by rest and elevation and by 
hepann and dicoumarin, if available (for details, see Coronary 
Thrombosis in the seefion. Heart Disease)', the time-honoured 
application of eqnal parts of glycerin and Ichthyol on lint is also 
good , one adrantage is its messiness, which keeps the patient still, 
so avoidmg soiling all the bed<lothes. 

The second and llurd objects are achieved by complete rest, a 
light splint to the back of the leg being advisable. Ligature of the 
vein bet\i’een the clot and the heart is sometimes carried out, 
especially if there is a previous history of pulmonary embolism. 
These patients are gener^y kept in bed for about six weeks, but as 
the clot IS adherent to the vessel wall at the end of 14 days, three 
weeks would appear to be a safe period. 

PREVENTION. — ^Post-operative and post-partum thrombosis 
can be prevented by avoidance of venous stasis; in other words, 
as soon as the patient recovers from the anaesthetic she is encouraged 
to move her legs and to turn over on one side. The “donkey” pillow 
behmd the knres should be strictly forbidden. Since adopting tbi< 
routine the writer has not seen a case of femoral thrombosis in a 
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long series of chiidbirths and abdominal operations. Curiously 
enough, the new custom of getting patients out of bed the day after 
operation has in some series of cases been followed by a larger 
incidence of post-operative venous thrombosis. 

SUPPURATIVE THROMBOPHLEBITIS.— The only forms 
of treatment of any avail in this condition are large doses of penicillin 
and proximal ligature where anatomically possible — e.g., the 
internal jugular vein should be tied when there is lateral sinus 
thrombosis from middle-ear suppuration, and the angular vein 
may be tied for carbuncle of the upper lip. 

In suppurative pyelo-phlebitis the causative appendix may 
perhaps be drained. 

PHOTOTHERAPY 

The therapeutic value of artificial light apparently depends 
chiefly upon the wavelength of the rays. 

Artificial light used for treatment may be grouped under two 
heads : (1) Rays that emit heat and visible rays only, (2) Ultra-violet 
rays. 

(1) HEAT AND VISIBLE RAYS.— The sources of these rays 
are the Leucodescent lamp and the Dowsing incandescent lamp: 
the former is a high-powcr incandescent electric light of 300-5(X) 
candle power; the effects are those of beat alone. The lamp is 
mounted on a bracket and moved up and down, after being focused 
on the skin at a distance of about two feet, for a period of about 
ten to fifteen minutes; the treatment can be repeated daily. The 
Dowsing incandescent lamp is less powerful than the above, but 
small, portable and easily manipulated and is therefore useful in 
treating small areas, such as individual joints. The following 
affections can be treated by these rays : neuralgia — the pain of this 
condition may be greatly alleriated — fibrositis, arthritis, muscular 
rheumatism, and local inflammatory conditions due to pyogenic 
organisms, such as furunculosis and abscesses. The rays relieve the 
pain andLuing them to a head rapidly for opening. 

(2) ULTRA-VIOLET RAYS. — Ultra-violet rays have a potent 
action in killing micro-organisms, but have little power of penetra- 
tion ; they produce pigmentation and erythema of the skin ; but 
apart from this bactencidal power (hey have a general effect on 
metabolism and raise the bactericidal power of the blood, and cause 
lymphocytosis. Ergosterol, normally present in the skin, under the 
influence of ultra-violet rays produces vitamin D which is specific 
for the growth of bone and healing of wounds. The following 
sources of artificial light are used in ultra-violet treatment: (1) The 
Mercury vapour lamp, (2) The Kromayer lamp, (3) The Carbon 
arc, (4) The Tungsten arc. The Mercury vapour lamp is relatively 
poor in heat waves but is rich in ultra-violet rays. In treatment the 
coldness of the light is compensated for by a circle of incandescent 
electric lights grouped round the Mercury lamp; this constitutes 
artificial heliotherapy. Treatment should be commenced with an 
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exposure of one min ute with the lamp at a distance of three feet; 
this may be gradually increased up to an exposure of fifteen minutes 
three times a week, but it is advisable before commencing treatment 
to test the sensitivity of the patient by local application to a small 
area of the skin of the forearm through a hole in a protective cover- 
ing. TTie Kiomayer lamp is a water-cooled lamp with a quartz 
window and is most effective for local application. The Carbon arc 
has the advantage that the biological action of the ultra-violet rays 
is increased by the presence of beat and visible rays, being thus 
more like the natural rays of the sun. For treatment the patients, in 
a nude condition, sit around the lamp at distances of three feet or 
more, the eyes being protected by dark glasses. Exposure commences 
with about fifteen minutes and increases up to two hours or more 
per day ; pigmentation of the skin is rapidly produced. The Tungsten 
arc has b«n largely replaced by the Mercury vapour lamp, as it has 
the disadvantages of the expense of the Tungsten poles, spluttering 
an emission of sparks, and is only applicable to limited areas. 

DISEASES BENEFITED BY LIGHT TREATMENT; 

RICKETS. — When sunshine is not available, exposure to 
the Carbon arc is unquestionably tery effective: it not only 
improves the general health and standard of nutrition, but 
also increases the rate of growth; it has also been used for 
the ante-natal treatment of expectant mothers in localities 
in which rickets is prevalent 

SURGICAL TUBERCULOSIS AND LUPUS.— It !s of 
great service in these conditions In the absence of natural 
heliotherapy, and should be administered by either the 
Carbon arc or the Mercury lamp under conditions 
approximating those of Ibe open air as nearly as possible. 

PULMONARY TUBERCULOSIS. — Great care and judgment 
is required in these cases; it should not be used when there 
is any pyrexia, but chronicand healed cases frequently benefit. 

HBROSITIS AND MUSCULAR RHEUMATISM.— Pain 
is relieved in these cases and the absorption of fibrositic 
indurations is promoted. 

SKIN DISEi^ES. — Especially suitable arc coccal infections 
and chilblains. High blood-pressure and convalescence from 
acute conditions are benefited by this treatment. 

THE FINSEN LAMP. — The principle of the Finsen lamp treat- 
ment of lupus was the focusing of the sun's rays through water- 
cooled lenses which were pressed on the skin to render it bloodless, 
thus alloiving the rays to penetrate. The Carbon arc was subsequently 
substituted for the inconstant sunlight It has, however, been 
discovered recently that simultaneous irradiation of the whole body 
by the Carbon arc greatly accelerates results, thus pointing to the 
fhet that the general is more important than the local effect. 
PILES— See Haemorrhoids. 
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VINK DISEASE (ACRODYNIA) 

This disease generally dccuifs between the ages of six months and 
two years, is not common in England and must be rare irt India. 

The striking symptom is the misery and irritability of the child, 
which is not surpnsmg when the symptoms are considered. There is 
severe itching of the hands and feet which, with the nose and ears, 
turn a pink colour and siveat excessively, so a pnckly-heat rash 
often comes out ; the scalp may be similarly affected, and the child 
may literally tear its hair in agony; coupled with this is extreme 
photophobia, which makea the child bury its face in the pillow. 

The disease lasts for about six months. 

TREATMENT. — Certain similarities between this disease and 
pellagra suggest the giving of whole vitamin B complex in full 
doses, in the form of Lederle vitamin B complex Oral, Bemax or 
Marmite. 

Durand and others report dramatic success with daily injections 
of 2,000 units (6 milligrams) of Vibex fthiamme hydrochloride; 
vitamin BJ. Injections were given for six days, after which the 
vitamin was given by month, but relapse sood occurred and was 
quickly relieved by further Injections. ImfimusCuIar injections of 
vibex would therefore seem to be the treatment of choice. Nicotinic 
acid is also given. 

Local measures consist of soothing lotions, such as calamine, and 
sometimes splints are required to prevent excessive scratching. iDiet 
should be fresh and tight. 

Sedatives in the form of barbiturates or bromide and chloral 
may make the child less miserable. 

PLAGtTE (BUBONiq 

Iflfeciion is by the plague bacillus {PasteureUa pestis) which 
infects rat fleas, the cycle being from sewer rats (/?. deciunanus) to 
domestic rats (R. rauus), then to human beings, the fleas leaving 
each species of dead ammals in turn. 

Prophylaxis is by destroying the rats, preferably by cyanogen 
gas, Cymag or Calcid Brickeiis powder, because it also kills the 
fleas. Rat traps of the cage type are preferable to the back-breaking 
type because the fleas leave dead animals as soon as they become 
cold. The cages, with rats inside, should be plunged in a bath of 
phenyle. 

Rat Poison. — One part of barium carbonate made into ptHs 
w'ith two parts of aita or tsUow may be scattered about in tempting 
places ; the pills must be made with very clean hands and touched 
as little as possible because, to reverse the usual order, a rat smells 
a human being. The poisoned rats usually make for the nearest 
water. 

Methyl fluoracetate is being used in the United States of America 
as a successful rat poiSOn. 

N.B . — In plague time a dead rat must be moved with tongs or 
sticks and then burnt, or thrown into phenyle, otherwise the fleas 
may jump on to the person handfing the rat. 
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Inoculatian Haffkine lostitute anti-pbgue %-accmc wafers 

immunity for six, and partial imraanity for twelve months. Dosage 


is as follows: 

1st dose 

Zaddose 

(«-10 da>-s 

Annual 

maintenance 

Men 

1 C.C. 

later) 

1 cc. 

dose 

1 C.C. 

WoiTtCtl 

ic.c. 

1 cc. 

ice. 

Children 11-15 

0 4C.C. 

0 4 e.c. 

0 4 cc. 

5-10 .. 

0 3C.C. 

0-3 cc. 

0 3 cc 

CM 

02cc. 

0 2CC. 

0 2 cx. 


Oae double dow is ^vea as ptophybctic in plague epidemic. 


f;ote . — As it tak« eight days for immunity to develop, and the 
incubation period of the disuse is between two and eight daj-s, 
persons de&iitcly exposed to infection should be put on sulpha- 
diazine or sulphathiazole at once. 

D.D.T. sprayed about a bouse discourages fleas. 

BUBOES. — ^Tbe situatloo depends upon that of the bite ; as most 
people in India are bitten on rihe foot the buboes arc generally in 
the groin, but they wHi be in the axilla if the bite is on the band. 
There is some cMdeoce that the buboes bold up the infecting 
organisms for about three days, after which the condition is i 
sepiicaeraia. The imporunce of this is that pre-septicaemic treatment 
IS more successful t^a po$t*septIcaenuc. 

TREATMENT. — Sulphadiazittc is the drug of choice, the cure- 
rate being 90% in pre»septicaemic and 80% in septicaemic cases; 
with sulphathiazole the cure-rate is about 10% lower. 

The initial dose of either drug is 4 grammes, preferably half by 
the lem and half by the mouth, but not more than 2 grammes of 
soluble sulphathiazole should be giien intrasenously, even if the 
patient cannot swallow. This is followed by 2 grammes (four tablets) 
four hours later, and then by two tablets (1 gramme) e\-cry four 
hours. In lery serious cases the first dose can be as high as 6 grammes. 
When the patient cannot sw-allow, the drug is giicn inlraMnously, 
with the above precaution about sulphathiazole. 

The drug b gisen until the temperature has been normal for 
48 hours, but should not be pstn for more than 10 da)’s. The usual 
precautions about high fluid-intake (8-J 2 pints a day) are, of course, 
obsened. 

The old methods of treatment by intrasenous iodine (1% with 
2% potassium iodide, 10 cx. daily for 4 or 5 da)'s), and by intra- 
venous serum — c.g., Sokhey’s, in ICO c.c. doses, are now super- 
seded, but in some hands the addition of serum to sulphadiazine 
therapy has noticeably improsed the results. 

Under the sulpha treatment, buboes seldom come to the stage 
of suppuration, but if they do, they should be opened with the 
usual precautions against spread of infection from infected pus. 

PSEUMOSIC PLAGUE , — ^Sulphadiazine and sulphathiazole 
haic yet to be tried out on a large scale, but they would seem the 
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only method likely to cure this hitherto always fatal disease. Dosage 
should be as for bubonic plague. 

Note . — Pneumonic plague is highly infectious by means of 
droplets. All attendants should, therefore, be recently inoculated, 
wear masks, gloves and gowns, and take all other precautions, and 
take sulphadiazine at the first sign of fever, cough or malaise. 

PLEURISY {S’ee also Empyema.) 

This is of three kinds — (1) dry pleurisy, (2) pleurisy with effusion 
and (3) empyema. 

Likewise, it is caused chiefly by three organisms — the 
pneumococcus, the tubercle bacillus and the streptococcus. Occasion- 
ally the staphylococcus, Friedlander’s pneumo-bacillus or the 
influenza bacillus is found, and in pleurisy due to trauma any of the 
pyogenic organisms may be responsible. 

DRY PLEURISY. — Most commonly this is an extension from 
underlying lung disease, the common acute dry pleurisy being due 
to pneumonia. In other cases, apart from trauma, the cause is 
usually found to be the tubercle bacillus. This, of course, often 
extends from the lung as well. 

T)^tment.—lhis is that of the causative disease, but locally much 
comfort is derived from strapping or from some application such 
as Antipblogistine. 

PLEURISY WITH EFFUSION.— Although almost always due 
to tubercle this form often has a good prognosis. 

Treatment.— To tap or not to tap? All effusions should be tapped 
if they are causing discomfort or cardiac embarrassment, about a 
pint of fluid being removed, depending upon the condition of the 
patient ; it is seldom advisable to remove more than this amount at 
one sittmg. 

If an effusion shows no signs of diminishing after 6 weeks it 
should be tapped. In the writer’s experience, simultaneous air 
replacement has not given such good results as simple removal of 
fluid, so is not advised. If X-ray photographs show tuberculosis of 
the lung, the hydrothorax is probably doing good by resting the 
lung and may later be replaced by pneumothorax. 

Transudates due to heart or kidney disease or nutritional oedema 
can be dispelled by mercurial diuretics such as mersalyl or Neptal. 

Tapping (paracentesis) is done as follows : 

(a) Connect up and test the Potain’s apparatus. 
lb) Sterilize the skin and inject a local anaesthetic into a small 
part of the dull area, usually in the mid-axillary line 
between about the 8th and 9th nbs. 

(c) If a needle has not been put into the chest before, confirm 
the presence of fluid with a hypodermic syringe and needle 
through the anaesthetired spot. 

(d) Tell the assistant to close the tap between the bottle and 
the patient, to exhaust the air from the bottle and then to 
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close the other tap, thus leaving the bottle with a vacuum 

in it- . .. . 

(e) If the Potain’s needle is a large one, make a i>rcliminary 
nick in the anaesthetized skin with a cataract knife. 

(f) Instruct the patient to breathe very quietly and with the 
sharp trocar in the Potain’s needle, push it through the 
anaesthetized area of chest wall into the pleural cavity, and 
withdraw the trocar, when fluid should run out. (If air 
runs in, the paracentesb is unnecessary.) 

(g) If the flow is good, let the fluid run into a basin and collect 
about a pint, otherwise connect the tube with the sidepiccc 
on the needle, close the tap on the straight piece and open 
the tap into the bottle, when the fluid will tw sucked in; If 
necessary, open the other lap and increase the vacuum by 
means of the pump. 

(A) When enough fluid has been collected, withdraw the 
trocar and seal the puncture with Tinct. Benzoin. Co. 

The greatest care must be taken about asepsis, because any 
infection of the fluid In (he chest may be disastrous. 

Tubercle bacilli are seldom found, but should be looked fof; if 
they are not seen, ID c.c. of fluid should be injected into a guinea>pig. 

PLUMBISM 

Recent acute Uad poisoMfng.— Get rid of as much lead as possible 
by stomach tube or emetic and conieft the rest into insoluble lead 
sulphate by giving Mag. Sulph. half*an-oxmce m water every two 
hours untD free purgation occurs. 

Subacute lead poisoning is shown by lead colic (which may mimic 
an acute abdomen, so in doubtful cases look for the blue line on 
the gums) and by lead encephalopathy. In the latter there may be 
epileptiform convulsions and mania ; the condition is a very senous 
one and the immediate treatment is lumbar puncture. 

TREATMENT. — The principle of treatment b to fix the lead 
temporarily in the bones, and later to release it in small doses and 
elinrinate it. 

To fix the lead in the bones give an intravcocrus injection of 
10 cc. of 10% calcium chloride, calcium gluconate or Calcium 
Saodoz every three hours on the ^t day, and then calchim by the 
month, gr. 20 of the lactate or gluconate three times a day, with 
vitamins D (5,000 units a day) and C (50 milhgnims or more a 
day). 

A diet nch in calcium — that is to say, with plenty of milk — is 
abo given. Morphia and atropine telieve (he pain qC colic, if severe, 
but the calcium injections generally bring quick relief. ^Vben 
symptoms of chronic poisoning such as WTist drop or other lead 
palsy are present, elimination b carried out by giving ammonium 
chlonde, 15 grains six times a day, with large quantities of water 
and a calcium'low diet. Thb tn^od is safer than either the 
potassium iodide or Parathonhone method. If symptoms of 
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Bub-acute poisoning occur the ammonium chloride is stopped at 
once and calcium therapy renewed. 

PNEUMONIA, LOBAR 

“The disease is in the lungs, but the danger is in the heart.” 

The object of treatment is to destroy the causative organisms, 
to reduce the inflammation and prevent its spread, to eliminate 
toxins, to support the patient’s strength and to make him 
comfortable. 

The Crst is achieved by sulphonamidcs, helped in severe or 
obstinate cases by penicillin and it may be said at once that since 
the discovery of these remedies, the mortality has been reduced 
to about a fifth of its former figure and the disease is no longer 
“captain of the men of death”. They therefore form by far the most 
important part of treatment. The original sulphapyridine ( M. & B. 
693) is now largely replaced by other compounds causing less 
nausea, but with all of them it is important to start with a relatively 
large dose — e.g., four to six tablets; two tablets being given four- 
hourly thereafter. When vomiting or nausea prevents absorption 
by the mouth, the soluble form of the drug is given intravenously. 
In this disease, penicillin has only a slight advantage over the newer 
suipbonamtdes. 

Reduction of inflammation and prevention of spread are brought 
about largely by the treatment just described, but certain adjuvants 
ate both helpful and comforting, the most useful being an Anti- 
phlogistme plaster, which is appbed pleasantly hot once in 24 hours 
over the affected area. To ensure that the plaster is not too hot or 
too cold It should be felt with the back of the finger before being 
applied. The sick-room should be kept at an even temperature, the 
air should be as fresh as possible, the patient’s chest should be 
warmly but lightly covered and the bed-clothes adequate but not 
excessive. 

Toxins are best eliminated by a dose of castor oil. The patient’s 
strength is supported by injections of Coramme, nikethamide, 
camphor in oil, or some such preparation ; brandy and champagne 
also have iheir uses. If there is respiratory distress or if the heart 
shows signs of failing, oxygen must be given, preferably through an 
intra-nasal catheter fixed to the patient’s cheek by a piece of slicking 
plaster; the funnel and tube method is useless. Cyanosis usually 
means that the right heart is fading; this can be relieved by bleeding, 
12-20 ounces being sufficient (for method, see Venesection). As the 
ordinary digitalis takes several houra to work, preparations of 
the drug are useless in pneumonia; intravenous injection of 
strophanthin gr. ^ or Digoxin (D/gi/aZ/s Janata) one milligram, has 
a rapid effect on the heart, and improves its tone quickly; the 
injection may be repeated once after 2 liours. 

Comfort is secured by preventing pain, dyspnoea, insomnia or 
irntaimg cough. Much arffin^t has taken place about fha 
advisability of morphia in pneumonia, because it depresses the 
respiratorycentre. The best answer is to give heroin, which not only 
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alleviates pain but stimulates the breathing; it ha.s to be given 
care because of its notonous propensity for habit-foming. If 
berom is unobtainable, morphia or Omnopon may be given wlh 


atropine. . r 

Dyspnoea is prevented by the measures prescribed above for 
supporting the heart. 

Insomnia, unless due to pain, is best treated by a barbiturate such 
as Gardenal in I}-3 groin doses, and irritating cough can be 
prevented by using plenty of pillows. 

The following Jinctus wTl be found useful for checking an 
irritative, painful, spasmodic cough: 


Q Codeinae Phoiph sr. I 

SoJ. Bromid. Sf. 5 

Tinct. Dcibdonnae .. .. ..r(5 

Tinci. Camph. Co. \ _ 

Synjp.ToIu. [ aall 10 

Clyctnn. I 

Aq ad .. .. -> 3j 

A leaspoonrul to be rKaQoued ilo»ty wbeo 
required. Heroin hydrocMor. fr. |>, may be 
substituted for the codeioc phosphate. 


Even with successful chemotherapy, convalesceocc must not 
be hurried; the patient should remain in bed for at least a weekafter 
the temperature has become normal, and should not return to work 
until at least a month later, and then only if there are no ph)'steal 
signs. Common s^uelae of neglecting these precautions are chronic 
broDcbiUs and irritable heart; occasionally pleurisy or tuberculosis. 

PNEUMONIA IN INFANTS.— Two points of importance are 
the relatively high doses of sulpha drugs required, and the usefulness 
of penicillin. Doses of sulphadiazine and sulphaihlazole are as 
follows . 

A child of one month requires one tablet (0-5 gramme) four- 
hourly for 2 da>s, and then six-hourly for at least 3 daj-s. 

A child of six months should be given two tablets (1 gramme) 
as the first dose, followed by the same as above. 

Vomiting in the early stages should be disregarded; it generally 
ceases as the cWld improv«. 

BRONCHO-PNEUMONIA. — ^Thc drug of choice is penicillin in 
the usual doses, sulphathiazole and suJphadiazine are given as for 
lobar pneumonia. 

Fresh air, supplemented by oxygen in severe cases, is a necessity. 
Restlessness is best overcome by a grain of Gardenal with ttuw 
grams of aspirin, but in the case of children this should not ix 
repeated. 

PRIMARY ATYPICAL PNEUMONIA.— The disease is 
probably not new, but its discovery is, because it was made chiefly 
• by X-rays. The cause is so far tinknown. but is probably a virus and 
the disease tends to occur in small outbreaks. Psittacosis can cause 
a similar condition. 
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CLINICAL FEATURES. — These vary greatly, some cases being 
much more severe than others, some lasting only a few days, others 
two or three weeks, so it is difficult to describe an average case, but 
the feature that has led to the differentiation of the disease is the 
presence of X*ray shadows out of proportion to the physical signs. 

The Onset may be gradual, but is much more usually abrupt, 
with malaise, a shivery feeling not amounting to rigor, complete 
loss of appetite, and a temperature between 100” and 105” F. The 
temperature tends to remain steady and high for the first week or 
ten days, after which it subsides slowly, reaching normal after about 
the same period of time. 

The Pulse is relatively slow, and the respiration, though slightly 
quickened, is nothing like so fast as in pneumonia. 

Cough appears a few days after the onset and can be trouble- 
some; a feature of the sputum is the very high proportion of 
mononuclear cells. 

PHYSICAL SIGNS. — As a rule these do not appear for several 
days, but repeated careful exanunatioo will be rewarded sooner or 
later by the hearing of sticky crepitations at one or other base, or 
less commonly in the higher parts of the lung ; m other cases the 
adventitious sounds are coarse and moist. The physical signs may 
persist long after the patient is well. 

White-cell Count , — This is important, because it remains normal, 
any marked leucocytosis suggesting a superimposed infection. 

X-rays.— As already remarked, the picture shows more than 
one would expect, but it is extremely variable. Mottling, “ground 
glass appearance”, bronchial shadows, hilar shadows, and single and 
multiple patches of congestion all having been described. 

Treatment is another important diagnostic point, because the 
condition does not respond to chemotherapy, so treatment is along 
the ordinary general lines of rest in bed, light nourishing food, 
expectorants and sedatives. 

Prognosis is almost uniformly good, only a few deaths having 
been recorded. 

“Even though there does not appear to be ‘much in the chest’ in 
patients with high fever for no obvious reason, any degree of cough 
and even scanty signs in the lungs should lead to an X-ray examina- 
tion and a white count being earned out before chemotherapy is 
started.” (R. W. D. Turner.) 

POISONING 

This is the most urgent of all emergencies and calls for immediate 
action and treatment even before a definite diagnosis is made, and 
it must be borne in mind that the case is either suicidal, homicidal 
or accidental and therefore may haw important medico-legal 
bearings. 

1. The stomach must be emptied by either an emetic or stomach ' 
tube, except in the case of corroaves. To determine this point, there 
will generally be marks on the lips and upper surface of the tongue. 
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or the breath will smell; if not, moisten your finger, touch Ibfe 
patient’s lips and then taste your finger. . , o • 

2. If a stomach tube is available, unsh out the stomach 6-S times 

with half a pint of warm water, each time syphoning out in the usual 
way until the washings arc clear. Keep the washings, vomit and 
unnefor anal>sis. . ^ 

3. If the stomach tube is not available, give an emetic. The 
following can be obtained in any house: 

l[a) Salt or Mustard — a tablespoonful in half a pint of wann 
water. 

(i>) Three large cupfuls of tepid dish-water. 

(c) Then if the patient does not vomit, tickle the back of the 
throat with the finger. 

{<0 If you have emetics with you, one from the following 
list: 

(1) Pulv. Ipecac. — 30 gr. in water. 

(2) Zinc sulphate— 30 gr. in 8 oz. water. 

(3) Copper sulphate — 5 gr. in half a pint of tepid water. 

(4) Vinum Ipecac. — 1 oz. In half a pint of tepid water. 

If the patient is comatose, give apomorphiDehydrochlor.-jty-igr. 
hypodermically. 

4. While carrying out this Irealment. make your diagnosis as 
to the particular poison, from the smell, appearance and taste of 
the remains In the receptacle from which the poison was swallowed 
and from the following symptoms (sec Diagnosis fcefow). 

5 In these cases the fnends and relations of the patient are 
naturally anxious, and it is better to distract their attention by giving 
them something to do, and, incidentailly, preparing for the next 
stage of the treatment. With this ia view, instruct one person to 
beat up an egg in half a pint of cold milk, another to boil a small 
kettle of water with a handful of tea in it, and a third to prepare hot 
bottles and blankets. 

DIAGNOSIS. — For diagnosb of the particular Kind of poisoning, 
the following list is taken from Murrell’s Wlmt to tia in Cases oj 
Poisoning-. 

(1) You WILL nSD THE PATlEIfT DeaD: 

Prussic Acid. Carbon Monoxide. 

Potassium Cyanide. Oxalic Acid. 

Strong Ammonia. Other active poisons given in 

Carbonic Acid Gas. large doses. 

(2) Patient is Comatose ; 

Opium. Chloral. 

Morphia. Qiloroform. 

Alcohol. Camphor. 

Carbolic Acid. 
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(3) Patientis Collapsed: 
Strong Acids. 

Alkalis. 

Aconite. 

Antimony. 

Arsenic. 

(4) Patient is Cyanosed: 
Aniline. 


(5) Patient IS Delirious: 
Cannabis Indica. 
Belladonna t 
Datura 


Noisy. 


(6) Patient is Tetanized : 
Nux Vomica. 

Strychnine. 

Arsenic. 

(7) Patient is Paralyzed: 
Aconite. 

Arsenic, 

(8) Pupils Dilated : 
Datura. 

Belladonna. 

Hyoscyamus (in the early 
stage). 

(9) Pupils Contracted: 
Opium. 

Chloral. 

(10) Skin is Dry : 

Datura. 

Hyoscyamus. 

(11) Skin IS Moist: 

Opium. 

Aconite. 

Antimony. 

Alcohol. 

(12) Mouth rs Bleached: 
Carbolic Acid, 

Corrosive Sublimate. 

(13 'There IS VomTiNG : 
Arsenic (brown with 
blood). 

Antimony (white). 
Digitalis (green). 


Tobacco. 

Antipyrin. 

Antifebrin. 

Last stage of most poisons. 


Antifebrin. 


Hyoscyamus, 

Alcohol. 

Camphor. 


Antimony. 

Excessive pain also approaches 
this condition. 


Lead. 

Conium. 


Chloroform, 

Alcohol. 


Physosilgmine. 
Otrbolic Acid. 


Belladonna. 


Tobacco. 

Other poisons in the stage of 
collapse. 


Caustic Acids and Alkalis. 


Aconite. 
Ammonia. 
Phosphorus, etc. 
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GENERAL TREATMENT.— 

1. After lavaee Ie3\-c the tube in situ; it is a convenient means^ 
introducing further treatment. Now ^ve the egg and milk, fcUoR-cd 
by the strong tea cooled down with cold water. The immediate 
urgency is now o%er. 

2. By this time jou will have been able to obtain the cheimcal or 
physiological (if one be known) antidotes which then proceed to 
administer. 

3. HASTEN ELIMINATION of the poison by: 

(а) Intrav-cnons infusion of normal saline solution in poisoning 
with alkaloids. 

(б) Aperients. 

4. TREAT SPECIAL SYMPTOMS: 

(1) Collapse. — Hot bottles, hot blankets; strong coffee by 
mouth or rectum; elevate foot of bed; collapse due to 
pain is best treated by an injection of morphia. 

(2) Syncope. — Recumbency; ether or strychnine hypo- 
dermically; Sp. Amtn. Aioioau by the month; fanidistn; 
mustard !e^ to pericardia) region. 

(3) Respiratory Failure. — A rtificial respiration; cold 
affusion; tracheotomy if there is laryngeal otetruction; 
oxygen inhalation ; loMline. 

(4) Pap<. — M orphia, hypodermicaUy, if severe. 

(5) When-poisoo has t^n eliminated as far as possible. Give 
DEJIULCENn. 

Note . — Retention of urine as weU as suppression may occur 
in cases of poisoning. 


TREATMENT APPUCABLE TO EACH PARTICULAR 
quoted beloW see pp. 692-3.) 


POISON. (For reference numbers 
Poisons 

Acids, Mineral 
Sulphuric. 

Hydrochloric. 

Nitnc. 

Acetic. 

Battery fiiuds. 

Soldering fluids. 

Acid Carbolic 
Creosote. 

Disinfecting fluids. 


Treatment 

Caution . — Lavage and emetics 
not admissible. 

Chemical antidotes Nos. 1, 2, 
3 and 4. 

Demulcents Nos. 1, 3 and 4. 

Do not use carbonates to 
neutralize adds if magnesia 
can be obtained. 

Lavage with care. Wash out 
with naagnesium or sodium 
sulphate i oz., in 8 oz. of 
water. 

Do not rely on emetics. 

Demulcents Nos. 1 and 2. 

Stimulants — freely. 

Saline — intravenously or per 
rectum. 
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Poisons 


Treatment 


Aero Hydrocyanic 
(Prussic Acid) 

Oil of Bitter Almonds. 
Cyanides. 

Aao Oxalic 
Salt of Lemon. 

Salt of Sorrel. 


Aconite 


General treatment, particularly 
for respiratory failure. 

Stimulants Nos. 1, 4, 5 and 
9. 

Caution . — Lavage and emetics 
only if case is treated soon 
after ingestion of poison, and 
th^en cautiously. 

Chemical antidotes Nos. I and 4, 
not 2 or 3. 

Do not give sodium or potassium 
carbonates ; the resulting com- 
pounds are soluble and 
poisonous. 

General treatment, especially for 
respiratory faiJure. 

Stimulants Nos. 1 and 6. 

Saline infusion. 


Alcohol 


Alkalis 

Potash. 

Soda. 

Ammonia. 

Weed-killer (Non-arsenical). 
Aniune. 


General treatment, especially cold 
affusion, faradism and artificial 
respiration. 

Cmitien.— Lavage and emetics 
not admissible. 

Chemical antidotes Nos. 5 and 6. 

Demulcents Nos. 1, 2 and 4. 

Stimulants. 

Stimulants. 

Artihcial respiration. 

Bleeding. 

Intravenous saline. 


Antimony Salts 
Tartar Emetic. 
Butter of Antimony. 


General treatment, especially 
stimulants and treatment for 
collapse. 

Vomiting generally occurs from 
the action of the poison; give 
copious draughts of warm 
water. 

Chemical antidote No. 12. 

Demulcents Nos. 1 and 4. 


Arsenic Compounds General treatment. 

White Axsemc. CbeaiKal antidote No. 8. 

Weed-killers. Demulcents. 

Sheep dips._ 

Some vermin-kiilcts. 

Some fly-papers. 
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TOXIC EFFECTS FOLLOV'IKG THE EStPLOYMEST OF AFSE^O- 
BENZOL PREPARATIOSS 

The following IS the report of the Salvarsan Cotomitiee of the Medical 
Research Council: 


1. No special arsenobeozol preparation can be regarded as more likely 

than others to produce Ul effects. . . , __ 

2. Large series ofeases of syphilis hasc been treated without the occtirrroce 

of any serious DI effects, although a small peireqtape of shght« 
reactions, chiefly \-asomotor and mild sVin reactions, is to be expected 
in every large collection ofpauents treated with arsenobenzol com- 


pounQs . .. 

3. Errors in technique cannot account for more than a fe» senous acodenis; 

fiuhtics have occurred even under the most careful control in large and 
completely equipped hospitals 

4. The most important lU effects which may end fatally are: 


(o) ^cephalitis haemorrhagica. 
ib) Acute jeUow atrophy of the liver. 

(c) Exfoliative dermautu and ns compheatioRS. 

5. In European literature, and especially in the very large German literature, 

encephahtis baemorrbapea ts most frequently described. In Great 
Bntain and Amenca. however, exfoliative dennalitM and tt$ sepac 
complications have accounted for most fatal seadents. Acute yellow 
atrophy of the liver t$ diEBcult to place m order of frequent, being 
distinguished from the other serious 01 effecu by its pe^ar liability 
to occur m localized outbreaks. Sin^e cases, however, an by no 
means unknowo. 

6. Ertcephalius haemorrhagica occurs within two to five days afler an 

inyection, and presents a very chataciensuc clinical picture. Its in* 
' adeoce u most frequent aAer the second loyecuon. but it may ensue 
after any one of a senes of inyectioos It must be considered ss due to 
the arsenobenzol treatment 

7. Disorders of the liver followiog treatment by arsenobeazol compounds 

may for convenience be gnaiqved mio: 

(o) Early (benign) jaondKe. 

(6) Late (severe) jiuadice. 

(c) Acute yellow atrophy of the Lver, commonly the sequel of late 
jaundice, and dinically and paihologieally indistinguishable 
from the same condiUon occurring in the known al^nce of 
syphilis. 

8 Skm reactions following arsenobenzol are fairly common, and csaally 

sLght and transient. The one reaction of senous sisraScance is cx- 
fobalivc dermatitis. 

9 Vasomotor phenomena occur in a small proportion of cases, even under 

the best condsuons. Although alanmsg at the lime, they arc rarely, 
if ever, fatal. They appear to bear no relation to anaphylaxis, and the 
use of this word in desenbing them b to be deprecated. Febrile dis- 
turbances, bend ache, durrboca and vomiting «ttn occur, but are 
usually of slight moment. 

10 Certam other ill effects eff arsenobenzol treatment, which may ev en end 
fatally, arc met with only very nrely. These include acute renal damage, 
ulcerative entenUs, polyneuntis, wd aplastic anaemia. 


Barbituratis 

Poisoning with barbituric acid derivatives is not uncommon, 
particularly as these drup are so readily obtained. As the coma 
deepens, bronchitis and basal pneumonia develop in most cases, 
and it IS from these that most patients die. Other complications are 
a toxic myocarditis, with great weakening in the force of the heart. 
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and so the rapid pulse rate is accompanied by a falling blood- 
pressure, and the toxic renal effects may produce urinary suppression. 
There is a great variation in individual susceptibility, but patients 
with previous myocarditis or with hepatic or renal deficiency are 
much more readily afiected. Eliminative treatment is mainly directed 
to washing out as much drug as possible by repeated gastric and 
colonic lavage, by giving copious fluids and glucose by a nasal tube 
and by the rectum, and by removal from the brain by repeated 
withdrawal of cerebrospinal fluid. Ten c.c. of C.S F. should be 
withdrawn by lumbar or cisternal puncture each 12-24 hours. 
Specific measures claimed to be of value arc: (i) the slow intra- 
venous injection of 30 c.c. of 30% alcohol each hour until the patient 
wakes ; (ii) the use of full doses of strychnine or Coramine ; (ili) the 
cautious intravenous administration of picrotoxin in doses of 
6-12 mg. at the rate of 1-2 mg. a minute; the drug takes about 
15 minutes to act and is stopped as soon as there arc signs of 
improvement. 


Poisons 

Treatment 

Barium Salts 

General treatment. 

Chemical antidote No. 7. 

Belladonna 

General treatment, especially for 

Datura. 

respiratory failure. 

Stramonium. 

Chemical antidote No. 12. 

Hyoscyamus.- 

Physiological antidote No. 7. 

Calaear Bcan 

Lavage or emetic. 

Chemical antidote No. 12. 
Physiological antidote Nos. 2 
and 3. 

Stimulant No. 6. 

Artificial respualion. 

Camphor 

Lin. Camph. 

General treatment. 

Caktharides 

General treatment. 

Be careful if mouth or oesopha- 
gus is .blistered. 

Demulcents. 

Chloroform 

General treatment, especially 
fresh air, stimulation and 
artificial respiration. 
FhysioJogica/ antidote No. I. 

Cocaine 

General treatment. 

Stimulants Nos. 4, 6 and 9. 
Physiological antidote No. 1. 

Copper Salts 

General treatment. 

Blue Vitriol. 

Chemical antidote No. 2 or 

Verdigris. 

potassium ferrocyanide 10 gr., 
in 2 02 . of water. 

Demulcent No. 1 ; copiously. 
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Treatment 
General trealmenl. 

Cbenucal antidote No. 12. 
or emetic. 

Chemical antidote No. 12. 
Frictioiu 

Recombenl position. 

Stimulants. 

La>-age or emetic. 

Physiological antidote No. 2- 
StimuIanls. 

Purgaiites. - 

General treatment, especially 
artificial respiration and oxygen 
inhalation. 

Blood transfusion for treatment 
of carbon monoxide poisoning. 
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Poisons 
Digitalis 


Ergot 


Fungi 


Gases 

Carbon Monoxide. 
Carbon Dioxide. 
Grain-pit gas. 
Sewer gas. 

Coal gas. 
Acetylene. 
Chlorine. 

Nitrous fumes. 
Hesoock 


Hypnotics 
Chloral Hydrate. 
Chlotalamide. 
Sulphooal. 
Paraldehyde. 
Indian Hdip 
(Cannabis Indica) 

Iodine 


Lead Salts 
(see Plumbism.) 
Lobelia 


Lasuge or emetics, 

Chemical antidote No. 12. 
Stimulants. 

Friction. 

General treatment. 
Stimulants, especially No. 6. 
Do not rely on emetics. 


Larage, emetics, purgatives. 
Stimul^ts. 

Chemical antidotes Nos. 5 and 6. 
General Ueattnent. 

Cbemical antidote No. 4. 
Demulcents, copiously. 

General treatment. 

Chemical antidote No. 7. 

Lavage, emetics. 

Chemii^ antidote No. 12. 
Stimulants. 

Friction. 

General treatment. 

Demulcents Nos. 1 and 4, very 


Mercury Salts 
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Poisons 
Mineral Oils 
Benzoline. 
Paraffin. 
Petroleum. 
Oleander 


Opium 

Morphia. 

Codeine. 

Chlorodyne. 

Laudanum. 

Paregoric. 

Syrup of Poppy. 


Teething powders. 
Soothing syrups. 
Phosphorus 


Putrid Food 
Tinned food. 

Rat Pastes 
Silver Salts 


SlRTCHNINE 


Turpentine 
Polishing fluids. 
Polishing pastes. 
Vegetable Irritants 
Unidentified plants. 
Violent purgatives. 
Savin. 

Squill. 

Nicotine. 

Tobacco. 


Treatment 

General treatment. 

Demulcent No. 2, freely, followed 
by free lavage with milk. 

General treatment. 

Chemical antidote No. 12. 

Injections of ether and morphia. 

Caution . — Do not overdo forced 
movements, rousing and 
exposure. 

General treatment. 

Do not rely on emetics. 

Chemical antidote No. II, freely 
washing out after each dose. 
(Permanganates are not al- 
together harmless remedies.) 

Physiological antidote No. 2. 

Stimulants, freely. 

General treatment. 

Chemical antidotes Nos. 9 and 10. 

Demulcents, carefully avoiding 
oil. 

General treatment, especially 
for collapse. 

Chemical antidote No. 12. 

See Arsenic one] Phosphorus. 

General treatment. 

Chemical antidote ; Common 
salt i oz., in a pint of water. 

Demulcents Nos. 1 and 4. 

General treatment. 

Place patient under chloroform, 
then give Emetic or Curarine 
or Myanesin lavage. 

Chemical antidote No. 12. 

Physiological antidote No. 3 or 8 . 

General treatment. 

Lavage with milk. 

General treatment. 

Demulcent No. 1, 

Milk, freely by stomach Cube. 
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Treatment 

Caution. — Lavage and emetics 
are not admissible, except in 
poisoning with neutral salts. 
Chemical antidote No. 2. 
Demulcent No. L 
Milk, copiously, 
PHYSIOLOGICAL ANTIDOTES.— 

1. Amyl nitrite capsules — 3iri, for inbalation, 

2. Atropine sulphate — ^ gr., hypodermically. 

3. Chloral hydrate — 40 gr. in 3 oz. of water, by rectum or 
mouth. 

4. Chloroform — for inhalation. 

5. Strophanthin — ^ gr, intravenously: Coramine. 

6. Morphine tartrate^— J gr., hypodermically. 

7. Pilocarpine nitrate — f gr., hypodermically. 

8. Potassium bromide— 30-60 gr. In sNuter, by the mouth. 
NORMAL SALINE SOLUTION.— Common salt, 80 gr., in 

one pint of sterilized w'ater at 98*4* F. 

CHEMICAL ANTIDOTES.— 

1. Chalk, whiting, orxvaU plaster — \ oz. stirred up inxvater. 

2. Sodium or potassium bicarbonate — 120 gr. in water; 
only used for acids in the absence of magnesia and chalk, 
on account of the rapid evolution of gas. 

3. Magnesia — J oz. stirred up in water. 

4. Saccharated solution of lime — 1-2 fl. dr. in water. 

5. Citric or tartaric acid— 20 gr. in water. 

6. Vinegar or lime juice — I oz., diluted with water. 

7. Magnesium or sodium sulphate— i oz. in 8 oz. of water. 

8. Hydrated ferric oxide — ^produced by adding to i oz. 
solution of ferric chloride in 8 oz. of water, either i oz, 
magnesia, or 2 fl. dr. solution of ammonia. 

9. Copper sulphate — 2i gr., in 2 or 3 oz. of water. 

10. French turpentine or Sanitas — ^30 ni, in 1 oz. of w’ater, 
repeated about four times in the first hour. 

11. Potasrium permanganate — 5 gr., in half a pint of water. 

12. Tannic acid — 30 gr.. in water, or in the form of strong tea. 
DEMULCENTS.— 

1. Milk. 

2. Olive oil. 

3. Thick gruel — fine oatmeal 1 oz., mixed and boiled with 
10 oz. of W’ater. 

4. White of egg. 

STIMULANTS.— 

1. Brandy or whisky — 1-2 oz. with 4 oz. of warm water by 
the mouth; ^1 oz. with 2 oz. of warm water by rectum; 
1-2 dr., hypodermically. 


Poisom 
Zinc Salts 
White VitrioL 
Burnett's fluid. 
Soldering fluid. 
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2. Champagne. 

3. Mist. Ammoniae et Aetheris — 1~2 oz. by mouth. 

4. Spt. Amm. Aroroat. — 2 dr. in 2 oz. of water. 

5. Ether — 30-60 n\, hypodermically. 

6. Strychnine hydrochlor. — ^ gr., hypodermically. 

7. Coffee — 2 oz., to be boiled with | pint of water. 

8. Mustard leaf. 

9. Smelling bottle. 

POISONS ACT, INDIAN— Drugs. 

POLYPUS, RECTAL— Rectum. 

POST-NASAL GROWTHS— See Tonsils and Adenoids. 

POTT’S DISEASE— Spinal Canes. 

PREGNANCY, DISORDERS OF— See Obstetrics. 
PREMATURITY (For full details see Obstetric Nursing.) 

Important points are ; 

(1) To maintain warmth. This is best done by dressing the 
child in Gamgce tissue of cotton-wool and wrapping it in a 
small cleccnc blanket— e.g., Tbermega, Falling this, hot- 
water bottles should be laid between blankets and changed 
as necessary. When the child’s napkin is changed be very 
careful to expose as little skm as possible. 

(2) Feeding.— 1o begin with, ibis is usually done hourly, about 
half a drachm of breast nulk being given for each pound in 
weight. The milk is drawn off from the mother and fed to 
the baby by means of a pipette. If the mother has no milk, 
sterilize some from a wet-nurse or make up weak artificial 
feeds. 

(3) Avoidance oj infection. — The child must be isolated and all 
attendants must wear face masks. 

(4) One-tenth of a gram of Thyroideum Siccum for each pound 
in body weight may be given to maintain Warmth, or a 
daily dose of 5,000 units of oestrogen. 

PRIAPISM 

This awkward complaint is best treated in the first instance by 
aspiration of both corpora cavernosa with a wide-bore needle under 
local anaesthesia; the corpora are then washed out with Saline 
once or Uvice. 

Disappointed with recurrences after this method, Hamilton 
Bailey advises giving a low spinal anaesthetic; if the priapism does 
not subside thrombosis has occtir^, so a longitudinal incision is 
made along each side of the penis, the clot turned out and the 
wounds sewn up ; in severe cases the dorsal arteries may be tied as 
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well. Strict asepsis and local chemothcfapy during the operation are 
essential. 

In aU cases a blood slide should be examined, and also the spleen 
because leukaemia is an occasional cause. 

PRICKLY HEAT 

K a change to a cool climate is impossible, treatment is as foUons : 
The patient should : 

(а) Remo^'c damp clothes as soon as possible. 

(б) Wear loose clothes ; or if a child, none. 

(c) Avoid hot drinks, or long drinks taken quickJy- 

(d) Take plenty of salt (2-4 drachms daily). 

(e) Ha>-e one or two tepid baths a day, but ne%-er use soap to 
the affected areas. 

fotioRs to be dabbed on to the affected areas : 


B Meothol. . . 20 B Add. Hydiochtor. Cone. 53 

Hydrarg. Pcrchlor. . . gi. 5 Hydrarg. Perchlor. . . gr. 5 

Spint ad 3X A(). ad 5x 

B Sulphur. Praedp. .. gr. 5 B Atucumi Sulph. .. .. fr. 10 

Louo Calaminae ad .. Aq. ad Ij 

B Lotio Ptumhi 

Pov>ders to be applied to the affected areas: 

E Aad. Boric. I 

Zinc. Oud. ) aa S j 

Starch J 


10% of sulphaihiazole may be added iT there U 
sepsis pmeot. 

Calamine powder is also useful. 

PRIMARY AlYTICAL PNEUMONU— yre Pneumonia, Lobar. 

PROCimS — .See Worms (Bilhaxzia) ; Lymphogranuloma 

Ingumale; and Rectum. 

PROGRESSIVE MUSCULAR ATROPHY— S’ee Nervous System. 
PROLAPSE OF RECTUM— See Rectum. 

PROSTATE (See also Urine; Retention, Extravasation and 
Suppression.) 

SENILE ENLARGEMENT.— 

“ Never remove the prostate of a man with a dry, brown tongue; 
he will die of uraemia.” (G. N. Sen.) 

Often patients with prostate disease first come under notice 
because they are suffering fromictwitioa of urine; lbs usual lustory 
is that they have been passing urine in small driblets, but the xei 
truth IS that the bladder is full and the patient has overflow 
incontinence. Sometimes there is acute retention w ith corresponding 
agony. 

The first thing to do, therefor^ b to palpate and percuss the 
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abdomen to discover the state of the bladder; a rectal examination 
should also be done, when the prostate is examined, and the bladder, 
if full, palpated bimanually. 

If the bladder is distended, pass a rubber catheter and drain off 
the urine; some should be run into a sterile test-tube for chemical 
and bacterial examination ; the urea percentage should be estimated 
and the urine examined for cells, organisms and casts. 

If a rubber catheter will not pass, try a large metal one (not less 
than number 8), a finger in the rectum being used as a guide and 
help. Bicoude catheters are the ideal, but they are seldom available 
in India; the writer prefers the ordinary htholapaxy evacuating 
catheter to any other for this purpose. If catheterization is impossible, 
suprapubic drainage is necessary. 

In an early case when the patient has had one or tH’o attacks of 
partial retention, much may be done by means of hormone treat- 
ment; for instance, 10 mg. of Perandren (testosterone propionate) 
daily for a week, and later three times a week ; or a tablet of methyl 
testosterone may be swallowed twice or three times a day. At the 
same time give some such mixture as the following : 

B Sod. Sulph. ■) 

Sod B(carb ) . . .. . aagr. 15 

Pot. Cu ) 

Tujet. Hyoscyami 30-60 

Tioct. BeUadOQQae Ti\. 5 

lofus. Buchu ad . . 

One ounce morning and evening. 

The patient is told to avoid constipation, a full bladder and 
indulgence in alcohol; many of these patients are old and feeble 
and have been accustomed to a little alcohol, the withdrawal of 
which would cause more general damage than local benefit, so they 
may be allowed a strictly moderate ration. Some patients can 
cany on for ^ears in this way, but the effect of androgen therapy 
over long periods of years is not yet known. 

Operation is undoubCedly the best treatment, and since the writer 
and his associates took to doing the two stage operation in every 
case their mortality has been practically nil. The preliminary supra- 
pubic operation is usually done 2 or 3 weeks before the 
prostatectomy, but this period vanes with the condition of the 
patient. A practical point worth noting is that the preliminary 
suprapubic cystotomy should be done as high up as possible, the 
peritoneum being gently reflected off the bladder. This precaution 
leaves the surgeon with much more room when he comes to do the 
second operation. The main drawbacks of the two-stage operation 
are that owing to contraction of the bladder and the presence of 
cicatricial tissue the removal of the prostate is rather more difficult, 
and, further, that the patient, having had one operation, may 
refuse a second. On the other band, owing to lack of congestion 
there is much less bleeding, uraemia is rare and shock is less ; these 
being the three great causes of death after prostatectomy the 
argument in favour of the two-stage operation is strong. 
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Milllii’s Mlrfl\'esical method causes less shock than the 
inlra\'esical. 

FIBROSIS OF THE PROSTATE.— fibrosis elsssvheir. this 
commoniy is the result of chtooic inflammation, although some 
prostates with senile enlargement arc much more fibrous than others, 
and consequently much more difficult and dangerous to enucleate. 

PROSTATITIS.— Tbis generally is the result of urethras and is 
amenable to chemotherapy, helped sometimes by prostatic massage. 

CARCINOMA OF THE PROSTATE.— This can be much 
improved by intensive oestrogen treatment. 

TUBERCULOSIS OF THE PROSTATE— This sometimes 
occurs in young people with genito-urinary tuberculosis. 

PROTEIN SHOCK TREATMENT, OR NON-SPECIHC 
PROTEIN THERAPY 

There is a great deal of evidence to show that the intravenous 
injecuon of 50 c.c. of a 10% solution of peptone, a 50 million dose 
of typhoid vaewfle or 5-10 cjc. oT sterilued milk intramuscularly, 
produces a reaction v.tuch leads to a beneficial mult lo a numbn 
of tQfhctious diseases, parUcularly in septicaemia, puerperal infectioa, 
rheumatoid arthritis, coLfonn infecuons of the urinary tract, 
asthma, and skin lesions such as psoriasis, pemphigus and eczema. 

During treatment the paUeol is kept lying down having been 
prepared by a purgative and light diet. The in^ion is given slots ly 
into a N'em, and in from one to six houts there b a feeling of malaise, 
and a rise of temperature from 102^-104* F. If the rtaction is 
excessive with dyspnoea and vomiting, it is controlled byi^gr. 
of atropine and 5 of I in 1,000 adrenaline. 

When the patient has setUrf down in 3 or 4 days’ time the injection 
IS repeated ; the number of injectiom will depend upon the result 
obtained and the condition of the pQdenU 
The way in which unmunity is helped by this treatment is 
unknown, but Lord Border considers that it may prove to be 
nearer the mechanism by which sattnal immunity is adiieved, 
than, is at present supptKed. In many coses non-speaSc v-aedne 
therapy is as efficacious as the use of specific vaccines. 

PRURITUS (See also Anus and Gynaecology.) 

Treatmrat must be directed to finding out the cause and if possible 
remoMng it ; first tWflk of parasites and drugs, but it may be due to 
diabetes, gout or gastro-inlestinal disease. The majority of patients 
are improved by a vegetarian diet excluding coffee, lea, alcohol end 
all iii^y spiced foods. Internally sodium 'salicylate alone or com- 
bined with pbenaiODB or phenacetln, or carbolic acid in pill may 
be given. 

Vernal treatment should also be employed; one of the most 
simple and effectual means is an evaporating lotion. Tbe following 
may be tried : 
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B Acid. Carbolic. 

.. Zi 

B Addi Hydrocyanic. Dil. . . 


Glycenn. 


Sp Rosmarini 

^1 

Aquatn ad .. 

. . Sviii 

Glyceno 

Sss 



Aquam ad 

5x 

B Ichihyolis 

Zss 

B Liq. Carbottts Deterg. . 


Sod. Bicarb. 

3bs 

Aquam ad 

OJ 

Sp. Lavandulae 

^SS 

Sponge on. 

Aquam ad . . 

.. jvill 



In very severe cases the withdrawal of 5ni of cerebrospinal fluid 
by lumbar puncture often gives immediate relief. 


PSITTACOSIS 

This condition, a virus infection, is clinically almost indistinguish- 
able from typhoid, but the lung symptoms are more marked and 
blood cultures are negative, although an early positive Widal 
reaction may be found. 

The green, South Amencan parrot is the common source of 
infection, but other birds, notably the budgerigar, can convey it. 

Tren/ment.— This is as for enteric, but there is evidence that 
penicillin is effective, so it should be given in the usual doses. 

PSORIASIS . 

The essential feature is the presence of fine silvery scales, which 
even in the earliest stages can be demonstrated by scratching with 
the finger-nail. If not exactly symmetrical, the eruption is at any 
rate bilateral and tends to a^ect the extensor rather than the flexor 
surfaces. The disease is commoner in cold climates, where it forms 
about 3% of all such diseases, but is not very often seen in India. 

TREATMENT.— 

Gerjeral. — Meat, alcohol and hot curries should be avoided, and 
many of these patients improve on a vegetarian diet. 

Arsenic and thyroid gland are old-fasbioned remedies which 
are still popular because they are often beneficial. Three to five 
minims of Liquor Arsenicalis with i gram of Thyroidcum Siccum 
may be given twice or three times a day. 

Local. — By far the best local remedy the writer has so far 
used is: 

B Dcrobm (Glaxo) . . . . . . . gr. I 

Acid Sabcylic. gr. 5 

Hydrarg Ammomala . . .. gr. 10 

Liq Carboms'Deterg. . .. .. HI 30 

Paraff. Moll, ad 5j 

Cignolm IS similar to Derot^. 

Before the ointment is applied, the skin should be well scrubbed 
and dried, some bicarbonate of soda in the water helping to remove 
the scales, which is essential in order to allow the ointment to 
penetrate. The ointment is applied twice daily to the affected areas 
only. Derobin does not stain the linen as does chrysarobin. Under 
this treatment the lesions usually clear up in about 10 days. 
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Norman Walker recommends the following: 

fi Chiysaiobm F- 

OI. Rusd(fl.P.C.)(Birch-tarOil) .. •• '’i 

Aad. Salicylic. F- *" 

Vaseline ad 33 

This must be used with caution, applied to the areas for a few 
days until they have become inflamed, and then replaced with some 
soothing application such as zinc ointment to which pine-tar oil 
has been added, one drachm to the ounce. 

For the scalp, chrysarohin ointment is generally replaced by some 
such preparation as: 

B Liquor. Carboms Deterg. or Liq. Picis 

Carb 3 j , 

Sulphur. Praecip 30 

Aad. Salicylic. gr. tO 

Coconut Oil ad 3j 

or, preferably, the Derobin ointment already mentioned. 

If chrysarobin is applied to the scalp it must be with caution. 
Hodara's prescription is: 

B Chrysarobin oJ 

= 5 ” 

Always warn a patient that chrysarobin stains the linen purple 
and that the colour does not wash out. 


PSYCHO.NEUROSES— See Hy'stcria and Mental Diseases. 
PTOhUINE rOISOMNC-See Food Poisoning. 

PUBLIC HEALTH 


Saniury Inspections .. 

Cholera Prevenuoa — Urban Areas 
Cholera Prevention — Rural Areas 

Gamers 

Dislnfcciton 

Food Inspection 
W’ater Punficaiion 
Au Space and Ventilation 
Sanitary Conveniences and Staff 

Useful Data 

Thermometers 

Barometers 

Electncily 

Rainfall 

Drainage .. 

Civil Health AdmJmsiration in India 
State of Public Health 
Health Organization 
Women's Medical Service .. 
Co-ordimiion of Health Services 
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Health Lceislalion 

Maternity and Child Welfare . . 

Editor’s Noteild 

School Chren 

Food Supervision 

Drug Control 
Voluntary Organizations . 

Shore Committee . 

Appendices (Medical Institutions) 
Rural Medical Relief (Simeons Plan) 
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INSPECTIONS— SANITARY POINTS TO BE NOTED 

1. Give special attention to safeguarding the source and 
distribution of the water-supply. 

2. See that all night-soil, street sweepings and house refuse are 
regularly and completely removed. 

3. See that all public and private latrines and cesspools are 
re^larly cleaned by the sweepers in charge, and that the scats, 
pails, etc., are in good repair. 

4. See that the night-soil is being efficiently and systematically 
trenched or incinerated. 

5. Inspect all pail and refuse depots, sec that drains are regularly 
cleaned, and that the deposits removed from drains are not allowed 
to remain and decompose by the sides of the drains; that all streets, 
lanes and compounds are regularly swept and properly watered. 

6. See that the night-soil and refuse carts are in good repair, not 
leaking or allowing their contents to be scattered on the roads to the 
trenching grounds. 

7. Report any avoidable accumulation of water that might 
serve as breeding-ground of mosquitoes. 

8. Regularly inspect slaughter-houses, and the means for disposal 
of the offal. 

9. Inspect meat, fruit and milk shops, bakeries, ice and aerated 
water factories, and report if grain foods are not being properly 
stored. 

10. Especially in time of unusual mortality, make frequent visits 
to buming-ghats and cemeteries, and report if the dead are not being 
properly disposed of. 

H. Take steps for the early lemofTtl asd disposal of all dead 
animals. 

12. Report the outbreak of any infectious disease, and, if possible, 
localize the source of infection, as cholera from certain wells, or 
plague from houses in which rats have been dying. 

13. At once report any nuisance. 

14. Report any defect in the construction of a house which 
might be a source of danger or nuisance to the public. 

15. Report the existence of any “offensive trade”. 
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16. See that the pro^sions of the Factory Act are carried out in 
all factories. 

17. Know exactly the xvork of each daroga, jemadan mate, 
bhistte and sw leper, so tlut ■when 'woik is not efficiently performed, 
the person at fault can at once be detccted- 

18. Work on a definite sy’stcin, and alrvays cany a notebook, 
making your notes of any defect on the spot. 

CHOLERA— INSTRUCTIONS FOR THE PREVENTION 
OF THE SPREAD OF, IN URBAN AREAS 
A case of cholera under unhygienic conditions is a souto of 
danger to its neighbours, and much be done by early and suitable 
treatment of emnronmenl to preicnt the extension of the m^dy. 
The following measures, whenever and so far as practicable in the 
local conditions obtaining, should be adopted forthwith on 
the occurrenra of the finl cases. Their general appfication, once the 
disease becomes epidemic, is almost impossible. The co-operation 
of the leading local residents should iniariably be secured. 

1. If possible, a sneeper should be told oS^ to each bouse In which 
there is a patient sufTering from cholera. He should be supplied 
with hj'col or Cyllin solution of the strength of 1 to 100 and with 
someeanhenwaregamlas, preferably glazed. 

The sweeper should remoxe and diinfect the dejecta and vomit 
of the patient, and should disinfect the floor and house latrine, 

2. As soon as the patient dies or rcco\ers, the floor, if pakka, 
and the ssalls and b^, should be washed down with the same 
solution. If the floor is kacbeba, either (1) the earth should be 
remosed to a depth of four inches, quicklime sprinkled on the 
ground, and four inches of fresh clean earth suteututed, or (2) the 
floor should be thickly coNered with quicklime, or covered with 
grass, which should be set alight. 

3. Upon the d«ih or rccoxcry of the patient, all the clothes 
worn by him should, if possible, be boil^ or disinfected, or if 
likely to be spoilt by boiling or disinfection, be expos^ in the 
sun for eight hours. When necessaty to owreome opposition, 
compensation may be paid and the clothes burnt All rags and 
articles of no saluc, which base come into contact with ffie Client, 
should be burnt. The charpoy upon which the sufferer has been 
lying, as also any other furniture with which he has come into 
contact, should be also washed down with hycol or Cyllin solution. 

4. Upon %-isiiing the house in which a case of cholera has occurred, 
the officials should at once asetnain which latrine has been used by 
the sufferer ; usually, it will be a latrine in the house. In this case, the 
sweeper should be sent for, and it should be ascertained to what 
filth depot or elsewhere the excreta hate been removed. The 
receptacle and carts at such depot should at once be thoroughly 
washed out and disinfected with hycol or Cyllin and re-tarred. 
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The soil of (he depot itself should also be dug to the depth of 
four inches, disinfected, removed and burnt or treated as in para- 
graph 2 above. 

\^en a public latrine has been used, (he entire latrine should be 
thoroughly washed down and treated with hycol or Cyllin and 
re-tarred. 

5. The latrine in the house needs particular attention. It should 
be dealt with whether the sufferer is slated to have used it or not. 
The whole of the interior of the structure — floor, walls and ceiling — 
should be well washed down with hycol or Cyllin solution, and in 
addition, if the floors be kachcha, the earth, to the depth of four 
inches, must be removed, and fresh, clean earth substituted. The 
gamlas should also be thoroughly disinfected, broken up and buried. 
If the sufferer be dead, these measures will suffice; but if he be alive, 
the official should provide gamlas (preferably glazed), four inches in 
depth, for the latrine and sick room, and also furnish the house 
sweeper with hycol or Cylhn solution, and instruct him and the 
family to disinfect each stool before removal. The kachcha floor 
should be sprinkled thickly with quicklime or treated as in 
paragraph 2 above. 

6. Almost every private latrine (and nearly every dwelling has 
a private latrine of some sort) has a drain, pakka or kachcha, 
commumcating with a drain or cutting outside the house or hut. 
It can well be understood that it is highly dangerous for the washing 
from the latnne, which has been used by a patient with cholera to 
pass into the public surface drains in the crowded streets of a town 
or city. While the patient is still alive, and until death or recovery, 
all these drains should be disinfected daily, as, although the latrine 
may not be used by the sufferer, the residents of the house will 
probably throw foul matters into it. 

7. A very large proportion of houses (and even huts) in a town 
have a pnvate well in the compound. The water in the well, usually 
being “bitter” (from nitrates, nitrites and chlorides), is not often 
used for drinking purposes, excei>l in an emergency, and the 
resident will usually say so, but it is used for washing plates and 
utensils and other purposes, and if it is contaminated, or likely to 
become so, it is distinctly dan^rous. As the mouth of the well is 
usually flush, or nearly flush, with the ground, and as people bathe 
and wash clothes, etc., in its immediate vicinity, its pollution, sooner 
or later, is almost a matter of certainly. When a case of cholera has 
occurred, the well should he treated with an ounce of permanganate 
of potash and sufficient hydrochloric acid to cause the water slightly 
to redden litmus paper. It should then be closed for a month, 
or, if further cases occur in the same house, for a month after the 
recovery or death of the last case. 

A useful measure, as tending to prevent the contamination of a 
public well, is the supply of water by the local authority to the 
inmates of an infected house. 
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8. A diffused and extensive outbreak should draw attention to 
the public water supply, and especially to the common use of a 
public well by those attached; a more localized outbreak, to the 
source of food supply ; and an isolated case or cases, to the possibility 
of the introduction of disease from without. The procedure, in 
each case, is clearly indicated. A filtered supply should be analysed 
and suiUbly dealt with; a public well closed or disinfected. A 
bania’s stock may have to ^ purchased and destroyed. But the 
last contingency will not often occur. In the majority of cases, it is 
believed, the origin of the disease will be found in the contamination 
of the water supply; very possibly, by an arrival from an infected 
area. 

9. In small urban areas, in which the number of wells is limited 
and supervision is possible, all the wells, with the exception of one 
or two of the best, should be closed temporarily, with boards and 
sods. The wells left open should be permanganated, and for them 
Kahars (water-drawers) should be appointed. No person, except 
the Kabar appointed for this purpose, is permitted to draw water 
from these wells. The Kahar should be furnished with a new rope 
or one that has been well soaked in permanganate. At each end of the 
rope should be affixed an iron bucket or a kerosene oil tin. These 
tins and dols should never be removed from the well during the 
outbreak. The Kahars furnish water by pouring it into a hollow 
bamboo or tin purnalla, below one end of which is presented the 
water vessel which requires filling. This method Is commonly known 
as the piau system. The services of the Kahars should be retained for 
SIX days after the occurrence of the last cholera case. 

CHOLERA— INSTRUCTIONS FOR THE PREVENTION 
OF THE SPREAD OF. IN RURAL AREAS 

1. The mukhia and the chaukidar arc both equally responsible 
for at once reporting to the patwari the occurrence of any case of 
cholera or suspected cholera in their village or villages. If the 
patwan be absent from his circle, the chaukidar shall proceed at 
once to the thana to report. It is part of the muiiia's duties to see 
he does so. 

2. The patwari, on receiving this information, or coming to 
know m any other manner of the suspected outbreak of cholera, 
shall at once give a written report of the circumstances to the 
chaukidar. who shall immediately take it to the thana. The ofTiccr, 
for the time being in charge of thana. shall at once send messages 
in green envelopes to the District Magistrate, the Civil Surgeon 
and the Tahsildar. 

3. The District Magistrate shall, on receipt of the news, give 
immediate notice to the Civil Surgeon, as well as to the military 
authorities, the Magistrate of surrounding districts and to the 
Political Agents for neighbouring Indian States. The District 
Board shall be liable to meet from its allotments for district epidemic 
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charges, any expenditure incurred in consequence of such action 
from the deputation of assistant or sub-assistant surgeons to the 
district or other emergent measures. 

4. On receipt of the information of a cholera case, the Civil 
Surgeon shall take immediate steps to depute vaccinators to proceed 
to the seat of the outbreak, 

5. The Civil Surgeon shall send with them a supply of cholera 
pills, permanganate of potash and other necessary medicines. 

6. The Civil Surgeon shall, when possible, visit the cholera 
infected village and advise the District Magistrate as to the staff 
required in the event of an epidemic occurring. He should inspect 
the work of the staff placed on cholera duty. 

7. The distribution of 32 one-ounce packets of permanganate 
of potash or of 32 two-ounce bottles of bleaching powder shall be 
made, through the tahsildar, to each patwari. 

8. Every tahsildar shall, in addition, be supplied with a reserve 
stock of 10 lb. of permanganate of potash or 20 lb. of bleach, made 
up in 10 separate packages, each containing either 16 one-ounce 
packages of permanganate of potash or 16 two-ounce bottles of 
bleaching powder, for issue to patwaris or vaccinators and to sub- 
assistant surgeons on special cholera duty. 

9. Headquarter dispensaries will also maintain a reserve stock 
of 10 lb. of potassium permanpnate or 20 Ib. of bleach, packed in 
bottles, on which tbe tahsildar may indent in case of emergency, 
and on which the sub-assistant surgeons or vaccinators placed on 
special cholera duty shall also draw. 

10. On the issue of any of these reserve stocks, the tahsildar shall 
indent on the Secretary, District Board, and the Medical Officer in 
charge of a dispensary on the Civil Surgeon, for the replacement of 
the amount expended. 

11. Patwaris must be made to understand clearly that after 
sending information to the thana, as laid down in the first paragraph 
of these rules, they must proceed at once to the infected area and 
disinfect the wells with permanganate of potash or bleaching powder, 
and rc-disinfect them every third day, till the epidemic has ceased 
or till relieved by the vaccinators. 

12. (1) The District Magistrate should arrange for the distribution 
of pamphlets to all patwaris, contaioioginrormation as to the method 
of avoiding infection from cholera. 

The patwari should be ordered to acquaint the villagers with the 
contents of the pamphlet. Leaflets explaining the method of 
disinfecting wells should also be distributed to patwaris. 

(2) If the epidemic threatens to become serious in a defined area, 
the Magistrate should, at his discretion, apply to the Inspector- 
General of Civil Hospitals for the services of a sub-assistant surgeon. 
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(3) lo case of a se%'eit; epidemic witiun a fairly defin^ area, 
application sbonld be made bylhe Ma^sliate to the Commissioner 
for sanction to depute a tahsildar or naib tahslldar on special 
cholera duty. 

13. If the epidemic does not rajridly subside, the Ci\il Surgeon 
should, uheu necessary, direct the nearest travelling dispensary in 
his own district to mo« at once to the infected area, reporting the 
fact that he has done so as a temporary measure to the supervising 
medical officer of travelling dispensaries. If further assistance^ is 
required, the Director of Public Health may be consulted uith 
regard to the transfer of travelling dispensaries from adjoining 
districts. 

CARRIERS 

It IS knorni that several of the orianisms of acute infective 
diseases, such as diphtheria, typhoid fever, clc., may grow on the 
mucous membranes of persons m apparent health ; such individuals 
are Vnov.-nas “carriers’' and are divided into two groups; 

Group I consists of those who have suffered from the disease, 
and the organisms have persisted after recovery. The proportion 
of those who become carriers and the period of bar^urisg 
the organisms vary in different disease, for eTatnple. the period 
m cholera is comparatively short, nhereas in t>pboid it may be 
mdefinite. 

Group II comprises individuals who harbour the organism, but 
without evidence of having suffered from the disease, some of 
these persons may subsequently develop the disease; The 
individuals may be “contacts” or “non-contacts.” The 
organisms which arc usually carried arc those of diphtheria, 
typhoid including the paratyphoid groups and cholera, the 
meningococcus and the amoebae of dysentery. 

Generally speaking chrome carriers have a ocal abnormality 
cither anatomical or due to infection with other bacteria, which 
favours the persistence of the specific oigamsins. 

The majority of typhoid earners arc women and such persons are 
a constant danger to the community, especially in the preparation 
of food. To track down a typhoid carrier is often an important, 
but difficult problem. In the first place the serum of all suspected 
persons should be subjeaed to the Widal test, but the proof lies in 
the isolation of the bacillus from the faeces or unne. 

DISINFECTION 

There is a popular belief that disinfection is a substitute for 
cleanliness. One of the greatest obstacles to successful chemical 
disinfection is dirt, which uses up the disinfectant before it can kill 
the micro-organisms sheltered iL Theref^ore the removal of all 
dust, liberal washing with soap, hot water, and soda should always 
be carried out as a preliminary. 
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Briefly, the following are the chief methods of disinfection. There 
are still veiy few modem disinfectors in even the larger Indian 
cities, so it is obviously useless to recommend disinfection by steam 
to a village community, and we must rely mainly on Nature’s 
disinfectants, the sun and air. 

1. HEAT 

(0) Fire. — This is, of course, the most thorough means of dis- 
infection. Rags and old linen should be used to receive infectious 
discharges, and these should be soaked with kerosene to ensure 
complete destruction. 

(1) Boiling. — This is one of the best methods, and very few 
even of the spore-bearing orj^nisms can stand boiling for a few 
minutes. It is readily carried out in any village by means of a Karahi 
over a chula. 

(c) Hot Air. — ^This is not practical in India, and is far from 
reliable. 

(d) Steam.— T his is used in various types of apparatus : 

(1) Stoves, in which steam at temperature of 100* C., without 
pressure is used ; cheap, but Jess efficient. 

(2) Those in which steam at low pressure, 2, 3, or 5 lb. per 
square inch, is used. Tcropcraiure 100® C. ; cheaper and 
less efficient than No. 3. 

(3) Steam at a pressure of 10 lb. and over to the square inch. 
Temperature 115*-120‘’ C. By the higher pressure of steam 
and the more rapid penetration, less time is required in 
disinfection— quarter to half an hour. 

The steam, which must be free from air, may be current or 
confined. Current steam serves to drive the air out of the interstices 
of febrics, and thus to aid penetration, but since more steam is 
used, more fuel is consumed. 

The steam employed may be saturated or superheated, the former 
being far preferable, owing to its more rapid and thorough penetra- 
tion. Superheated steam involves a longer exposure in the chamber, 
a greater expenditure of fuel, and greater liability to injury of the 
articles. 

A portable disinfector which could be used for village work is 
Professor Lclean’s steam-sack disinfector. 

In the towns where large steam disinfecting chambers are available, 
much trouble has been caused by the making of inventories and 
ciatms For )oss ; tbh Js by JssuJifff Jarge esn yas bags sirnHar 

to a soiled linen bag, but much larger. These have a chain threaded 
through eyelets with a padlock; the bags are issued to the person 
whose clothing, etc., has to be disinfected ; he packs and locks the 
bag, retaining the key. On return of the bag from the disinfecting 
station the owner unpacks his bag. 

2. CHEMICAL DISINFECTANTS 
(a) Gaseous Disinfectants. — Formaldehyde is the most practical 
and efficient. It may be generated by pouring formalin on to 
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potassium pcnnanganate in an ordinary bucket, in the proportion 
of IQ oz of potassium permanganate to ! pint of formalin for e«ry 
2,000 cubic feet of snace. TTie disinfection should be for six hours. 

’ Sulphur dioxide by (o) Pot method, or (b) Furnace (CIa>1on). 

(b> LiQVHD DlSn'TECTAl^TS. — 

(1) Perchloride of mercury (coTTOine sublimate): sery powerful 
and cheap. 

(2) Saponified cresol: cheaper, more efficient, and less poisonous 
than carbohe add. 

(3) Formalin, 1% solution: rapid, reliable, and fairly cheap. 

\a) l:al, 5^ solution: very efficient; «pecially recommended 

for the disinfection of rooms in which patients with tuber- 
culosis of the lung hare been lising, for which a solution of 
1 m 100 should be used. 

(5) Phenxle \er3’ popular, but comparativ'ely feeble. 

(6) Cl //in cheaper and more powerful disinfectant; strength, 
1 oT 2 oz. to the pUon of -water. 

(c) Solid DisrsrECTAVT3. — 

<l) Limv must be freshly burnt; it is a cheap and useful 
disinfectant, but if stom for any length of time, it becomes 
useless, as by the action of the air a large part is cons'erted 
into clulk. 

It has been found that ordinary while-washing destroj's 
all micro-organisms, except tuwrcle and anthrax. On 
account of the unfortunate and extremely insanitary 
Indian habit of spitting on to the walls of liNing-rooms. the 
surfaas of the walls should he weU scraped before applying 
the white-wash. 

(2) Chloride of lime (bleaching powder): consists of lime 
saturated with chlorine; it is a powerful deodorant and 
disinfectant. 

(3) Potassium permattganaie: generally used too weak, but 
in a 5% solution is a powerful disinfectant; is much used 
for the disinfecting of wells during cholera epidemics. 

(4) Soap IS a powerful disinfecting agent In that it mnores 
greasy substances, which protect bacteria from the action of 
sunh^t and oxygen. 

Disinfection of Excreta and Discharge 

(1) Typhoid : urine and motions. 

(2) Cholera; ^ocut and motions. 

(3) Phthisis: ■» 

(4) Lobar Pneumoma: I sputum. 

(5) Plague Pneumonia: ' 

(6) Diphtheria. Cerebrospinal Meningitis and Measles: Dis- 
charges from the nose, throat and cars. 

Any of the abose disinfectants may be used, preferably 
5%. The whole should be well mixed, and allowed to stand one to 
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three hours, and then burnt, or buried well away from any water 
supply. 

Cholera dejecta may be mixed with equal parts of quicklime and 
water, the slake so formed being diluted with three times as much 
water, and allowed to stand for one hour. 

Typhoid Bacilluria : formalin, 1%, is very effective. 

3. SUNLIGHT AND AIR 

These are powerful natural disinfectants, and will kill most 
organisms. All germs are attenuated, and finally killed, by drying. 
The typhoid bacillus is destroyed in from one and a half to two 
hours, and the diphtheria bacillus in half to one hour’s exposure to 
direct sunlight. All bedding and clothing should be frequently 
exposed to the sun and air. 

Colonel Cunningham (I.M.S.). of the Bombay Bacteriological 
Laboratory, has devised the following valuable method for the 
treatment of clothing and bedding, which can be used in any village, 
with no expenditure of money, and but little labour, at practically 
any season of the year : 

(1) Choose a smooth, sandy place where no grass or bushes 
grow, and which is fully exposed to the sun. It must not be 
near trees or houses, and the ground should have so cracks 
in it and be free from stones. 

(2) If the place is not sandy by nature, it must be covered with a 
layer of sand three inches deep, and made quite smooth on 
the top. 

(3) The sand must be very hot before the clothes are put on it. 
It is necessary, therefore, to wait till about 10 a.m. before 
spreading the clothes, and no clothes should be spread after 
4 p.m., as the sand will not be sufficiently hot at that hour. 

(4) The clothes should be spread evenly on the sand, in a single 
layer, and allowed to remain in the sun for a period of one 
hour. 

(5) Thick and padded clothes, such as rezais and quilted coats, 
must be turned over once or twice, in order to expose both 
surfaces to the sun, 

(6) Clothes must not be placed within three feet of the edge of 
the sand ; otherwise, some fieas may escape, and ultimately 
reach the village, 

(7) The sandy surface must be quite smooth, and precautions 
should be taken to prevent cattle straying across the prepared 
surface, prior to the commencement of operations. 


FOOD INSPECTION 

INSPECTION OF ANIMALS BEFORE SLAUGHTER 


Indications of Health 
Smooth and glossy 


Indications of Disease 
Harsh and the hair standing 
on end. 

Heavy and injected. 

Furred and hanging out of 
the mouth. 
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INSPECTION OF ANIMALS BEFORE SLAUGHTER— 



Indications of Healfk 

IndJcaiior.s of Disease 

Nostnls 

Bright red and mc^ 

Drv and covered with frothy 
or yellow secrelion. 

Breath 

Sweet 

FouL 

Respiration 

Regular and easy 

Laboured. 

Excreta 

Normal 

Diarrhoea, mine scanty or 
bloody. 

Temperature 

Normal 

The ears, feet, and teats art 

Movements 

Quick 

Slow and ditficulL 


The principal infectious diseases are pleuro-pneumonia, tuber- 
culosis, anthrax, foot-and-moulh disease, cattle pbgue, and 
actinomycosis. 

The important point in tuberculosis is to determine whether 
an organ or glands only are affected, or whether there is a generalized 
tuberculosis, i.e., spread of tubercle bacilli by the blood-stream or 
thoracic duct. 

The age of an animal can be approximately defertnlned from 
Its t«eth and the rings on the horns 

MEAT. — In good meat the flesh is Arm and yet elastic; it has a 
marbled appearance from (be ramiflcaiions of little sfins of fat 
among the muscles; in the intermuscubr cellular tissue, there 
should be no softening or mudbge-like fluid. 

A deep-purple tint is said to indicate that the animal has not 
been slaughtered, but has died with the blood in It. There should 
be no lividity on cutting across the muscles, and a little reddish 
juice should exude after some hours. 

Goat's Meat. — T he meat of an old goat is dark, harsh and 
strong, with a pwuliai goaty smell. The shanks of the fore and bin d 
legs arc tery thin, ribs white, and the outer coating of the animal 
deep red. Neck sery thin in sbe-goats and \cry thick in he-eoats. 

Buffalo Meat. — ^T his is darker and more reddish-brow-n tlun 
beef, with a bluish look and coarse grain. 

The following parasites may be conveyed to man by eating 
meat 

(1) Trichina spiralis; 

(2) Cysticerais cellulasae; 

(3) Cysncercus baiis. 

FISH — Fish, when fresh, is firm and stiff; the tail should not 
droop, the scales should not be dull, damaged or easily detach^. 
An mfalhble test -of unsoundness is when, with strong pressure of 
the thumb and fingers above and below, iV.e deeper fiesh readily 
crushes, learing the skin only between the fingers. 

MILK. — Placed in a narrow glass, good milk should be quite 
opaque, of a full white colour, and without deposit, peculiar smell 
or taste. Tsiien boiled, it should not change in appearance. Milk 
adulterated with water, when placed in a white xessel, shows a blue 
Une at the junction of the milk and the vessel. 
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It is a diflicult matter to obtain milk that is reasonably free from 
bacterial contamination, as during milking so much contamination 
comes from the udders and flanks of the cow and, unless every 
precaution is taken, from the hands of the milkers and from the 
vessels in which the milk is stored. Milk is an ideal medium for the 
growth of pathogenic and other bacteria. All milk in the tropics 
should as a rule be boiled. 

Milk-borne diseases have been classified by Kirk as; 


Common to cattle and man. 
Bovine Tuberculosis 
Undulant Fever 
Foot-and-Mouth Disease 
Milk Sickness. 


Not affecnng cattle, but spread by milk 
contaminated from human sources. 
Typhoid .ind Paralyphoid fevers 
Diphtheria 
Scarlet Fever 

Septic sore throat. . 


GHEE. — Ghee is most commonly prepared from buffalo milk. 
Cow’s-milk ghee has a slight yellow tinge, good ghee should be 
clear, white, and solid (in the cold weather), with a faint agreeable 
odour Unfortunately, ghee is much adulterated. Thc.principal 
adulterants are groundnut, coconut, mohera, castor and poppy- 
seed oils, animal fat, boiled potatoes and plantains. 

ATTA. — Good atta should be silky to the touch and free from 
gnt. It should be free from any smell or odour suggestive of acidity 
or mouldiness. 

FOOD PRESERVATIVES 

Whereas these are regarded with suspicion, it is generally agreed 
that if not used indiscnnunately and to enable the sale of unsound 
food, no harm is likely to result from the following in small 
quantities . 

Borax. Salicylic acid. . 

Boric acid. Sulphites. 

Benzoic acid. 

The following should no/ be used : 

Formaldehyde. Fluorides. Silicofluondes. 

FOOD POISONING 

This is produced by the Gaertner group of bacilli, either by the 
organisms or their toxins ; the symptoms of cramp, collapse, and 
purging may be mistaken for cholera. 

WATER, PURIFICATION OF 

1. DISINFECTION OF A MUNiaPAL WATER SUPPLY 
Jiii/es under the Municipalities Act 

The instructions for the disinfection of a municipal water supply 
on the occurrence of an epidemic of typhoid fever or cholera, 
drawn up by the Superintending Engineer, Public Health Depart- 
ment, U.P., for the guidance of the boards, are given below. 

On the occurrence of an epidemic of typhoid fever or cholera, 
which is proved to be in any way traceable to the water supplied 
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from municipal water-works, the cn^ncer in ch^ge, on receipt of 
orders from the Superintending Engineer, Public Health Depart- 
ment, shall at once proceed to dianfect cleat-water reservoirs and 
distribution pipes in the manner described below. 

The depth in one compartment of the dear-water resen otr should 
be lowered until only 20,000 gallons of water are left in the resers’oir. 
Ten pounds (avoirdupois weight) of permanganate of potash 
(presiously dissolved in buckets or in an iron tank) should ^en be 
added gradually at about six or se\m o’clock in the evening. At 
1 1 p.m., by which lime the demand for drinkiDg purposes will have 
ceased, the pumps should be started and the pink water slowly 
pumped through the distribution sj’slein. Where there is a raised 
reservoir, diis should be emptied by opening some of tbc scour 
valves +)efore pumping is commenced, so that the disinfectant may 
thoroughly w ash out the reser\'oir as well as the pipes. 

Arrangements should be made, while the pumping is in progress, 
to have aH the scour valves opened in rotation, to ensure a proper 
circulauon of the disinfecting fluid. 

When (he reservoir has been pumped empty, the supply from the 
filters should be tamed on, and as soon as sufBcient water has 
collected, the pumps should be re-started and clear water pumped 
slowly through the system for half an hour. 

By starting pumping at 11 p.ro., it should be possible to have the 
w hole operation completed by three or four o’clock in the morning, 
before water is required for domestic purposes. 

The above procedure is to be observed in the case ofan outbreak 
of typhoid, the only difference, to the event of tie epidemic b^g 
one of cholera, b that 10 gallons of comtneixial hydrodiloric 
and should be added to the solution of permanganate of potash 
m the dear-water resen oir. The hjdrochlonc 'acid should, of 
course, be previously diluted in bucketfuls of water, before b^g 
put in the reservoir. 

2. DISINFECTANTS FOR WATER SUPPLIES 
Rules under the Municipalities Act 

(a) Permanganate of Potash should be used in the disinfection 
of welb in a strength of 0-5 gr. per gallon, that is to say, a sufficient 
quantity should be added to ^ve a perceptible pink colour, remain- 
ing visible for at least six boun. For ordinary wells, five feet in 
diameter and containing six feel of water, one ounce should be 
dissolved in a bucketful of water, before adding it to the well to 
be disinfected; the water in the well should be agitated by the 
bucket after the addition of the solutintu 

(5) Bleaching Powder (chloride of lime) b issued in small sealed 
uns covered with paraflin wax, or in bottles. WTicn freshly received 
from the manufacturers, a 2 oz. tin or bottle' is sufficient for a well 
five feet in diameter containiag six feet of water, but, as the strength 
of the contained chlorine rapidly diminishes, for thorough dis- 
infection in most cases two Uns win be requir^, as also when the 
well IS larger than five f«t in diameter. 
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The formula for calculating the amount of chloride of lime or 
potassium permanganate necessary to disinfect a well is : 

2 X (diameter of well in feet) x (depth of water in well in 
feet) = number of pounds of chloride of lime required: 

The amount, divided by 10, will give approximately the number 
of ounces of potassium permanganate required. 

The e.Tperience of the War has been that, when working with 
considerable volumes of water, the choice of a reagent is practically 
limited to free chlorine, supplied either from cylinders of the liquefied 
gas, solutions of sodium hypochlorite of known concentration, or 
bleaching powder (chloride of lime). The action of all these is 
essentially similar, and their usefulness depends upon the fact that 
the presence of about 0-5-1 part of active chlorine per million parts 
of water, for a short time, results in complete stenhzation, as 
regards the coliform group of organisms. 

Sodium hypochlorite solution is preferable to bleaching powder, 
in that it is more readily distributed through the water, but its 
varying composition and instability make it less satisfactory for 
field or famine use. For the sterilization of moderate quantities of 
water, such as those contained m a waler>cart (1 10 gallons), bleaching 
powder has given very satisfactory results. Success with the use of 
chlorine depends upon adequate mixing, effective concentration, and 
avoidance of excess. 

3. DISINFECTION OF WATER ON A SMALL SCALE 

(1) Alum: 6 gr. to the gallon, removes suspended matter; it 
is very eflcctive if calcium carbonate is present m the water. This 
method is much used in China. 

(2) Potassium Permanganate: Has its value as an oxidizing 
agent and germicide. One and a half grains should be used for 
each gallon of water. 

(3) Quicklime: The amount should be two ounces for every 
gallon of water. 

(4) Free Iodine: Liberated by Nesfield’s stcnlizing powders. 
Each packet contains three powders — A, B and C. Dissolve A and 
B powders in 2 chiltaks of water, pour the resulting brown liquid 
into a bucket of water and stir. Now pour the contents of the 
bucket into the well, and mix thoroughly by elevating and lowering 
the bucket. Wait at least an hour, then dissolve C powder in a 
bucket of water, and mix well with rest of the water in the well as 
before. The water is now ready to drink. The advantages of this 
method are rapidity, simpliaty, and the fact that the taste and 
appearance of the water are not changed. Typhoid and cholera 
organisms are killed in a few minutes. These powders can be 
purchased in all sizes, to sterilize a whisky bottleful of water up to 
the contents of a large well. 

There are three processes by which water can be sterilized in 
either small or large quantities. 
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(1) ChlorinatiO'j. — A water free from suspend^ mailer can be 
sterilized, especially as regards or^nisms of intestinal origin, 
and the method is very effective in controlling epidemics of 
enteric. Bleaclungponder is comenient to use and the former 
difficulty of the rapid deterioration in tropical counlri« by 
the absorption of moisture has been orercome by the addition 
of 20% of quicklime. This muture, after several months’ 
storage in India, shows little loss of chlorine content 

(2) OzoNiZATiON. — The ozone is generated by electrical plant; 
the process is expensive and complicated. 

(3) Ultra-Vioiet Kays.— These ate generated by a meTC^'- 
vapour lamp. It is most effective, tj'phoid bacilli being Idllw 
in less than 20 seconds and cholera vibrios in 15 seconds. 
The water must be clear and free from suspended matter. 
It has the advantage over the above methods in that nothing is 
added to the W3ter, and if the bacterial content is known, the 
time of exposure to the rays can be so adjusted as to effect 
complete sterihzation. 

DISEASES PRODUCED BY WATER 

(1) Enteric Fever. — O ne patient may infect enormous supplies. 

(2) Paratythoio, a, B, and C. — Results especially from polluted 
bathing water. 

(3) Cholera. — W ater is the most frequent, but not the only 
source of mfection. 

(4) Dysentery. 

(5) Entozoa. — W ater is the chief means of conveying the majority 
of helminthic infections, including roundworm and threadworm. 

(6) Dyspepsia and Dlvrrhoea.— R fisult from water with high 
permanent hardness or suspended clay, sand or mica. 

(7) GomiE. — McCanison has shown that endemic goitre is due 
to the action on the thyroid, of a toxin, the product of an intestinal 
inicrobic infection, together with lack Of iodine. 

(8) Metaluc Poisoning.— By lead, zinc, arsenic, copper. The 
source is usually from pipes or storage receptacles, but may be pollu- 
tion from trade processes or mines. As small an amount as gr. per 
pllon of lead will produce definite symptoms in persons with an 
idiosyncrasy to that metaL 

METHOD OF COLLECTING SAMPLES OF WATER FOR 

CHEhnCAL AND BACTERIOLOGICAL EXAhUNATION 

For chemical examination about half a gallon should be sent in a 
stoppered Wmehtster bottle, xvbach has hrai rieansed with strong 
acid and then w eU washed ; jl should be rinsed twice with the water 
for examination before the actual sample is taken. 

For bactenological examination twxi ounces should be collected 
in a glass-stoppered bottle sterilized at 100* C., care being taken 
that the part of the stopper inserted into the bottle does not touch 
the hand. 
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OPINION UPON A WATER SAMPLE 

Both bacteriological examination and chemical analysis should 
always be made, but it must be remembered that the results of a 
water taken at source and after traversing a long pipe line may show 
marked differences. 

CHEMICAL ANALYSIS. — ^This frequently shows pollution 
and danger, but is not always reliable as to absolute purity and 
safety. As a rule when an excess of organic matter in a sample of 
water is accompanied by oxidized nitrogen, ammonia and a large 
amount of chlorine, contamination is from sewage, Also, while it 
shows the presence and amount of organic matter, it cannot 
determine the quality or differentiate l^tween living and disease- 
producing organisms and dead and innocuous matter. 

BACTERIOLOGICAL EXAMINATION.— A large or small 
number of non-pathogenic bactena or fungi m a sample of water 
shows a large or small amount of organic pollution, but the isolation 
of specific organisms of, say, typhoid, from this great number of 
harmless species, is a matter of difficulty. The detection, however, 
of intestinal bacteria, such as B. coU, at once points to the nature of 
the pollution. Dunn and Pandia slate that “there is no doubt that 
the bacterial flora of waters in India are different from the waters of 
more temperate climates, and the relative amount of the different 
classes of organism varies considerably. It is therefore necessarv 
that a bacterial standard of punty for water in India be established. 
At present it may be stated that pure water after flltration should 
not contain on an average more than 10-20 colonies per c.c. that 
grow on agar at 37® C. and absence of fermentation in McConkey’s 
medium in 40 c.c. of water.” 

Clemesha {The Bacteriology of Surface iVaters in the Tropics) 
did valuable work on this subject and showed that the sun has a 
very powerful action in destroying all faecal organisms in water. 

AIR SPACE AND VENTILATION 

1. Every sick person should have a floor space of 100-120 square 
feet and a cubic space of 1,500-2,000 cubic feet. The floor space 
in no circumstances should be less than one-twelfth the cubic 
space. 

2. Schools should have a minimum of 20 square feet of floor 
space and 200-300 cubic feet of air space per pupil, and dormitories 

a minimum of 500 cubic feet per head. AIT classes, whenever possible, ' 
should be held in the open air, under a tree, except during the rains. 

3. In factories and workshops, a minimum of 500 cubic feet per 
worker, and if injurious gases or dust are produced, the cubic space 
shoifld be greater and artificial ventilation provided to remove them. 

4. Every healthy person should have at least 800 cubic feet 
of air space. 

5. For cattle and horses, a floor space of 100-120 square feet, 
giving a space of 1,200-1,800 cubic feet. Is sufficient if ventilation is 
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free, as the air can be changed more rapidly than in human 
habitations. . , , . 

6. With this space, effident ventilation must be provided, in 

order to keep the air pure ; 3,000 cubic feet per head per hour must 
be supplied. If the air in a room Is changed by ventilation more 
than three or four times in an hour in cold weather, an unbearable 
drau^t is created. . 

7. Fresh air should be admitted at a low level, and foul air 
discharged at the ceiling level, the natural ascent of air being rapid 
on account of its temperature. 

8. The area of inlets should be one square inch for each 60 cubic 
feet m the contents of the room. 

9. The area of outlets should be one square inch for each 60 
cubic feet contents for a room on the ground floor, one square inch 
per 55 cubic feet on the next floor, and one square inch per 50 cubic 
feet on the top floor. 

10. The inflow of air must be properly diffused, and not permitted 
to pass direct from the inlets to the outlets. 

As regards systems of ventilation there is the Vacuum System; 
this is efected by an extractor fan revolving rapidly near the ceiling, 
thus removmg the vitiated air; the incoming air, which is untreated, 
pours m to fill the partial vacuum from low*placed inlets. 

By the Plenum System air is driven in by a powerful fan and 
allowed to flnd the various outlets, the windows and doors being 
kept closed. This method has the advantage that the incoming air 
can be purified, its humidity increased or diminished, and it can be 
either cooled or heated. 

The third method b known as the Balance S>'stem and b a 
combination of the Vacuum and Plenum Systems, and b the best 
system for hospitab. cinemas, theatres, factories and large public 
buildings, the occupants being pven a pure air of equitable temper- 
ature and humidity. The air is cooled by passage through tatties, 
and excess of humidity removed by passing through calcium chloride. 
Such a system is naturally of enormous advantage to health and 
comfort. The depee of humidity is important when the temperature 
of the external air is between 82® and 92®F.; lowering the temper- 
ature 10 degrees will be sufficient if the humidity is reduced. But in 
Northern India in the hot weather vo'th the external temperature 
between 105® and 120® F. and low humidity, the temperature could 
be reduced to, say, 85" F. 

ARTinCIAL ILLUMINATION 

The chief sources of light arc cheap kerosene oib which are 
vtapMse. and give off large amounts of uiibicirm carbon as soot, 
and abo mustard oU, but fortunately the use of electricity is becoming 
more general with the advantage that the air is not vitiated by the 
burning of oxygen, and the production of mobture and CO, with 
the added dbcomfort of beat. The following uble shows vitiation of 
the atmosphere from diflerent sources of light as compared with 
the vitiation from persons : 
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Vjliation equal 

Source of light to adults 

Tallow candle 12 0 

Kerosene oil lamp 7-0 

Electric incandescent light . . . 0 0 

For heating purposes radiant heat is the healthiest, and wood 
fires are used when necessary. 

Note. — ^The above figures for ventilation must of course be 
adapted to the wide range of climatic conditions existing in different 
parts of India ; also to the climates of hill and plain. 

STANDARD OF SANITARY CONVENIENCES AND STAFF 
RECOMMENDED 

Latrines. — One seat per 70 of population, and for a latrine of 
48 seats, one male and one female sweeper should be employed. 

Urinals. — One per 500 of population. No separate staff is 
necessary. 

Rubbish Carts. — One per 1,500 ot population. One driver 
per cart. 

Slaughter House.— One sweeper, one bhistie, one cart driver. 

Street and Lane Cleaning.— This will vary as to whether the 
area is sparsely or thickly populated, and as to whether the road has 
side drams or not. One sweeper can do from 20,000-50,000 square 
feet of road surface and 2,000 feet of side drain. 

There should be one Jamadar for every 25 sweepers. 

In Unsewered towns, one night-sod cart (single) to every 2,500 
population. On trenching ground, one beldar for two single or 
one double cart. 

Trenching Ground. — ^This should be from J-l mile from the 
town on the leeward side; this is on account of the fly nuisance. 
The area should be sufficient for three years* trenching, divided into 
three equal plots. There should be a road down the centre of the 
ground, with the trenches dug at right angles, parallel to one 
another, and 18 inches apart. The trenches must be 2 feet broad, 

1 foot deep, and the length adapted to the shape of the trenching 
ground. The night-soil is poured in to a depth of 3 inches and the 
earth then covered in. 

USEFUL DATA 
Thermometers 

The IbermojDeljJc scales chiefly in use are those of Eab/eDbeJl, 
Celsius (Centigrade), and Riauraur. The R^umur scale is now 
but rarely used, Fahrenheit is usually employed clinically, and 
Centigrade m chemistry and research work. 

The following are the freezing and boiling points of the three 
scales : 

Freezing Point . . - . 32* F., 0® C. and 0® R. 

Boiling Point . . • . 212" F., 100* C. and 80® R. 

To convert degrees F. into degrees C., deduct 32, multiply by 5 
and divide by 9, 
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To convert degrees C. into degrees multiply by 9, divide by 5 
and add 32. 

BAROi-tETER 

Atmospheric Pressure = 760 mm. of mercury ; 

= 29*22 ioches of mercury; 

= 33-9 feel of v?ater; 

= 14*71 !b. to the square inch. 

The barometer falls one inch for eiery 900 feet of ascent abo« 
sea-lesel — less at great heights. 

The Velodty of Light = 1S6,000 miles per second. 

The Velodty of Sound = 1,130 feet per second. 

Horse Power equals 33,000 foot pounds of work per minute. 
ELECnUOTY 

No one knows what electridty is. The following is an interesting 
classification by Sir 01i^er Lodge: 

(1) Electridty at rest, or static electridty, which refers to all 
phenomena of stresses and strains. 

(2) Electridty in locomotion or eurrajt clectridt>', the phenomena 
set up in metallic conductors, etc., by the passage of electridty 
through them. 

(3) Electricity in rotation or magnetism. 

(4) Electricity in sibratios or radiation, the phenomena of ether 
wa\es, including those we know as "light”. 

Eiecirical Measures 

VOLT a® The unit of pressure 
Electromotive force 

■= About 92-6% of that gisTn by one DanicB's battery’ 
ceU. 


OHM The unit of resistance 

= The resistance offered to the passage of a current 
of electricity by a column of meremy 106 cm. 
long by I mm. diameter, at the temperature of 
melting ice. 

AMPERE = The umt of current 

= The current 1 solt will drive through 1 ohm. 

WATT = The umt of power 

= 44 foot-pounds per minute. 

Volts 12 = Ampere 4 x Ohms 3 = 12. 


Ampere 4 = 


Volts 12 

Ohm 3 


Volts 12 

Ohm 3 = = 3. 

Ampere 4 


If an ampere-hour be multiplied by the pressure (volts) then we 
base the consumption of dectrical energy in watt-hours, one 
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thousand of which are called a Board of Trade Unit or one Kilo- 
watt for one hour or IJ H.P. A Board of Trade Unit (B.T.U.) will 
keep a 16-candle incandescent lamp altght for about sixteen hours. 
Rainfall 

I inch of rain =4-673 gallons per square yard; 

= 22,617 gallons per acre ; 

= 100 tons 9 cwt of water per acre. 

One ton of water contains 35*9 cubic feet. 

Drainage 

To find the fall at which drainage pipes of varying sizes should 
be laid, multiply the inside diameter of the pipe by 10 ; the result 
will be the number of feet m which the drain should fall one foot. 
Example t 6 in. diameter = 1 in 60. 

CIVIL HEALTH ADMINISTRATION IN BRITISH INDIA 
By Rao Bahadur K.C.K.E.Raja, L.R.C.P. & S., 

D.P.H., D.T.M. & H. 


Officer on Special Duty, Planning and Development, 

Office of the Director General, Indian Medical Service. 

The Present State of the Public Health 
India is a sub-continent comprising an area of 1,SS1,4I0 square 
miles and a population of about 3S9 millions at the 1941 census. 
Between 1872 and 1941 its population has grown by about 54%, 
while the corresponding percentages of increase in the United 
Kingdom and in Japan were 56 and 136 respectively. Jn the last 
two countries an important factor influencing the growth of popula- 
tion has been the successful control of mortality, whereas in India, 
though there has been a noticeable fall in the death rate during the 
same period the decrease has been less marked. In the United 
Kingdom there was, at the same time, a greater decline in the birth 
rate than in Japan, so that the proportionate increase of population" 
became much smaller. In India, on the other hand, growth of 
population has taken place through the wasteful method of high 
birth and high death rates. The latter indicates also an undue 
prevalence of morbidity in the community. As will be seen from the 
following figures* her general and infantile mortality rales compare 
unfavourably with those of the other countries given below r 


1. British India 

2. England and Wales 

3. Austraba 

4. The United States 
5 New Zealand 



The high rates of morbidity and mortality existing in the com- 
munity are due largely to the wde prevalence of many diseases 

•Many of the figures quoted here are taken from the Report of the Health 
Survey and Development Committee appointed by the Government of India. 
It was published in March, 1946 
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which, because they have been effectirely controlled in the temperate 
regions of the glo^, arc now commonly labelled tropical diseases. 
Competent observers estimate that at least lOQ million indhiduals 
(or one in four of the inhabitants of the country) suffer from mala^na 
every j’ear while cholera, smallpox and plague also occur year ^ter 
year and affect wide tracts of territory during their usual periods of 
prevalence. At the same time other diseases such as tuberculosis 
and vencr^ diseases, which erist in all parts of the world, are not 
absent in India. As regards the first, a consenative estimate places 
the number of active cases at about 2-5 millions in India as a whole 
and the annual mortality from the disease at 0‘5 million. No reason- 
ably correct estimate of the prevalence of venereal diseases is possible 
but one Director General of the Indian Medical Service considered 
that the proportion affected would be at least 37 per 1,000 of the 
population. Bowel diseases, such as the dysenteries, enteric fevers 
and diarrhoea, are also widely prevalent. The following figures give 
the average annual mortality from certain causes of death in British 
India during 1932-41*. 


Cholera Smatlpox 

Plefue 

Fevm 

Dysentery 

and 

diarrhoea 

Retpir- 

story 

diseases 

Other 

causes 

Total 

144.924 

«-4) 

69,474 

<« 1) 

'30.932 

(0 J) 

3.«33.«69 

{SS-4) 

“ 2^924 “ 

(4 2) 

”47|.'55i' 

(?■«) 

1.199.490 «.20l.4l4 
(25 S) (100-0) 


The agencies for the registration of vital statistics and for deter- 
mining the cause of death are far from satisfactory, and hence, 
health authorities have been publishing mortality statistics mainly 
in such broad groups as “fevers” and respiratory diseases. 

The existing low level of public health is largely the mult of 
failure, in the past, to organize community life in such a manner 
as to provide the conditions necessary for healthful living as well 
as to develop health services on a scale adequate to meet the needs 
of the 3 >eople. Sound hygiemc bousing, good food in sufficient 
quantity, safe water and provision for recreation and for the wise 
use of leisure are all essential if the individual and the community 
are to lead healthy lives. Inad^uacy of provision in all these respects 
has been an important cause in tbc maintenance of the public health 
of India at the present level. In the following paiasraphs brief 
reference is made to the more important of these factors which are 
responsible for the prevailing high rate of sickness in the country. 

A recent survey of health conditions in India has been made by 
a Committ« appointed by the Government of India, the Health 
Sun’ey and Development Committee over which Sir Josqsb Shore 
presided. In its review of^housing conditions the Committee stated : 
“Existing housing conditions ate, generally speaking, extremely 
unsatisfactory in rural and urban areas, llie growth" of housing 
accommodation in the country has not kept pace with the increase 
in population and overcrowding is therefore a common feature, 
particularly in the towns and cities. In addition, the requirements 
of sound hygienic construction have largely been neglected, while 
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the state of insanitation that exists in towns and in the countryside 
helps to reduce still further the value of the home as the place 
which should provide reasonably satisfactory living conditions for 
the maintenance of the health of its inmates.” In urban areas, 
particularly in industrial centres, overcrowding of a high degree 
exists. Two examples may be quoted. In Madura City in Madras 
Presidency a recent housing survey revealed that a large number of 
onc-roomed tenements harboured 10 to 15 families in each, while 
in Coimbatore, for an increase of 170% in the population during 
the past half a century growth in housing accommodation was only 
to the extent of 20%. In other industrial areas such as Cawnpore, 
Ahmedabad and Bombay overcrowding exists to a marked degree. 

A well-balanced diet which is adequate in quantity is essential 
for the maintenance of health and for the promotion of a sense of 
well-being. In India, where about 80% to 90% of the food consumed 
by the people consists of cereals, the average annual production of 
these important articles of food falls short of the country’s require- 
ments to the extent of 20% to 25%. Other articles of diet which are 
necessary for a balanced diet, e.g., vegetables, fruits, meat, fish and 
eggs, are produced in much smaller quantities and, until their 
pr^uction can be increased several times, the provision of a properly 
balanced diet for the people as a whole will not be possible. 
Dr. Aykroyd, who was till recently the Director of the Nutrition 
Research Laboratories, Coonoor. has pointed out that an inadequate 
and ill-balanced diet is typical of the food consumed by millions 
in India. 

The percentage of population, urban and rural, served by protected 
water supplies is small (under 10) in the different provinces. The 
position is much worse m rural areas than in towns. Even in the 
latter the supplies are often iniermitlenl while the quantity provided 
per head per day varied from 2 to 25 gallons. In Western countries 
it is generally considered essential to provide 25 gallons per head 
of the population for domestic purposes alone, and the requirements 
of large industrial cities are placed at a much larger figure. In certain 
parts of the rural areas water supply even for drinking and domestic 
purposes is scarce, and in some parts of the year people have fo 
travel long distances before they can secure potable water. 

Existing provision for medical relief is definitely low in com- 
panson with the more progressive countries of the West, as may be 
seen from the figures given below: 


u.a.A. 

England and Wales 
British India . 


Number Number 
of doctors of beds 

;>erl(KOOO per 1.000 
of the of the 

populatUnt population 


Death 

per 1,000 
of the 
population 


13 0 10 48 10 6 

100 714 11-9 

16 0 24 24-1 


About 70% to 75% of the doctors available in India are practising 
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Q urban areas wMIe the rural population is about eight to nine Umcs 
arger than that of the urban. 

Some idea of the inadequacy of medical provision in rural areas 
may be obtained from the fact that a rural population of 105,626 
served by one institution in the United Provinces is distributed over 
about 224 villages. 

A practical scheme for remedying Ibis state of affairs will be 
found in the “Simeons Plan” given at the end of this article. 
Health ORCANizATioy in British India 
The main health functions are the responsibility of Provincial 
Governments, while the Government of India is chiefly concerned 
with India's international health relations and with the administra* 
tion of health in certain territories which are directly under the 
control of the Central Government, namely, Delhi Province. Coorg, 
Ajmer-Merwara and Baluchistan. These arc known as the Centrally 
Administered Areas. The main subjects which have a bearing on 
health and in respect of which the Centre has legislative and ctecutive 
powers are given below: 

(1) federal agencies and institutes for research, for professional 
or technical traitung or for the promotion of special studies 
where the research, training or special studies are related to 
medicine or public health; 

(2) the medical profession and other professions whose activities 
are related to medical relief and public health, e.g., the 
nursing profession, the pharmaceutical profession, the 
profession of dentistry; 

(3) port quarantine ; seamen’s and marine hospitals and hospitals 
connected with port quarantine; 

(4) maritime shipping and navigation, including shipping and 
navigation on tidal waters; Admiralty jurisdiction; 

(5) major ports, that is to say, the declaration and delimitation 
of such ports, and the constitution and powers of Port 
Authorities therein ; 

(6) aircraft and air navigation; the provision of aerodromes ; 

(7) carnage of passengers and goods by sea or by air; 

(8) opium, so far as regards cultivation and manufacture, or 
sale for export; 

(9) regulation of labour and safety in mines and oilfields* 

(10) admission into and emigration from India; pilgnmac^ to 
places beyond India; 

(11) migration within India from or into a Governor’s Province 
or a Chief Commissioner’s Province; and 

(12) census. 

There ate a number of subjects in which both the Centre and tbt 
Provinces have concurrent powers of legislation. This list ofsubjecu 
IS divided into two parts. In respect of those in Part I the Centre 
has only powers of legislation while, in regard to the subjects ir 
Part II. the Centre will also have the right to issue directions to i 
province, if the necessary provision to issue such directions i: 
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incorporated in the Central Act concerned. The more important of 
the subjects which are related to health are shown below; 

PART I 

(1) Marriage and divorce; infants and minors; adoption. 

(2) Legal, medical and other professions. 

(3) Lunacy and mental deficiency, including places for the 
reception or treatment of lunatics and mental defectives. 

(4) Poisons and dangerous drugs. 

(5) Inquiries and statistics for the purpose of any of the matters 
in this part of this list. 

PART II 

(1) Factories. 

(2) Welfare of labour; conditions of labour; provident funds; 
employers’ liability and workmen’s compensation; health 
insurance, including invalidity pensions; old-age pensions. 

(3) The prevention of the extension from one unit to another of 
infectious or contagious diseases or pests affecting men, 
animals or plants. 

(4) Shipping and navigation on inland waterways as regards 
mechanically propelled vessels, and the rule of the road on 
such waterways: carriage of passengers and goods on inland 
water\vays. 

(5) Inquiries and statistics for the purpose of any of the matters 
in this part of this list. 

All other subjects are included in the field of provincial health 
administration. Thus the responsibility for the provision of medical 
relief and preventive health care for the people, the training of all 
classes of health personnel and improvement of environmental 
hygiene, including town and village planning, housing, water supply 
and sanitation, all fall within the jurisdiction of Provincial 
Governments. 

What has been described above represents the existing functions 
of the Central and Provincial Governments. Important constitutional 
changes are now under active consideration, the result of which 
may well be a further transference of health duties to the Provinces 
with greater freedom for them to shape their health policy on their 
own initiative or in collaboration with neighbouring provinces. 

In former editions of this work full details of the medical adminis- 
tration of India were given, but matters arc — and for some years 
will be — ^in such a slate of change that it would be a waste of time 
either to describe obsolete systems or to prophesy what will happen 
in the future. For a possible forecast, hoivever, the reader is referred 
to the Shore Committee Report, from which some extracts are 
given below- 

The extent of provision that ensts in the Provinces for medical 
relief and preventive health work is indicated by a series of tabular 
statements which are given as appendices Nos. I, If, III, IV and V. 
They have been reproduced from Chapter III, Volume I, of the 
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Report of the Health Survey and Development Committee (Shore 
Committee Report) and they deal with (1) the number of medical 
institutions, (2) bed strength in the different prosinces of British 
India and in certain other countries, (3) strength of nursing staff 
employed in medical institutions in nii^ and nrban areas, (4) number 
of special hospit^s and other institutions, and (5) the staff employed 
for pre\'entive health work in rural and urban areas in the protinces 

Co-ordination of Central and ProTincial Health Actnities 
and Establishment of the Central Adrisory Board of 
Health 

The prorinces are autonomous, to a large extent, in all matters 
regarding internal health policy and administration. This position 
has existed, broafly spealang, from 1921 when the Government of 
India Act, 1919, was brou^l into operation. In the succeeding 
years the importance of providing machinerj' for co-ordinating the 
activities of the Centre and of the Provinces besaine increasingly 
evident In 1937 the Government of India established the Cential 
Advisory Board of Health for this purple, its chairman being the 
bimber in cbar^ of Health in the Viceroy’s Executive Council 
and its roemben the Health Ministers of the different provinces 
and the representatives nominated by a certain number of Indian 
States. Between 1937 and 1943 the Board held five meetings at 
intervals of about IS months. In addition to the discussion of various 
matters relating to health administration, it made a valuable con* 
tnbution to the study of health problems in India through the 
reports of a number of special committees which it appointed to 
investieate such problems. These reports deal with (1) maternity 
and child welfare, (2) inoculation against cholera of pilgrims 
attending fairs and festivals, (3) control of leprosy in India, (4) school 
health service and (5) food adulteration and its control. Apart from 
such studies the results achieved have been relatively small, partly 
owing to the intervention of World War n and partly to the absence 
of active steps to promote collaboration between the Centre and 
the Provinces in the carrying out of the Tecommendations of the 
Board. 

Medic VL Service for Women 

The first hospital for women and children was started in 1869, 
under the auspices of the American Methodist Episcopal Mission, 
in Bareilly m the United Provinces. Similar efforts followed at 
Lucknow, Delhi and other places in northern India. In 1883 the 
Cama Hospital was established in Bombay as the first Govemracnl 
hospital in India for women. In due course similar developments 
took place in Madras, Guntur, Lahore, Allahabad, Cawnpore and 
other places. Various Christian Missions ^ve taken a prominent 
part in developing medical services for women and children in this 
country. 

In 1 885 Lady Dufferin founded the “Cbuntess of Dufferin Fund” 
or the ‘‘National Association for supplying female aid to the women 
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of India” for the purpose of promoting medical education and 
relief to women and the provision of nurses and midwives. From 
these beginnings there emerged the Women’s Medical Service, 
which is almost entirely financed by the Government of India. Its 
officers are in charge of a number of hospitals for women and 
children in the provinces and the Service also provides professors 
to the Lady Hardinge Medical College m New Delin', which is 
exclusively for the training of women in medicine. The college is 
affiliated to the Punjab University and trains students for its M.B., 
B.S. degrees. 

The Co-ordination of Curative and Preventive Health 
Activities 

At the Centre the Public Health Commissioner, while dealing 
directly with the Goi'ernment of India in matters relating to inter- 
national health and certain other matters, is also a Staff Officer in 
Public Health in regard to (he administration of the Medical 
Research Department and some other institutions. The ^blic 
Health Commissioner is the Secretary of the .Scfcflttfic Advisory 
Board of the Indian Research Fund Association and thus, in the 
fields of medical research and of general health administration, 
there is provision at the Centre for the co-ordination of preventive 
and curative health activities to a considerable extent. In the 
provinces, on the other hand, the position is that the Medical and 
Public Health Departments have been functioning, fcr some time 
past, largely independently of each other. In the development of 
health services, in this country, curative medicine received, as in 
other countries, greater attention for a considerable time and it has 
only been witWn the past quarter of a century that skeleton pre- 
ventive health services have been developed in the provinces. The 
separation of the two departments has, within this period, helped 
to focus attention on the need for promoting preventive work and 
thus the development of the public health department in the 
provinces has been encouraged to a greater e.xtent than in the 
previous period, but, m any organized community health service, 
preventive and curative health activities must dovetail into each 
other in order to produce maximal benefit to the people, and the 
need for combining the two departments in one organization as an 
essential part of the country’s health expansion programme has 
now been generally accepted- 
Healtii Legislation 

Both at the Centre and in the Provinces legislation relating to 
health is scattered over a number of enactments dealing with 
diverse subjects. For instance, some forty or fifty Central Acts 
contain provisions relating to health, examples being the Quarantine 
Act, 1825, the Indian Merchants’ Shipping Act, 1859, the Indian 
Penal Code, 1860, the Vaccination Act, 1880, the Medical Act, 
1886, the Indian Railways Act, 1890, the Births, Deaths and 
Marriages Registration Act, 1896, the Epidemic Diseases Act, 1897, 
the Code of Criminal Procedure, 1898, the Glanders and Farcy 
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Act, 1899, the Indian Factories Act, 191 1, the Indian Steam Vessels 
Act, 1917, the Indian Red Cross Act. 1922, the Indian Mines Act, 
1923, and the Cantonments Act, 1924. These >-arious Acts were 
brought into being at different limes and the powers they confer 
are to ^ exercised by different aulboritics. Both at the Centre and 
in the Provinces it is considered that, in order to promote the 
development of health administration on sound lines, consolidated 
Public Health Acts should be enacted so as to bring together the 
various legal provisions relating to health and to entrust all the 
more important health functions to some central body such as a 
Ministry of Health instead of making a number of separate 
authorities responsible for the administration of these laws. 
Maternity and Child Welfare 

Mothers and children form two wlnerable sections of the com- 
munity requiring special health protection in every country. In 
India nearly half the total annual deaths are among children under 
ten years of age, about half of these being in children under the 
age of one year; the maternal mortality rate Is at least six or seven 
times that of the more progressive countries. 

Id a previous paragraph it was pointed out that the existing 
health services for the people were totally inadequate to meet their 
needs. In the held of maternity and chud welfare the position is 
even worse. To quote from the Report of the Bhore Committee, 
“the existing number of midwii-es is probably 5,000 while, for 
adequate service to the people, 100,000 are considered necessary. 
The total number of health visitors in the country is about 700 or 
750 and for the supervision of the work of 1 00,000 midwiws about 
20,000 health visitocs will be required. The number of women 
doctors with special training in maternity and child welfare work 
is about 70 or 80 and of these, only a dozen are women graduates 
in medicine with adequate specbl training in maternity and child 
welfare work”. 

' The maternity and child welfare movement started in India 
under the auspices of voluntary agencies and so far much of the 
work in this held continues to be under the direction of such agencies. 
Early attempts were directed towards the training of indigenous 
dau (or women who practise midwifery on traditional lines). Miss 
Hewlett, of the Church of England Zenana Mission, made the first 
effort in this connexion as early as 1866. In 1918, a school for the 
training of health visitors was opened in DelU and in 1919 the 
Lady Chelmsford All-India League for maternity and child welfare 
w’as established. Under the auspices of the Indian Red Cross Society 
a Maternity and Cinld V/rifaie Bweau was cieatcd in 1930 wilb an 
officer of the Women’s Medical Sertdee as its Director in order to 
promote the development of maternity and child welfare work 
throughout the country. In 1933 a special course in the subject for 
qualified women medical graduates was inaugurated at the newly 
established All-India Institute of Hygiene and Public Health, 
Calcutta. For a country of India's size and population the efforts 
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so far made for providing adequate health protection to mothers 
and children arc far too meagre to make any impression on the 
existing rates of morbidity and mortality among these sections of 
the population. The first step to be taken for an improvement of 
the existing state of affairs is for Governments to take (he responsi- 
bility for the development and maintenance of this service. Even 
now in some provinces the maternity and child welfare organizations, 
although supported heavily by grants from the Provincial Govern- 
ments concerned, are permitted to be run under the control of 
voluntary agencies. These Governments should take over the 
organizations and make them integral parts of the provincial health 
service. Indeed, provision of adequate preventive care and medical 
aid to mothers and children will be possible only if this branch of 
health work becomes a part of the general health service for the 
community. 

Note by the Editor 

On the other hand, a very simple calculation shows that wide- 
spread disaster cannot be far distant if the net population of India 
continues to increase at its present rate; the land cannot svppozt 
more than a certain number of people, and even if improved methods 
of agriculture were acceptable to the rural population the effect 
would be insufficient and transitory. Fertilizer factories and irriga- 
tion schemes may improve matters for the time being, but the 
ultimate result of these enterprises will only be a further increase 
in the population, for the simple reason that the present Indian 
standard of living is low. Even if some genius discovered how to 
produce a good monsoon every year the result, with education at 
its present level, would be the same. 

Foodstuffs can be imported from abroad, but the rest of the world 
is hardly likely to starve itself in order to pander to the reproductive 
prodigality of a single country. 

In course of time Nature produces her own remedies, which, 
unlike those of science, arc apt to be both painful and drastic, and 
one of the chief problems facing India is the curtailment of her 
surplus population without the assistance of a major holocaust. 
Even the most bigoted persons can hardly wish for the re-introduction 
of pestilence, famine and civil war. 

The only alternative appears to be widespread education; apart 
from inducing a wish for a higher standard of living this would 
have two results; it would increase the cost of bringing up children 
in wtat their parents considered a worthy manner, and therefore 
suggest that feWer children could be brought up belter; it would 
also make people less improwdent and even give them some 
knowledge of physiology, so that they would be both willing and 
able to practise some form of birth-cqntroi. 

It must be remembered that instructions to “increase and multiply 
exceedingly” were given when the death-rate was very much higher 
than it is today, even in India, and immensely higher than we hope 
it will be in the India of the future. 
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It might even be profitable to rewvc the I.C.S. as the Indian 
Contraception Service. 

Health Sermces for School Ouldren 

A satisfactory school health programme should provide for 
contmuous health protection to llus section of the comrauiuty 
through the development of the necessary remedial and preventive 
health services and through the provision of supplementary nutrition 
to those who are in need of it as well as of adequate facilities for 
physical training and recreational activities for all pupils. In India 
no such comprehensive scheme covering riic whole school-going 
population in the area concerned has been developed by any health 
authority. 

It was in Baroda City that school medical inspection was first 
started in 1909 and, while some form of school health service has 
been developed in different provinces in the succeeding years, 
the areas covered by such services, the types of schools sensed and 
the extent to which provision is made for the rectification of the 
defects discovered during medical inspection have differed widely. 
On the whole the children attending middle and high schools haw 
been catered for to a greater extent than primary school children. 
In some of the larger towns and aiies, e.g , New Delhi and some 
cities in the United Provinces, whole-time school medical officers 
are employed and they, in addition to the medical inspection of 
school children, run clinics at which treatment is given for simple 
ailments, and carp' out health education in the schools. In some 
places the authorities have also secured the services of specialists 
on a part-time basis for dental and ophthalmic services. In the 
majonty of the areas where medical inspection of school chBdren 
IS bemg carried out the pupils are referred for such treatment as 
may be necessary to the nearest public hospital or dispensary. In 
view of the high pressure under which these institutions work, the 
medical relief offered to such pupils is of the most meagre description. 
A bnef reference to existing school health services in a number of 
provinces will be found on pages 68 and 69 of Volume I of the 
Report of the Health Stmey and Derelopment Committee. 
Supervision of Food Supply 

The enforcement of adequate measures to ensure the purity of 
the community’s food supply is an essential part of h^th aiimnis- 
tration. The measures required may broadly be divided into two 
groups. (1) those which are concerned with the supervision of the 
production, storage, transport and distribution of articles of food 
and dnnk which are intended for consumption by 'the public and, 
(2) the steps necessary for prevTndng the adulteration of food. In 
regard to the fint, bactenological and chemical examinations of 
samples are necessary at various stages of production and distribu- 
tion, parUculaTly in respect of such articles as ice-cream, ice and mltV. 

In India, local health authorities are responsible for the enforce- 
ment of the law relating to the control of food supply, while Pro- 
vincial Governments possess considerable powers to supervise the 
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functions of these authorities and to require of them the due per- 
formance of their duties. Under the Local Self-government Acts, 
which have brought them into being, these authorities possess 
adequate powers to regulate the maintenance of slaughter-houses, 
markets, sweetmeat shops, hotels, restaurants and other eating 
establishments as well as to seize and destroy articles of food or 
drink which are unfit for human consumption. In the absence of a 
strong public opinion demanding reasonable standards of cleanliness 
in the production and distnbution of food, these health authorities, 
however, have largely failed to exercise their powers adequately 
and it seems correct to state that, in the majority of cases, articles 
of food are being produced and offered for public consumption in 
such a manner as to constitute a grave danger to the public health. 

The position regarding food adulteration is also far from satis- 
factory. Under the Provincial Food Adulteration Acts local health 
authorities are responsible for this function also. Each Provincial 
Government is empowered to apply the Act to the whole area of 
a province or to particular local areas and to all or particular articles 
of food. Each Government has also considerable powers of super- 
vision and control over local authorities in respect of the duties to 
be perfonned by the latter under the Food Adulteration Acts. The 
working of these Acts in the provinces was reviewed carefully m 
1941 by a special Committee appointed by the Central Advisory 
Board of Health. The Committee pointed out: (1) that “in certain 
provinces the operation of the Act has been extended to specific 
areas, without due consideration being given to the need for ensuring 
that the local authorities concerned possess adequate funds and 
personnel to enforce the Act; (2) that many local authorities have 
failed lo avail themselves, to a reasonable extent, of the facilities 
for getting samples of food examined, which have been provided by 
the Provincial Governments concerned, and (3) that a varying 
measure of laxity exists in some of the provinces in the enforcement 
of the Jaw against offenders under the Act through failure to 
prosecute them”. Inadequacy of the fines imposed by magistrates 
on persons who are convicted is another cause, the Committee 
said, for the ineffective functioning of the Act. It has also pointed 
out that the figures it received from the provinces showed that, in 
one province, 100% of the samples in respect of milk and milk 
products were adulterated and that, when samples of all articles of 
food were considered together, the percentage of adulteration 
was 84-9. The need for ensuring a definite improvement in the 
administration of the law against food adulteration is therefore 
evident. 

Control of Drugs 

Control of the manufacture and sale of drugs in India and of 
their import from other countries has not yet started on any effective 
scale but active steps are under consideration and a brief reference 
to the proposed measures, therefore, may be made. In tracing the 
history of legislation in respect of drugs reference may be made to 
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the report of the Drugs Enquiry Committee, 1931, presided over 
by Colonel Sir Ram Nath Chopra, the leading pharmacologist of 
India, who has contributed a great deal towards the formulation of 
sound principles on svhich to build the drug industp' in India, "^e 
report ofthe Chopra Committee was largely responsible for bringing 
prominently before the Government, the Legislature and the public 
the need for comprehensive legislation for drug control. With the 
concurrence of Provincial Legislatures a bill “to regulate the import, 
manufheture, distribution and sale of drugs" was passed into law 
by the Central Legislature in 1940. This is known as the Drugs 
Act. This Act prorides for the regulation of the import into and the 
manufacture, distribution and sale in British India of all dru^, 
including biological products. Medicines and substances exclusively 
used or prepared for use in accordance with the Ayurvedic or 
Unani system of medicine have been exempted from the application 
of the Act. Under the existing Constitution control of drugs is a 
function of Provincial Governments within their own territories. 
The administration of the Act, in so far as it relates to import into 
Bntish India and the manufacture, distribution and sale of drugs 
in Centrally Administered Areas, is the responsibility of the Central 
Goverament. The Central Government is also responsible for the 
registration of patent and proprietary medicines. 

Provincial Govemraents will maintain their own drug control 
organizations consisting of drug control laboratories, licensing 
authorities, inspectors and other personnel. In addition there wiO 
be a Central Drugs Laboratory maintained by the Government of 
India, to which reference will be made in cases where the opinion 
^iven by a Provincial Drugs Laboratory on a sample is contested 
in a Court of Law. The Chopra Committee recommended the 
establishment of the Central Drugs Laboratory and, without waiting 
for legislation, the Government of India established in 1936 a 
Biochemical Standardization Laboratory. This will now be expanded 
to form the Central Drugs Laboratory required under the Act. 
The functions of the Central Drugs Laboratory so far as the testing 
of biological products (e.g , sera, vaccines, penicillin, etc.) is con- 
cerned will be carried out by the Central Research Institute, l^sauli. 

Another provision of the Drugs Act is the establishment of a 
Drugs Advisory Board to advise the Central and Provincial Govern- 
ments in respect of technical matters and to carry out other functions 
assigned to it under the Act. 

Certain rules framed under the Act were issued by the Central 
Government in 1945 to regulate the import of drugs into British 
India, the functions and procedure of the Central Drugs Laboratory 
and the manufacture, distribution and sale of drugs in Centrally 
Administered Areas. Rules regulating manufacture, distribution and 
sale in the provinces were issued by Provincial Governments and, 
by mutual agreement, the rules made by individual Governments 
are substantially the same and correspond to those issued by the 
Central Government with referenw to the areas administered by iL 
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The enforcement of the Drugs Act throughout British India 
began on the 1st of April, 1947. For the administration of the Act 
the Central Government appointed a Drugs Controller under the 
Director General, Indian Medical Service. This officer is the 
Licensing Authority for (he import of drugs and is assisted by 
Assistant Drugs Control Officers at ports. The Drugs Controller’s 
advice is available to the provinces in all matters relating to the 
administration of the Drugs Act. 

“The standards to be complied with by all classes of drugs whether 
imported, manufactured or sold arc laid down in the Schedule to 
the Drugs Act, 1940. In addition to the British Pharmacopoeia and 
British Pharmaceutical Codex, the Act permits further standards 
to be prescribed and the United States Pharmacopoeia and the 
National Formulary of the United Slates have been recognized as 
legal standards in the Rules If standards for certain drugs are not 
specified in the latest edition of the British Pharmacopoeia but arc 
given in the British Pharmaceutical Codex, the latter is to be taken 
as the legal standard. If standards for certain drugs arc not specified 
in the latest edition of the British Pharmacopoeia or the British 
Pharmaceutical Codex, but arc specified in earlier editions of the 
British Pharmacopoeia, the standards of these drugs will be those 
in the latest edition of the British Pharmacopoeia m which they are 
given.” Additional standards for the strength, quality and purity 
of biological and other special products are specified in the Drags 
Rules. 

Voluntary Organizations Engaged in Health AcnviTtES 

Reference is made here to the Indian Red Cross Society, the 
Indian Council of the British Empire Lepros)' Relief Association 
(B.E.L.R.A.), and the Tuberculosis Association of India, all of 
which have their headquarters at New Delhi with branches in the 
Provinces and in Indian Slates, as well as to the Ramakrishna 
Mission. The last is a religious body named after a great Indian 
saint of the last century, Sri Ramakrishna Paramahamsa. His most- 
outstanding disciple was Swami Vivekananda, a man who combined 
in himself a profound knowledge of Hindu philosophy, which he 
derived from his Master, and that love of humanity which impelled 
him to animate the religious order be founded with a spirit of 
service, which has continued to manifest itself in the varied social 
activities of this organization. It maintains a number of medical 
institutions for general medical relief and for tuberculosis work 
and has interested itself in vanous forms of social service such as 
are needed during floods, earthquake disasters and famines, in 
order to alleviate human suflenng and promote the well-being of 
the affected communities and thus help to advance the cause of 
the public health. 

The Bed Cross Society in India has made special contribution, 
besides its usual activities, in two directions in the field of health, 
namely,-(I) the promotion of the health and welfare of mothers 
and children, and (2) health education. As regards the first, reference 
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has already been made to the Maternity and Child Welfare Bureau 
maintained by the Society. In the absence of an expert adviser under 
the Central Health Department to assist the provinces in the 
organization of health services for mothers and children, the Director 
of the Bureau has carried out. during recent years, this important 
function. She has also been responsible, as the Secretary of the 
Lady Reading Health SchooL for the administrative control of the 
best health school in the county. The Society has organized and 
maintained a number of maternity and child welfare centres in the 
Provinces with financial support from their Governments. Indeed, 
m certam proxinces, the whole organization working in field 
of health administration has been under the Red Cross Society, Its 
coatnbution to health education has been mainly through the 
preparation of propaganda material for use by he^th authorities 
throughout the country. 

The Indian CounciV of the British Empire Leprosy Relief Association 
was established in 1925, the necessary funds having b«n raised by 
a public appeal issued by the Viceroy of India, I^rd Reading. A 
sum of Rs. 20 lakhs was collected and the Interest derited from 
this amount is divided approximately equally between the central 
organization and the provincial branches. The latter have mainly 
coDcemed themsehes with tbe establishment of clinics for the 
treatment of patients with leprosy and with tbe carrying out of 
surveys for mapping out tbe incidence of tbe disease in local areas. 
Tbe heads of the provincial Medical and Public Health Departments 
are generally members of the Executive Committees of the prosincial 
branches of the B.E.L.RA. and thus a large measure of co-ordination 
of anfi-leprosy work canned out by the Association and by Proriacial 
Gosemments is secured. Tbe central organization ms acthely 
pursued the promotion of leprosy research, the provision of facilities 
for special training in leprosy for doctors, propaganda and co- 
ordinafion of anti-leprosy work undertaken by provincial branches. 

The Tid>ercuIosls Assoehthn of India fulfils, in the field of tuber- 
culosis, more or less the same functions which the Indian Coundl 
of B.E,L.R,A. performs in respect of leprosy. The first central 
organization which was formed to promote anti-tuberculosis work 
all over India was the King George V Thanksgiving Anti-tuberculosis 
Committee, with funds raised by public subscription to commemorate 
his recovery from illness during the winter of 192^29. TTus Com- 
mittee, which had an income of about Rs. 53,000 per year, had a 
central organization at New Delhi and branches in the Provinces 
and States. Later, in December, 1937, Her Excellency the 
Marchioness of Linlithgow issued an appeal on behalf of the King 
Emperor and, with the generous rraponse from tbe people which 
followed, the Tuberculosis Association of India was formed in 1939. 
At that time the funds of the King George V Thanksgimg Anti- 
tuberculosis Committee were incorporated with those of the new 
organization. The outbreak of the war, which follow^ shortly 
after, gratly curtailed its activities, but three major measures may 
be mention^. These are; 
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fflj The establishment of the tuberculosis clinic in New Delhi; 

(6) The creation of the Lady Linlithgow Sanatorium at Kasauli, 
and 

(c) The inauguration of a scheme of organized home treatment 
in certain parts of Delhi urban area. 

Other activities of the Association included the holding of four 
conferences of tuberculosis workers at New Delhi and the organiza- 
tion of training courses in tuberculosis for doctors and health 
visitors. 

Of the money collected by the appeal in 1937 in individual 
Provinces and States, 95% was handed over to the Provincial or 
State branch of the Association in order to enable the latter to 
develop treatment facilities through the establishment of hospitals 
and clinics. The central organization concerns itself with offering 
expert advice and co-ordinating the activities of the branches, the 
training of tuberculosis workers, propaganda and the promotion of 
consultation by conferences. 

THE PROPOSALS OF THE BHORE COMMITTEE 

In October, 1943, the Government of India appointed a Health 
Survey and Development Committee under the Chairmanship of 
Sir Joseph Bhore. Tnis Committee made a survey of existing health 
conditions and suggested a comprehensive plan of development 
which, Jf implemented, will give the counity a modern health 
organization providing reasonable standards of preventive care and 
medical relief to the people in urban'and rural areas. In giving only 
in brief outline the main features of the scheme when it is completed 
in a period of thirty to forty years, the Committee has described in 
some detail the proposals it recommends for Ihe first two five-year 
periods of the execution of its plan. During the first ten years the 
average annual per capita cost of the scheme will be under Rs. 2 
and, by the end of that period, the proposed health organization 
will have covered about half the population of British India. In 
terms of the country’s population the expenditure involved will be 
considerable (about Rs. 1,000 crores within the ten-year period), 
but health administration has in the past received so little attention 
from Governments in the country and the expenditure on health 
has been so low as to necessitate what may appear to be an 
abnormally large outlay of public funds if a noticeable improvement 
in the health of the community is to be achieved. The Bhore Com- 
mittee pointed out that, in 1944-45, the combined expenditure in 
the provinces on the medical and public health departments varied 
from 2'8 annas to 10‘9 annas, while of the total expenditure on all 
branches of administration the money spent on health varied from 
2*5% to 7-3%. Even after making allowance for India’s much lower 
national income, the Committee said -that it should spend about . 
Rs. 3. 3. 0. per head of the population on health in order to reach 
the level of expenditure incurred in Great Britain in 1934-35. 
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hturBEK or uancAi. issTTruno^ts 



Hospitals and 
DispcQsanes 

Average 
urbao popu- 
lation served 
by one 
ip^ical 
institution 

Aterage 
rural popu- 


Urbaa 

Rural 

Twal 

by one 
medical 
institution 

(1) 

(2) 

(3) 

(4) 

•(5) 

(6) 


39 

229 

288 

4,756 

43,337 


3CM 

I.SII 

1.815 

19.730 


Bihai . . 

US 

528 

6S3 

18,630 


Bombay 

Cenltal Prosincw and 

316 

442 

758 

17,127 

34,927 

Berar 

194 

223 

407 

11.379 

66.008 

Delhi 


13 

34 

33.128 

17.096 

Madras . . . . 

North-West Frontier 

276 

972 

1.248 

28,496 

42.672 

Province . . 

59 

123 

182 

9.359 

34.053 

Onssa . 

21 

160 

181 

15,276 

52448 

Punjab 

287 

778 

1.065 


30.925 

Sind 



227 



United Promces 

388 

456 

844 

17,668 

105.626 


APPENDIX U 

B£P StSfSCTH JN THE DirrrWE?fT PHOVTSCTS Of BgJTISH INDIA AND IS 
CC&TAIN OTHEIi COUimiES 

(A) BRITISH INDIA 


Provinces 

Total ' 
number 
of beds 

Ratio of 
bed to 
population 

! No. of beds 
: to 1,000 of 
the popula- 
tion 

Assam 

1.469 

1 to 8.729 


Bengal 

10303 



Bihar 

6.025 

I 10 6,031 

0 166 

Bombay 

7.979 



Central Provinces and Berar 

2.738 

1 to 6,140 1 

0 163 


1.382 

1 to 664 

1 506 

Madras 

14.776 



North-West Frontier Pronnee .. 

1,863 


0615 

Onssa 

1,366 

I to 6,298 

0 159 

Punjab .. .. ,, 

12.307 

1 to 2309 

0 433 

Sind .. 

2.057 


0 454 

United Prosinces 

1UI9 

1 to 4.500 

0222 
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(B) OTHER COUNTRIES 



Ratio of beds 



per 1,000 of 

Remarks 


population 

^ear) 

United States 

10 43 

(1942) 

United Kingdom 

7 14 

0933) 

France ... 

3 72 

(1929) 

Germany 

U.S.S.R 

8 32 

4 66 

0927) 

0940) 

Bntish India . 

0 24 
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APPENDIX III 

STRENGTH OF NURSING STAFF EMPLOYED IN MEDICAL INSITTUnONS IN 
RURAL AND l/RDAN AREAS 



1 Nurses employed in medical institutions 


Rural ! 

I Urban 


1 

European 
and Anglo- ' 
Indian ^ 

Indian 

Total 

European 
and Anglo- 
Indian 

Indian 

Total 

Bengal 

Bihar 

Bombay . 

13 

'I 

29 

26 1 
42 

42 ' 
<43 i 
44 

392 

211 ! 

536 

196 

957 

928 

293 

1,168 

Central Provinces 
and Berai 

4 

25 


i 31 

177 1 

208 

North-West 

Frontier Province 

1 

12 

1 

5 

94 

99 

Orissa 

3 1 

4 

1 7_J 

11 

27 

38 

Siiiil _ . 



Assam 

Delhi 


1 I 

« 1 

14 

104 1 

200 I 

14 

304 
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THE SIMEONS PLAN 

{Reprinted from The Indian Medical Gazette, Vol. LXXX, No. 4, April, 
1945, page 222) 

AN EXPERIMENT IN RURAL MEDICAL RELIEF 
By A. T. W. SIMEONS, Af.D. 

Director of Public Health, Kolhapur Stale 

The question of providing rural medical relief is receiving great 
attention throughout the country. Although a number of different 
schemes have been tried, none have, to my knowledge, proved very 
satisfactory. It was, therefore, decided to make an experiment with 
what we call “rural sub-dispensaries’* run by laymen who have 
received a short course of training. It was also decided to make a 
small charge for the medicines, but no fees were to be charged. 

The system works as follows : 

(1) Villages with a population of over 1,000 inhabitants, or 
groups of smaller villages, are visited and encouraged to apply on a 
prescribed form for the opening of a rural sub-dispensaiy. In the 
application they agree to provide a clean, well-lit, well-ventilated 
and centrally situated room, with furniture. They agree to choose 
from among themselves candidates for training from whom the 
D.P.H. selects the most suitable one. The qualifications entitling a 
person to the candidature are that he must be a respectable per* 
manent resident of the village with an assured income and an 
education not less than Vernacular Final. The choice must be 
approved by the patel, the president and the members of the gram 
pancliayat, and other prominent viUagers. 

(2) When a candidate is approved, he must at his own expense 
(or at the expense of the village) spend 14 days in Kolhapur City 
for training. He is given a vernacular text-book specially written 
for this purpose.* During their training, much time is devoted to 
teaching them to recognize diseases which ibey are not allowed to 
treat and which they must immediately refer to a qualified doctor. 
It is made very clear to all sub-dispensers that they can in no way 
consider themselves entitled to “practise medicine.” They are 
taught to regard themselves as agents for the supply of Government 
remedies. Great stress is laid on this point, to counteract one 
criticism the scheme has evoked, namely, that it encourages 
quackery. 

(3) At the end of the training, the candidate appears for a short 
viva voce examination in which he is only required to show that he 
has fully mastered the contents of his text-book and has acquired 
ths necesssry proScieticy in dressing wounds, taking temperatures, 
keeping tidy records, etc. If he passes, he is given a certificate entitling 
him to work in Kolhapur State as a rural sub-dispenser. 

(4) Rural sub-dispensers are paid an honorarium of Rs. 5 per 

•This textbook has been published m Maralhi. It contains chapters on 
“Rules and regulations” governing sub-dispensanes; instructions on record, 
book and stock keeping; a detailed description of each medicine supplied, 
giving its use, dosage, indications, etc ; an index of the commonest iHnesscs, 
with instructions how to recognize and treat them. It is wntten in llie plainest 
possible style. 
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month. They are bound to keep the dispensary open for at least 
half an hour every day. No dispensary may remain closed longer 
ttinn 48 hours, including holidays, without a written application 
for leave having been sanctioned. 

(5) Rural sub-dispensers are strictly forbidden the use of any 
kind of drug, medicine or medical appliance other than those 
supplied to them by GovemmenL They arc not allowed to treat 
cases in any way oUier than desenbed in their text-book. Diseases 
which are not covered by this text-book may not be treated by them. 
They are not allowed to take any form of fee. They arc not obliged 
to attend patients outside dispensary hours nor to visit the sick in 
their homes. They are, of course, free to do this if they wish, but 
they cannot charge any fee for such serrices. 

(6) The prices of medidnes have been fixed in such a way that 
on an average 1 to 3 days’ treatment costs one anna. This money is 
collected from the patients. In some cases this price exceeds the 
actual cost of the medicine*, in others it is less. The set of medicines 
supphed and the instructions given wlh them have been arranged 
in such a way that as a rule the income from the sale of drugs balances 
the expenditure. In fact, in most dispensaries, there is a slight 
surplus As far as possible, medicines are supplied in tablet form 
or in ready-packed powders, but in any case the sub-dispensers do 
not do any compounding. AU drugs have been given colloquial 
names and the sub-dispensers are not taught their composition. 

(7) Sub-dispensers have to maiatain a careful register in which 
they enter the symptoms— not the diagnosis — of every case, and 
all other particulars regarding treatment, payment, etc. They also 
have to maintain a stock book. TTiey are riven printed indent forms, 
which they send in duplicate to the Pubhe Health Department for 
fresh supplies with the equivalent in cash. 

(8) Each group of 25 sub-dispensaries is visited, controUed and 
supervised by a full-time inspeiior of sub-dispensaries who is a 
registered medical practitioner. His pay is Rs. 60 p.m. plus Rs. 45 
A.T.A. His duty is to gi'® advice in dMcult cases, to check cash, 
registers and stocks and to see that the regulations regarding treat- 
ment outlined in the text-book arc rigorously adhered to. 

The cost of running such rural sub^ispensarics is as follows: 

(1) Initial cost of installing, equipping, training, etc., approxi- 
mately Rs. 100 per dispensary. 

(2) Mamtenance cost including pay of inspectors, and the office 
staff at headquarters, is roughly Rs. IQO per dispensary, annually. 
The cost of subsequent indents for medkines is fully covered by the 
income from the dispensary. 

As an experiment, W sneb snb-dispensarits were opened in 
Kolhapur. Of these, two had to be closed down, the one, because 
the sub-dispenser left the village and ‘the other, because, on the 
first inspection, senous financial irregularities were discovered. The 
remaining 8 sub-dispensaries w'orked so satisfactorily that a further 
22 were opened 4 months later. In all, 60 sub-dispensaries are now 
operatmg. The average monthly attendance is 150 per dispensary. 
Some enthusiastic sub-dispensers have 400 to 500. The success of 
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these rural sub-dispensaries is further demonstrated by the large 
number of applications coming in from villages all over the State, 
asking for the opening of a sub-dispensary. 

The Kolhapur Government has now decided to sanction this 
plan as a permanent institution of the State. The Public Health 
Department is extending the scheme as rapidly as possible. By the 
end of 1945, about 150 sub-dispensarics will be established. It is 
planned to provide every village in the State having more than 
1,000 inhabitants, with a rural sub-dispensary. This will mean that 
300 such sub-dispensaries will be established, which will require 
2 years, and that each will serve an average of about 3,500 in- 
habitants, involving an annually recurring expenditure of less 
than Rs. 30,000. 

Rural sub-dispensaries ate preparing the ground upon which a 
qualified medical practitioner wll later be able to thrive in rural 
areas. 

In a few of the villages where rural sub-dispensaries have been 
established, there are already qualified doctors in practice, and it 
was at first feared that their practice might suffer through the 
opening of a sub-dispensary. Experience has, however, shown that 
this is not the case. On the contrary, established practitioners are 
getting more patients, because sub-dispeosers have strict instructions 
to refer all serious cases to qualified men. Id almost every case the 
resident practitioners have, after initial scepticism, found that the 
establishment of a sub-dispensary has improved their practice and 
their standlag. 

The scheme is still very young, and much further experience will 
have to be gained, but it was thought that any concrete suggestion 
which experience has shown to be workable should be made 
known now. 

PUERPERAL SEPSIS— Obstetrics. 

PULMONARY TUBERCULOSIS 

Because of the shortage of sanatorium accommodation and the 
unwillingness of many patients to undergo sanatorium treatment, 
much anti-tuberculosis work has to be done in general hospitals 
and dispensaries or fay private practitioners, so the following article 
is rather more detailed than otherwise would be the case. 

It cannot be urged too strongly that every tuberculous patient 
who can go to a sanatorium or special hospital should do so, but 
the waiting lists are sometimes very long, and in the writer’s opinion 
it IS better to begin treatment earfy in a viiiage dispensary than to 
wait until the patient is incurable, untraceable or dead. A list of 
sanatoria is given at the end of this article. 

Much illness and many lives could be saved by a timely examina- 
tion of sputum ; it is so easy to do, and so often left undone. 

When any patient has persistent cough, fever, bronchitis, loss of 
energy or repeated attacks of “influenza,” when there is loss of 
weight or unexplained anaemia or when physical signs are present 
on one side only, a sputum examination should always be done. 
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unless, of course, it is a frank case of lobar pneumonia (even then 
it does no harm and there are occasional surprises). Thanks to 
more efficient anti-malarial treatment the cases of tubercle diagnosed 
as “chronic malaria” are getting fewer, but are still far too common. 

X-ray pictures are as necessary for the intelligent treatment of 
tubercle as they are for the treatment of fractures. 

PREVENTION.— As tuberculosis is spread b^ contact, the 
basic way to prevent infection is to discover and isolate patients 
suffering from the disease, one of the commonest means of spread 
being from mother to child. 

It IS most important to prevent the patient from coughing in 
the presence of others or without cosenng the mouth, and from 
spitting rrithout destroying the sputum. 

By means of lectures and lurid diagrams much is being done to 
prevent the spread of the disease. Literature and wall diagrams can 
be obtained from the Tuberculosis Association of India. 

Milk is a common means of spreading bovine bacilli, which cause 
much surgical tuberculosis ; tmlk should, therefore, be pasteurized 
or boiled before being drunk, and herds of cow s should be tuberculin 
tested. 

Preventive inoculation by means of Calmette’s B.C.G. vaccine has 
given encouraging results in France and other countries but, 
although there have been one or two tragedies and its effectiveness 
is not universally accepted, it seems likely that more research may 
produce a really valuable and harmless immunizing vaccine. 

With normally healthy people, resistance in adult life is acquired 
from repeated sub-infections in childhood. It seems likely that an 
actual attack beginning in adult life arises in one of five ways: 
(1) from exposure to an Intolerably heavy infection, (2) from the 
rupture of a previously enclosed focus, (3) from the bad effect of an 
attack of influenza, pneumonia or some other disease on a hitherto 
suppressed focus, (4) from the development of allergy to the ^ease, 
or (5) from the exposure of a noo-immune person to infection. 

The Mantoux Skin Test shows that a person cither has been or is 
infected but docs not distinguish between the two. As Burrell 
remarks, one great value of the test is that a positive result in 
young children suggests the presence of a earner in the house. 
Another is that a negative result in an adult suggests that he has 
little or no acquired immunity, so that he is more liable than others 
to pick up tuberculosis; it is obvious that such a person should 
neither nurse nor treat cases of “open” tuberculosis. The Mantoux 
Test is carried out as follows: 

Into a cleansed area of skin on the front of the forearm make 
an intra-cutaneous injection of 0*2 c.c. of a 1 : 10,000 dilution of 
Koch’s Old Tuberculin ; if nothing happens within three days, 
repeat the injection with a 1 : 1,000 dilution, and if necessary, 
three days later with a 1 : 100 dilution. A positive result con- 
sists of a raised red area at the site of injection after 24-72 hours. 
Miniature Mass Radiography . — A Mobile Photo-Fluorographic 
Unit costs about a lakh of rupees, hot provided that the roads are 
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good it can cover a very large area and soon pays for itself by 
preventing sanatorium expenses and loss of working hours. 

It detects cases long before clinical signs and symptoms appear, 
ji7jen ihcy arc in the stage at which they can be cured by home 
treatment; of this, by far ihc most important part is the intelligent 
co-opcration of the patient and his relatives; after two or three 
months’ rest at home many of these patients can be considered 
cured. It is estimated that about fifty patients can be treated m this 
manner for the cost of one patient in a sanatorium. We may there- 
fore hope that the method will become widespread and popular, 
because it is a first-class investment from both the humanitarian 
and the industrial point of view, 

TREATMENT.— 

Early Cases. — As this is the most curable stage every effort must be 
made to get the patient into a sanatorium. Failing this, the principles 
of treatment are. (1) fresh air, (2) good food, (3) regular rest, all 
of which are possible for the well-to-do, but not for the poor man 
or woman hvtng m the plains and with a family to maintain. The 
only answer is to let the family maintain the patient until he or she 
is fit to resume a normal life. 

Fresh air and good food do not cure tuberculosis, but they 
increase the patient's resistance to the disease, just as they improve 
the health of anyone else. Again, while debilitating diseases like 
malaria, typhoid, dysente^ or hookworm may be serious for a 
normal person, they are disastrous for a tuberculous one, so must 
be carcfuUv guarded against. 

Fresh air, in the plains of India, when the day temperature is 
about 110° and the night air laden with mosquitoes, is not the 
beneficial thing we seem to assume when, as above, we advise it, but 
the tonic property of cool, clean air makes it more than ever 
necessary to send tuberculous patients to the hills m summer. If, 
as is often the case, this is impossible, the coolest room in the 
house should be allotted to the patient, and he should live in it 
alone, others coming in for social or domestic visits, but nobody 
else should sleep in the room and children should be kept out. A 
sputum pot containing phenylc should be provided and the patient 
made to use it; furniture should be sparse, simple and comfortable, 
and a latrine should be within reasonable distance. When the 
patient or the family can afford it, the windows should be mosquito- 
proofed; this keeps out mosquitoes by night and flies by day; a 
fas 2 s a great advantage, because it keeps the air fresh and the 
patient cool. The windows should be open as long as possible, but 
in the hot weather not during the day. Air conditioners are good, 
but those who can afford them can afford to go to the hills. 

In the case of women all this is more difficult in India than in the 
case of men, because of the purdah conditions under which they 
live, but the above principles apply; the burka has — in the writer’s 
opinion — been unjustly blamed, for the simple reason that although 
the patient wears it when she ^es to see the doctor he is not justified 
in assuming that she always wears it, because she does not. A far 
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more dangerous practice is that of sleeping with one's head under 
the bed-clothes. 

Diet . — On the whole, Indian diet contains more carbohydrates and 
vegetable fats, and less protein and animal fats than does European 
diet. From our present point of view this is a pity, because animal 
fats, particularly fresh oit, and beef and mutton fat, have a definitely 
beneficial efiect on tuberculosis. Milk, which is permitted by all 
rehgions, but cannot be afforded by all patients, is excellent provided 
it IS of good quality and fresh, but the thin blue fluid offered for 
sale by the itinerant dudh wallah benefits nobody except the person 
who sells h. For the home Ireatmcnl of tuberculosis, therefore, the 
patient or his relatives should possess one or two tuberculin- 
negative cows (most veterinary surgeons will perform the tuberculin 
test fcr a small fee). Two or three pints of fresh milk daily will 
often hate a wonderful effect in both nourishing the patient and 
increasing his store of calcium and vitamins. The addition of eggs, 
butter, and mutton or beef with its natural fat will greatly help 
those whose religion permits. Sheep’s kidneys, wluch in India are 
always cooked w’lth the peri-ieoal fat, should be eaten with this fat 
and form an appetising and strengthening addition to the diet. 

Good fresh vegetables should be included because of their 
nourishment and for the calcium and vitamins they contaio. 

Ghi is not so rich in vitamins and nourishment as the milk from 
which It IS — Of should be — made, but is superior to vanaspali in 
these respects: some vanaspatis contain added vita mins and are 
made under hygienic conditions, so we can confidently say that 
good quality vanaspati b better than poor quality ghl. 

Fruit, either cooked or uncooked, b both beneficial and welcome, 
and should always be included in the dietary. 

Fish has a particular value because it is appetizing, digestible and 
nourishing; it also contains some vitamin D. 

The staple diet of rice and alia must, of course, be given too, 
otherwise the ordinary Indian patient will not have enough to cat. 

In Europe, some authorities have experimented with a salt-free 
diet, the theory being that salt increases fluid retention and that 
as tuberculosis is an exudative disease salt, therefore, increases 
exudaUon. The plan seems faulty to the writer for three reasons: 
(1) the fluid theory b by no means proved, (2) the absence of salt 
makes food unappetiring, and (3) in a warm climate salt b a vital 
nerxssity. 

The patient should take at least three meals a day, with a glass of 
milk in between them and it is of the greatest importance that the 
food should be fresh and nourishing; it must also be attractively 
served., because there b nathiDg,SQ bkidy tn take a.wa.y Uwi appetlm 
as a badly cooked, sloppily seri^ dish. 

To sum up: — A good diet b one which the patient enjo>-s and 
which makes him put on wei^t, or at any rate prevents him from 
losing iL 

Sunlight . — The general opinion is that sunlight b good for 
surgical tuberculosis, often good for early or healing pulmonary 
tutCTCulosb, and definitely harmful for advanced pyrcxial or 
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cachectic cases. It used to have the reputation of causing 
haemoptysis, but this is not proved. Part of its value lies in its 
psychological effect, and it is brtter in the hills or in the winter than 
m the plains in summer. 

It is essential to begin gradually, one hmb being exposed for 
five minutes on the first day, the opposite limb the second day, both 
limbs the third day, and so on; when, after about ten days, the 
whole body is being exposed the time may be gradually lengthened. 
In the hot weather the early morning and m the cold weather the 
middle of the day is the best time. 

At any sign of reactionary temperature the treatment should 
be stopped for a few days and begun again with half the previous 
dose after the temperature has settled down. 

Rest and Exercise . — Rest to the affected part is the basis of all 
methods of treating tuberculosis, whether it is given by bed, plas’ter 
of Paris, air in the pleura, evulsion of the phrenic nerve, bone* 
grafUng, thoracoplasty or merely a quiet life. 

In" early acute cases the patient should rest in bed for three or 
four months before being allowed to get up, and exercise should be 
controlled by the condition of the patient, especially by the temper* 
ature and pulse. If the pulse remains above its previous level for 
half an hour after exercise or if the temperature goes above 99*5® F. 
the exercise has been too great. A progressively rising pulse and 
temperature after exercise is an absolute indication for immediate 
rest. 

“It is a very good ruJe to allow no other form of exercise but 
walking for at least two years after the disease has become arrested. 
Patients should never run and should not walk quicker than three 
miles an hour. Relapse is more hkely to occur from over-exercise, 
especially out-door games, Ibao from any other cause.” (Burrell.) 

The old aphorism “Do not try to run before you can walk” sums 
up the exercise programme after tuberculosis. 

ARTinciAL Pneumothorax. — M ost cases of pulmonary tuber- 
culosis begin on one side, which is why early diagnosis is so 
important, because if it is made before the other side is affected, 
.artificial pneumothorax, provided there is not constant re-infection 
from some other source, will generally produce a cure. 

As already remarked, the most trustworthy clinical si^ of 
tubercle, anyhow by the time the case comes to the clinician in 
India, is the presence of post-lussive crepitations; it is at this stage 
that artificial pneumothorax is most likdy to be successful. 

In a bilateral case the question is more difficult, but if one side 
is much worse Chan Che other, attiSdal poeumofhorax shaaid be 
induced on the worse side. Sometimes, by reducing the disease in 
the bad side it gives the patient extra strength to overcome that on 
the other, but in acute cases in which the patient has high fever and is 
oviously ill it must never be done, because it will make him worse. 

X-ray Control is necessary m all cases for several reasons; the 
extent of the collapse and the condition of the lung can be observed 
and fluid detected if it should appear, but, much more important, 
adhesions can be seen, because experience has now shown that a 
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partial pneumothorax is often worse than none. K, therefore, ban^ 
of adhesions are found, cither tliey must be disided by a specialist 
or the pneumothorax must be abandoned and other methods tried. 

Bilateral Artipcial PneuntothorOX should be carried out only by an 
expert in a hospital or sanatorium. 

Vie apparatus (see Fie. 33) is now obtainable at most surreal 
instrument dealers in the hr^ towns and is simple to use. There are 
various models, but the ori^nal LDIingston-Pearson, although 
cumbersome, is as good as any. Some years ago the miter had one 
made in the Quetta bazaar for fi\e rupees, and, until it nns destroyed 
by the earthquake, it gave excellent senicc in the first anti- 
tuberculosis chnic to be established in Baluchistan. 

The principle is that air in a graduated bottle is displaced by 
fluid from another bottle, and passing through a suitable needle 
slowly inflates the pleural space, a water manometer incorporated 
m the circuit showing the intrapleural pressure. 



Fig. 33. — Artificial pnnunotheuax apparatus. 

The initial introduction of air is the most difficult and whenever 
possible should be done in a hospital or sanatorium, in which the 
patient remains as an in-patient until lung collapse is complete, 
that is to say after three or four weeks. 

Before treatment is begun the pbysidan should explain that to 
do any permanent good it must be continued for Uuw years, and 
get the patient’s undertaking that he will submit to it.UnfortunateIy, 
many patients cease to attend after a few weete or months and 
among the uneducated classes it is the greatest rarity for one to 
“stay the course." Howeser, we can but try. 

Axuficuil pneumothotax. is coaua.-indw3a.ted in progressist or 
severe bilateral disease, in cases that are obviously improving 
without It, in the presence of marked pleuritic adhesions (often 
discoverable only after pneuinoihorax has been attempted) and 
finally, m a neurotic patient, who will not only make a fuss at each 
sitting, but will certainly cease lo attend after a short wlule. 

For induction a Riviere’s needle is the best; it is a trocar and 
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cannula with centimetres marked on the latter; it is not an 
advantage, but a drawback, to have a fine needle. For refills any 
needle may be used, Saugmann’s being as good as any. 

Induction is carried out as follows: 

(a) After studying the X-ray picture and clinical signs decide 
which area is least likely to have adhesions. 

(b) The patient lies on the opposite side, with the arm of the 
affected side above his head, and keeps as still as possible 
throughout the procedure, breathing gently. 

(c) In the appropriate intercostal space, usually the 5th, 6th or 
7th in the mid-axillary line, sterilize a small area of skin 
and inject some local anaesthetic intracutancously so as to 
make a small weal, and then push (he needle in vertically, 
injecting the local anaesthetic down to the pleura. 

(«0 Wait three minutes; check up that the apparatus is working 
properly and that there are no leaks ; close all taps except that 
between the needle and the manometer (C in the diagram). 

(e) Push the pneumothorax needle along the track of the 
hypodermic needle until it is estimated that the point is in 
the pleural cavity, withdraw the trocar, close the tap on the 
needle and watch the manometer. As soon as the pleural 
cavity is entered, the manometer jumps to a negative 
pressure of about 10-15 cm., and even with quiet respiration 
fluctuates freely through a distance of about 5-10 cm. 
If this does not happen, the cannula is not in the pleural 
cavity. It is therefore pushed in and out until the welcome 
jump and fluctuation of the fluid are seen. 

(/) Keep the needle perfectly stiU and inject about 50 c.c. of 
air, close cock B and watch the result on the manometer, 
which should continue to fluctuate as before ; if all is well, 
inject another 250 cc. of air, note the final pressure and 
withdraw the cannula. 

An alternative method, when it is thought that the cannula is in 
the pleural cavity, is to open cock D and allow the atmosphere to 
enter as the patient breathes; one cannot measure the amount of 
air admitted, although of course the manometer, when the cock is 
closed again, shows the pressure. 

Difficulties . — ^Thc chief difficulty is that the cannula will not 
enter the pleural cavity ; occasionally, the writer has had success by 
pushing the cannula in until he thinks it is in the pleural space, 
then withdrawing the trocar and closing the tap in the needle as 
btfate, and allovnag a s/ow stream of ate to enter while he moves 
the cannula forwards and backwards. As the tip of the cannula 
passes the pleural space the air opens it up; not more than 50 c.c. 
of air should be used in the attempt, or there will be uncomfortable 
surgical emphysema, but inability to enter the pleural space usually 
means adhesions. If the first attempt faib, try in the space above and 
the space below or near the apex. If four, or at most five, attempts 
are unsuccessful it means that (here are adhesions and the method 
is both impossible and unsuitable. 
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A rise and fall of 2-3 cm. on either side of the zero poiot means 
that the cannula is in the lungotbasnot penetrated the parietal pleura. 

If there is no alteration in the pressure after injection of a 
considerable quantity of air, the needle is in the lung. If the pressure 
uses as soon as the air is turned on, the needle is outside the panetal 
pleura. If the pressure first falls and then rises quickly there are 
adhesions. If the pressure is positive and rises quickly, there is fluid. 

ile/iJli.— The usual custom is to ^ve the first refill on the day 
after induction, the next one two days later, the next four, and so 
on, unUl a refill is being given once oery two or three weeks, the 
amount of air Ixing increased so that collapse is complete after the 
fourth or fifth refill. Thereafter the pressure should be atmospheric 
after the refill; a positive pressure is of no advantage and the extra 
air is quickly absorbed. 

A record somewhat on the following lines should be kept. X-ray 
notes being added: 


Inilial Prrtsure 
-15--IO 
-12- -7 

-10. -5 
-7- -2 
-JO- -5 


Final Pressure 
-12--8 
-10.-5 
-7- -2 
-5- 0 
-5- +5 
-5- +5 


Patients vary considerably in the amount of air required to 
produce collapse of the lung, also some do better with a complete, 
others with a partial collapse. Anj? complaint of tightness in the 
chest IS a signal for stopping the injection, as also is distress of 
any sort. 

It is important not to have too long an interval between refills, 
as the lung may expand and the pleura adhere; the old interval of 
a month is now generally shortened to three or eien two weeks and 
the amount of au injected is less than before. 

The usual time for the treatment is about three years, at the end 
of which the lung is allowed to expand slowly, by injecting less air 
each time. 


Phrenic Evtjlsion or Crushing — ^The usual indications are 
failure of artificial pneumothorax, basal tuberculosis, presence of 
adhesions which cannot be divided but are dragging on a partially 
collapsed lung, umlateral fibrosis of a lung, and as a preliminary to 
thoracoplasty. A successful evukion or crushing is said to be 
equivalent to an artificial pneumothorax of 400-600 c.c. It should, 
therefore, always be considered if the patient is unwilling or unlikely 
to attend for a full course of artificial pneumothorax treatment, a 
%-eiy frequent occurrence. 

The modem tendency is rather away from evulsion and in favour 
of crushing; this paralyses the diaphragm for about six months, 
which many workers consider long enough; if not, the operation 
can be repeated, or evukion performed at the second sitting. 

The wntcr’s view is that crushing is good enough for early basal 
phthisis or for closing a cavity ; it is also useful when apical adhesions 
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cause dragging on an apical lesion, but if the lung is definitely 
fibrotic it will probably remain so, hent* evulsion is preferable. 

The operation is done under a local anaesthetic as follows : 

(o) Make a horizontal indsion inches long one inch above 
the clavicle, the inner end just overlapping the outer edge 
of the clavicular head of the sternomastoid. 

(6) Divide the platysma and underlying areolar tissue and 
retract the edges of the wound. If the external jugular vein 
is in the way it is retracted or divided. 

(c) Careful blunt dissection is now carried out among the 
fatty areolar and lymphatic tissue until the omohyoid and 
the outer border of the sternomastoid are identified. 

(d) Draw the sternomastoid inwards and the omohyoid down- 
wards (if it is drawn upwards one is apt to get too close to 
the subclavian vein) and by blunt dissection behind and 
above it clean the surface of the scalenus anticus muscle, 
which can be felt with the finger. 

(e) When this is done the phrenic nerve is found, lying on 
the muscle. The nerve is about as ihick as a piece of No. 2 
catgut and runs in a downward and inward direction (the 
vagus runs vertically, behind the carotid artery and internal 
Jugular vein, but has been mistaken for the phrenic, with 
unhappy results). 

(/) Inject a few drops of local anaesthetic into the proximal 
part of the nerve, wait a minute and then, holding it tightly 
m a pair of artery forceps draw it upward for an inch or 
two, divide any subsidiary branches joining the main 
trunk and open the forceps, thereby releasing the crushed 
nerve. Alternatively the nerve is divided above the forceps 
and gently dragged up out of the chest, the writer’s method 
being to draw the nerve up during inspiration and to hold 
it still during expiration, a small advance being thus made 
with each breath until finally the whole nerve becomes loose 
and IS drawn out. Sometimes, however, it breaks, but this 
does not matter if several inches have been removed. 

{g) Attend to haemostasis aod sew up, using clips or a sub- 
cuticular stitch for the skin. 

Pneumoperitoneum is a simple way of raising the diaphragm after 
the phrenic nerve operation or after pregnancy ; it is performed in a 
manner sirniiar to artificial pacuroolhora:^ but the final pressure is 
higher, about + 20. The needle is inserted in the middle line of the 
epigastrium and inflation continued until the abdomen is tympanitic; 
refills are given every two or three weeks. Sometimes the operation 
is done instead of phrenic nerve interruption. 

Thoracoplasty is indicated in apical or upper lobe tuberculosis 
when artificial pneumothorax has failed. Nowadays, it is generally 
done in stages and only on the upper ribs. It is b«:oming increasingly 
popular, but is an operation for the spedalist in a special hospital. 
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Drugs. — 

GoW.— Myocrisin (oily) or Solgaual B Oleosum intramuscularly, 
Sanocrysin or Crisalbine intravenously are undoubtedly useful m 
the exudative stage and when there are large numbers of tubercle 
bacilli in the sputum. The usual dosage is 0-01 gramme to begin 
with, increased slowly in weekly doses until 0'2-0‘S gramme is 
given, when the course is stopped. The leucocyte count must be 
watched, and it is an advantage to give mixed vitamins at the 
same time. 

Calcium . — For some reason this is extremely popular in India, 
particularly when given by injection. The theory is that it helps 
resistance to and encapsulation of the tubercle bacilli, and many 
patients say they feel better for it. It is certainly useful in haemoptysis 
and in tuberculous diarrhoea and in other cases it is organic^y 
harmless and psichologically helpful. 

Vitamins. — Of all the preparations of vitamin D, natural cod-liver 
oil is perhaps the best, but if even the emulsion causes nausea or 
mdigestion one of the concentrated varieties may be given. {See 
abo Lupus.) 

Treatment of Cough.— This is best treated by closing any cavity 
that may be present, but when drugs are required to relievo a 
purposeless, rest>disturbIog cough, there is nothing to equal heroin ; 
codeine phosphate and opium are also good, but are constipating. 

£ Heroin Hydrochlor. gr. -A 

Sodu Btomid. .. .. .. .. pr. 10 

Tlnci. BelUdoanae ITl 5 

Tmct. Camph. Co . HI 30 

Glyeenni IT^ 30 

Aq. ad 5ij 

Ft. Linclus: a dessertspoonfui to be sviallov^ 
slowly, not more than twice in the ni^t. 


It is often a good thing to change the medicine, e.g., 
B Codem. Phos .. .. .. gr. J 

PhenobarbttoQ. . .. .. p-. i 

Spint. Vim Rect. 

Cljeenn 

Aq ad 


The Bntish Ministry of Health's Syrup. Cocillanac Co. is abo 
good, as u Parke Davis’s Cosylan. 

The Brompton Hospital Cough Lozenge has the following 
composition: 


B Eatraci. Clycyrrtuzac 
OI Anil) 


ff. 3 


I 


Another Brompton Hospital favourite for “loosening the phlegm 
m the morning” is: 


B Sod. Bicarb .. .. ,. ., ... gr. J5 

Sod. Chlorid . .. .. .. pr. S 

Spirit Chiorof. tit 10 

Aq Aiusiad.. .. .. ,. .. jss 

to be taken with an equal amount of hot water. 
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A popular though nasty-lasting expectorant is ammonium 
chloride, made up somewhat as follows : 


14 Ammon Chlorid. 

Ext. Glycyrrhuae Liq. 
Syrup Tolu 
Aq Chlorof. ad 


7,) 

5ss 


The writer’s experience with Pot. lod. in India is that it often 
causes iodism; it is unsuitable in tuberculosis. 


PLACES miERE THERE ARE TUBERCULOSIS 
INSTITUTIONS IN INDIA 


AbboUabad 

Ahmedabad 

Ahmednagar. 

Ajmer. 

AUbag. 

Aligarh 

Ahzai 

Allahabad. 

Atmora. 

Alwar 

Ambala. 

Amraoti. 

Amritsar. 

Anand. 

Arogyavaram. 

Arrah. 


Bahawalpore, 
Balasore, 
Baogalore. 
Bangalore Civil 
Military Station 
Bankura. 

Bannu. 

Bareilly. 

Ban. 

Barisal 

Baroda 

Basil. 

Belgachia 

Belgaum. 

Bellary. 

Benares. 

Berhampore. 

Bettiah. 

Bhagalpore 

Bharatpur. 

Bhavnagar. 

Bhopal 

Bhowali. 

Bhuj. 

Bijapur. 

Bikaner. 

Bombay. 

Borsad 

Budaun. 

Budge-Budge. 


Bulandshahr. 

Burdwan 

Duxar 

Calcutta. 
Callcul 
Cawnporc. 
Chaibasa 
Chapra 
Chhind'kara 
. Chittagong 
I Coimbatore 
I Comilla 
I Cooch-Behar 


Dabirpura 

Dacca. 

Dadar(NWFP). ^ 
Dalkeith (Panehgani). 
Daltonganj 
Darjeeling. 

Davangere. 

Dchra Dun. 

Dchra Ismail Khan. 

Delhi 

Deogbar 

Dcvlah 

Dharampore 

Dharampore (Patiala). 

Dbatamsala. 

Dholpur. 

Dibmgath 

Dinajpur. 

Fcrozeporc. 


Cauhati. 

Gaya. 

Gethia. 

Gonda 

Gorakhpur. 

Guntur. 


HaBong. 

tlazanbagh. 

HoogMy. 

Howrah. 


Hukeri Road 

Hyderabad-Deccan. 

Hyderabad-Sind. 

Indore 

Itki. 

Jadabpur. 

Jaipur 

Jalpaigun 

Jambhugoda. 

Jammu. 

Jamnagar. 

Jessore. 

Jhansi. 

Jherruek. 

Jodhpur 

Jubnr 

Jubbulpore 

JuIIundur. 

Kalimpong. 

Kapurthala 

Karachi 

Karla. 

Kasauli. 

Katargaum. 

Khulna. 

Kohima. 

Kolar Gold Field. 

Knshnagar. 

Kulachi. 

Kurseong 

Laheria Sara!. 

Lahore. 

Lingampalh. 

Lucknow. 

Ludhiana. 

Lunawada. 

Madar. 

Madras. 

Madura. 

Mainpuri. 

Mandi. 

Mangalore. 
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PUcts ■«here there ere Tuberenlosis Institttions in India— roJi, 


Mauipur 

Mardao. 

Masultpatam. 

MidMpur. 

Mup’Jf Khas. 

MokoLchuog. 

MonflijT 

Moatgotaeo. 

Moodbidn. 

Mondabad. 

Mom. 

Moiihari. 

Mulian. 

Muttra 

Muzaffamajar. 

MuzaDarpur. 

Mj-meosmeh. 

Mj-sore 

Kadia. 

Nagercoa. 

Nifpui 

Nuik. 

Nasa> Road. 
NeUore 
Nffw DeUu. 
Noakbak. 
Nmgoog. 

Pabsa 

PaUncottah. 

Paoebwau. 


Paiaducar. 

PareL 

PasghaL 

Patna. 

Peadra Road. 

Pwambur. 

PeruDdnrai. 

Pesha^-ar. 

Poona. 

PuduLkotul. 

Puroea. 

Puniha. 


QuetU. 

Raipuf. 

Rajanrondry. 

Racnpor. 

Ram^ 

Raogpur. 

Rao. 

Rawalpindi- 

Ro>-apettab. 

Sadiya. 

Sahajanpuf. 

SaiEk 

SaopuT. 

Santnmpur (Sani SutO 
Samatk 
Secunderabad. 
Serainrur. 

StuLaipur. 


SIullODg. 

Sholapur. 

SialLot. 

Susla. 

Siopur. 

Snnasar. 

Subtair. 

Sultanpur. 

Sural- 

Sun. 

Sjibcl. 

Talegapn (Dabhade), 
Tarabiraitt. 

Tansir.21^ (rear Srin- 
asar). 

Tanjore. 

Tanl. 

Tipperah. 

Tnehusope^y- 

Tnefcur. 

Trivandruni- 

Vdayapri G. 

VeUet. 

V’eognrti. 

Vu2 gaps tarn. 

WasIeaSKidi 

Wardlia 

Ven-adi. 


PURPURA (See also HsnnopbUia.) 

PRIMARY OR IDIOPATHIC PURPURA.— Ttis h associated 
«nih exassist pcrroeabilily of the capillaries and a sboTtage or 
absence of blood platelets, but whether the latter is due to decreased 
fomatjoa ta the bone marrow, iocreased dcslruclion by the spleen, 
or increased expenditure in “patchlog up” damaged capillaries, 
IS col yet certain. 

In the mild form of the disease there may be only a few purpuric 
spots under the skin or an occasional haemorrhage from a mucous 
membrane, and eitaimnatioo of the blood Etncrally shows some 
decrease ui the platelet count; the condition is usually chronic, 
with exacerbations. 

TREATMENT. — Splenectomy b indicated if the condition b 
not imprOMog. Local measures consbt in the apphcaiion to bleeding 
surfaces of snaLe venom (e.£., Siypsen). Thrombin (P.D. & Co.) or 
Coagulen Ciba. If these arc unobtainable, draw off 5 c.c. of blood 
from a healthy person, soak a swab in it and apply it to the bleeding 
surface. Adrenaline also b used largely, but in the writer’s experience 
1 $ not uniformly successful; indeed, the cften-condcmned Tinrt. 
Feni PercUor. may succeed when adrenaline fails, but b not so 
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good as the methods advised above. Autohaemotherapy by the 
intramuscular injection of 10 c.c. of the patient's own Wood may 
also be successful. 

SEVERE PURPURA. — With multiple and repeated haemor- 
rhages this is treated by blood transfusion, followed, when the patient 
is fit enough, by splenectomy. 

Do not persevere with palliative methods until the patient is 
moribund, but give a blood transfusion when in doubt. 

SECONDARY PURPURA. — This is a symptom, generally of 
ill omen, in some other severe disease such as cancer, nephritis, 
infective endocarditis, miliary tuberculosis, yellow atrophy of the 
liver, cerebrospinal meningitis, apJaslic anaemia, leukaemia, 
typhus, septicaemia, haemorrhagic smallpox or haemorrhagic 
measles. Hacmoplastic remedies such as blood transfusion, 
Haemoplastin, Coagulm Ctba, snake venom, calcium, etc., may be 
given, but are unlikely to be successful If the causative disease is 
already killing the patient; if, however, the causative disease is a 
septicaemia, vigorous chemotherapy is called for. 

In sensitive persons purpura occasionally develops after certain 
drugs, of which quinine, gold, aspirin, iodides, arsenic and Sedormid 
(allyUsopropyUcetyiurea) are examples. The purpura usually 
disappears when the drug Is stopped. 

Shortage of vitamin C (scurvy) or vitamin K (melaena 
neonatorum or in jaundice) may cause purpura, which may also 
be seen in any case of general malnutrition. The remedies are 
obvious. 

Henoch’s purpura, in which haemorrhage takes place into the 
bowel, may closely mimic intussusception ; like purpura rheumatica 
it is probably an allergic condition, and is treated by injections of 
calcium and adrenaline. 

PYELITIS 

This condition is often called B. coH pyelitis, although this is not 
the only cause. 

It is less common in men than in women (especially when 
pregnant) and children (in whom it may cause high fever with but 
few localizing symptoms). It is generally associated with constipation 
and sometimes with some other disease or debilitating condition; 
local conditions such as stone, stricture or enlarged prostate must 
never be overlooked, and the presence of piles or anal fissure is not 
uncommon. Finally, in an intractable case think of urinary tuber- 
culosis. In all cases a fresh mid-stream or catheter specimen should 
be examined both macroscopically and microscopically. 

TREATMENT. — If there is no associated condition such as 
those just mentioned, the treatment is by alkalis, laxatives and 
sulphonamides. Very occasionally (the writer has seen one case) a 
pure B. coli infection is resistant to sulphonamides but is cured by 
mandelic acid treatment. 



752 O’Meaha’s Medical Guide 

For alkalizing the urine and idievvog strangury the foUowng 
is excellent : 

E Sod. Bicarb \ . aa gr. 30 

Pot. Qt. J 

Tlnct Hyosejami ol 

Tinct BcUadonnae tri 5 

liif. Buebu ad .. -• ••51 

Sig. 3 j o 4 h- 

The dose of hyoscyamus and belladonna is halted 
after 48 hours. 

At the same time sulphadiarine, two tablets (1 gramme) are 
given every four hours for two days, follorved by one tablet four- 
hourly for five days. 

The bowels are kept open by small repeated doses of a laxative, 
e.g., ten minims of Cascara Esncuani or 20 grains of Pnlv. 
Glycyrrhizae Co. three limes a day; the patient should drink plenty 
of bland fluids such as water or terley water, and must avoid 
alcohol If there is ferer he is treated in b^. 

■When roandelic acid therapy is required Mandelix (ammonium 
mandelate), Mandecal (calcium maodelate), or other similar 
preparahon is gven in two-drachm doses every four hours; the 
drug is usually supplied r^ith full directions, some ammonium chloride 
capsules for use if required and an outfit for estimating the acidity 
(pH) of the unne. 

The rare intractable case not due to some added local cause such 
as stone or tubercle may be cured by ureteric catheterization and 
lavage, the catheters being left in place for 24 hours to pennit 
drainage of the renal periis. 

The 5arf//as co/f is not affected by penicillin. 

PYOMIHOEA 

Although this much-exploited condition is not the deadly disease 
that the more terrifying advertisements for tooth paste wxtuld 
have us believe, it is an objectionable and debUitating condition 
and one that should always be carefully looked for when a septic 
focus is suspected or the patient has foul breallL 
PREVENTION. — This is best carried out by reasonable oral 
cleanliness, the adequate intake of vitamins, particularly vitamin C, 
vitamm D and vitamin A with caldom, and finishing each meal 
with a natural cleansing agent such as fniiL In India, mulnutrition, 
lack of cleanliness and particularly the chewing of “pan” are the 
great causes of pyorrhoea. 

TP£AT5vlENT. — ^Tbis sbo\dd be carried out by a dewrisf, 
visible pockets should be slit up and drained, hlany cases of 
gingivitis are due to the infection with Vincent’s spirillum, the best 
load treatment for which is Utt application of N.A.B. or similar 
arsenical powder or solution, or penicillin. 

Whenever possible, swabs and cultures should be made both for 
identification and for vaedne-making purposes. X-ray pictures 
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should also be taken as they are the only means of finding how far 
the disease has extended. 

Local applications are innumerable, the most effective being 
penicillin 100,000 units with 30 grains of sulphathiazole; others 
are the dramatically advertised tooth pastes already mentioned, 
hydrogen peroxide, chromic acid (never to be used except by a 
dentist), nicotinic acid, sodium ricinolcate, emetine and walnut juice. 

Loose teeth should be removed. 

PYROGEN-FREE WATER— See Anaphylaxis. 

Q FEVER— See Typhus Fever. 

QUINSY— See Tonsillitis. 

RABIES AND ITS PREVENTION 

(In the following article free use h.is been made, with the author’s per- 
mission, of Lieut.-Col H. \V Mulligan’s pamphlet on the st/bieef, he has 
also kindly revised the script ) 

MODE OF INFECTION. — Until conclusive evidence to the 
contrary is av-ailable it must be assumed that contact between the 
fresh saliva of any rabid animal (including man) and the tissues of 
the body other than unbroken skm constitutes a potential exposure 
to the risk of developing rabies. Man is most commonly infected 
through the bite of a rabid dog. The bite of any other rabid animal 
must also be regarded as potentially infective. The bites of 
herbivorous animals such as horses, sheep and cattle are less 
dangerous than those of other rabid animals, but it is not justifiable 
to withhold treatment from persons exposed to the risk of infection 
in this way. All jackal bites must be regarded as rabid for two 
reasons; no jackal will bite a man unless it is rabid, and jackal 
bites are even more heavily infected than dog bites. Direct infection 
may also occur if the saliva of a rabid animal comes into contact 
with broken skin, as may occur, for example, from licks on open 
cuts, sores, abrasions or scratches. Contact between infective saliva 
and chapped hands or scratched insect bites may be sufficient to 
cause infection. 

There is some doubt as to whether rabies virus can gain entry to 
the body through intact mucous membrane or through healthy 
conjunctiva, hut should either of these surfaces be abraded infection 
may occur. It is so difficult in practice to be sure that surfaces such 
as conjunctiva or mucous membranes arc intact that it is a safe 
'KtirkvTig rale, to regard oofttact bet.'wts.rv svith sarfacts and infective 
saliva as a potential exposure to the risk of acquiring rabies. 

The liability to contract rabies is directly proportional to the 
amount of rabies virus implanted, and to the chances of its survival. 
The risk is very much greater in persons who have actually been 
bitten by a rabid animal than in those who have merely been licked 
on cuts or abrasions. The greater the laceration of the tissues and 
the deeper and more numerous the wounds, the graver is the risk 
because the amount of vims implanted is likely to be greater and 
the chances of destroying it . by cauterization, washing or 
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disinfectants are considerably diminished. Similarly, bites on the bare 
sWn are six times more dangerous than those through clothing 
because clothing tends to absorb a considerable amount of infective 
saliva «hich would otherwise be carried into the wound. 

Indirect Infection . — The risk of indirect infection is usually remote, 
but there are several cases on record in which the infection svas 
apparently caused in this way. Two instances may be quoted. 

A dog suffering from rabies was restrained by a chain which 
became contaminated with saliva. After the dog had been killed 
and removed a soldier was sent to fetch the chain and scratched his 
hand with it. He did not receive any treatment and died two months 
later from rabies. The owner of the dog was bitten but he received 
treatment and survived. 

A boy was bitten by a rabid dog and his trousers were tom by 
the bite. mother, who had never seen the dog, pricked her 
&gcr with the needle which she was using to mend the tear. She 
did not receive treatment and died from rabies while the boy, who 
had been treated, survived. 

The vims of rabies when deposited on inanimate objects docs not 
retain its vitality and infectivity for long and it is readily destroyed 
by light, heat and disinfectants. Consequently, it is unnecessary to 
destroy clothing, carpets, furniture, etc., merely because they have 
been contaminated by the saliva of a rabid animal. If soaked in 
disinfectant and put out in the sun lo dry the virus will be destroyed ; 
the articles subsequently may be wasbra, cleaned or reconditioned 
in any appropriate manner. 

THE INCUBATION PERIOD OF RABIES IN MAN.— The 
shortest and the longest incubation periods of which we have 
rehable information are 10 days and 3 years respectively. As a 
general rule it may be said that the incubation penod is from one 
to three months. 

The situation of the bite or bites inflicted is an important factor 
in determimng the incubation period. It is believed generally that 
rabies virus travels from the site of implantation along the nerve 
tmnks to the brain. This would suggest that implantation of the 
virus near the brain would be associated with a snorter Incubation 
period since the distance to be traversed would be shorter. While 
it is well established that bites on the face, head and neck are more 
dangerous than those on the trank or extremities, it must be 
remembered that such bites are ahrays on the bare skin and that 
they are usually more severe than bites elsewhere because they are 
almost invariably caused by large and ferocious animals. There are, 
therefore, other factors to be considered besides proximity to the 
brain. 

Webster mentions a series with the following average periods of 
incubation : 

Face . . 30 days 

Ann . , 40 days 

Leg . . 60 days 
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PREVENTION.— 

Cauterization . — One of the most effecti^’e me^ns of preventing 
rabies is to cauterize the wounds as soon as possible. If carried out 
within two hours of the time of biting this measure is of great value. 
The longer the interval between the time of biting and the application 
of the cauterizing agent the less effective will this method be and it 
is considered generally that it is ineffective after the lapse of 48 hours. 

The cauterizing agents recommended, in order of preference, are : 

(1) Concentrated (fuming) nitric acid; 

(2) Pure carbolic acid ; 

(3) The actual cautery when neither of the above is readily 
available. In the absence of special apparatus a needle or 
other metal instrument heated to a dull-red heat may be 
used. 

Before applying the cauterizing agent, the wound or wounds 
should be cleansed with some antiseptic lotion and thoroughly 
dried. It is important that the agent used should gain access to all 
parts of the wound and in order to ensure this it may be necessary 
to incise the tissues in the case of punctured or other deep wounds. 
There should be no hesitation in applying fuming nitric acid to 
wounds on the face. Such wounds are particularly dangerous and 
the fear of disfigurement need not bea deterrent since the application 
of the acid will result in little, if any, additional scarring. 

ANTI-RABIC INOCULATION.— It may be extremely dilRcult 
to decide whether to inoculate a patient or not ; owing to the danger 
of post-treatment paralysis It is not justifiable to institute a course 
of treatment with anii-rabic vaccine unless there is reasonable 
evidence that the patient is at risk. If it is considered that the risk 
of developing rabies is as great as the chances of developing “para- 
lytic accident” then the obvious course of action is to institute 
treatment. 

Examination of an infected animal's brain generally shows Negri 
bodies, but just as in the case of malarial parasites in the blood, 
inability to them does not exclude the possibility of rabies with 
absolute certainty. 

Now the saliva of an infected animal is infective only while it 
has symptoms and for a maximum of six days before these appear; 
death occurs within four days of the appearance of symptoms ; six 
and four make ten — therefore, if an animal is alive and well ten 
days after biting a person, that person cannot have been infected 
with rabies by that bite. It will also seen that if the animal shows 
no symptoms after six days there are solid grounds for optimism, 
but not enough to justify one in stopping the inoculations. 

The immense importance of tying up and observing the animal, 
and of not killing it will now be realized, because if the animal is 
alive and well ten days after biting the patient treatment can be 
withheld or discontinued with absolute safety. 

If the bite is on the face inoculation should be begun at once and 
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can be stopped if the animal is well after ten dij-s, but in the case 
of the limbs it is safe to wait for ten daj's, unless the bites are 
exceptionally se\ere. 

Patients undergoing a course of treatment may lead a normal 
life but should not mdulge in violent exercise; alcohol is best 
avoided, but is not harmfid in small quantities. Many patients feel 
run down, so a change of climate afterwards may be bcneficiaL 
Pain may be treated wth fomentations, calcium and aspirin. Latent 
malaria may become manifest and will respond to ibe usual treatment 
— the anti-rabic inoculation should not be stopped. 

Period of Protection.— Tbh is generally reclconed at three months, 
but if dunng that period the patient should be so unfortunate as to 
receive a probably infected bite nearer the bead or of greater severity 
than that for nhich he received the previotis course, a course 
appropriate to the fresh lesion should be p\'en. 

Contra-Indications . — Unless the patient is dangerously ill from 
some other disease there is no contra-indication, ^gnancy is not a 
contra-indication. If a patient with a history of a possibly infected 
bite apphes for treatment necks or even months afterwards, it 
should be given. 

Stocks of vaccine are obtainable from many civil and militao^ 
hospitab in India and Burma. If vaccine Is not obtainable locally a 
telegram should be sent to the Pasteur Institute, Coonoor, Shillong 
or Rangoon, to the Central Research Institute, Kasauli, or to the 
HaSldne Institute, Bombay. All these institutions also give most 
valuable and helpful advice in cases of doubt or diiBculty, 
“PARALYTIC ACCIDENT”. — This has a mortalit>' of 25%; it 
occurs about once in i^e thousand cases and usually begins about 
a fortnight after the beginning of treatment, the recorded extremes 
bemg 11 and 30 days. Treatment is therefore usually complete but 
if not, it should be stopped and not completed even after recovery 
from the paralytic accident. 

“The symptoms are usually mild and transisat. Tingling and 
numbness, and weakness of the legs may pass off in a few’ daj-s. 
Fanal paralysis may last for a week or two. Transient blindness 
with eventual complete recovery has been noted. The severe cases 
have a sudden onset with severe pain in the limbs, rapid development 
of paralysis of the legs, followed by bladder and rectal trouble and 
sometimes progressing to paralysis of the upper limbs and respiratory 
muscles, and death. The progress of the paralj'sis may be arrested 
spontaneously at any stage and gradual recovery follow, but there 
may be later anxiety from bed sores and bladder trouble. The 
Landry type of rapid ascending paralj'sis may closely simulate 
hydrophobia”. 

“Treatment . — ^Tbere is no specific treatment. Prevention of bed 
sores and prevention of urinary infection Of catheterization becomes 
necessary) are important. The osc of tbs ‘iron lung’, if available, 
might be considered if the patalyris appears likely to spread to the 
reipiratory muscles. Prognosis should be guarded”. (Webster.) 
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RABIES IN MAN 

Early Symptoms. — One of the earliest symptoms of rabies is a 
feeling of uneasiness and a dread of the impending onset of the 
disease. Headache and insomnia are often complained of before 
the onset of more objective symptoms. A common early symptom 
is pain at the site of the bite even in cases in which the wound or 
wounds are completely healed. There may be twitching of, or a 
feeling of heaviness in the affected limb. A moderate degree of 
fever is usually present and may occur at an early stage. Another 
symptom of rabies which may appear early is spasm of the muscles 
of deglutition when the patient attempts to swallow food or water. 
At first the spasm is insufficient to prevent the patient swallowing 
if he is encouraged to do so. The symptoms mentioned above are 
usually apparent within 24 hours of the onset. 

Later Symptoms. — W uhm a few hours of the appearance of the 
spasm of the muscles of deglutition mentioned above this symptom 
becomes markedly accentuated. The spasms become so intensified 
that all attempts to swallow fluids arc unsuccessful, though, for 
some unexplained reason, the patient may still be able to swallow 
solids. At a later stage the mere sight or sound of water may be 
sufficient to precipitate spasms and swallowing may become quite 
impossible. The patient now becomes highly intolerant of external 
stimuli such as a sudden noise, a bright light or a stream of cold air. 
Exposure to such stimuli may bring on general convulsions. 
Respiratory distress is a common symptom and the difficulty in 
breathing of which the patient frequently complains is probably 
due to commencing paralysis of the diaphragm. Up to this stage 
the patient will have been mentally alert and fully conscious of the 
gravity and distressing nature of his condition. As a rule there is 
fairly profuse salivation and as the patient is unable to swallow he 
is prone to expectorate freely, a practice which is not without 
danger to his attendants. Loss of weight is usually a striking feature 
of rabies and there is perhaps no other disease m which wasting 
occurs so rapidly. The rapidity with which emaciation proceeds is 
out of all proportion to the duration of (he illness or to the inability 
of the patient to swallow. In the later stages of the disease the 
slightest stimulus may precipitate a maniacal frenzy. This symptom 
is by no means constant and, in fact, is rarely seen in educated 
patients. When it is present, the patient may scream or shout and 
will often strvggJe with zSamtmg violence when atteropls are made to 
restrain his efforts to do physical damage to himself or his attendants. 
With or without a preceding maniacal stage a rapidly increasing 
paralysis of the whole body sets in. Not uncommonly the inability 
to swallow may cease as general paralysis commences and the 
patient may ask for and may succeed in swallowing fluids. General 
spasms affecting the whole body may supervene and there may be 
vomiting of matenal resembling coffee grounds. The spasms are 
often accompanied by screams, especially in children, and death 
usually occurs during one of these convulsions. 
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The duration of the illness from the onset of early symptoms to 
death is usually from 2 to 3 days, but it may be protracted to 5 or 
e\en 6 days m exceptional cases. Patients who have not received 
anti-rabic treatment generally succumb within 48 hours. 

The symptoms of rabies in man by no means follow the.cou^ 
mdicated above in all cases. Dea^ may occur early from cardiac 
failure or during a convulsion when this symptom occurs early in 
the course of the disease. In comparatively rare instances paralysis 
of the lower extremities and of the bhdder may appear before 
spasms of the muscles of deglutition and in such eases death usually 
supervenes rvithin 48 hours of the onset. 

DOSAGE OF VACCINE: 

This is as follows: 

CLASS 1—2 C.C. for 7 days {Adults and Children). 

(а) Licks, mcluding indirect contact with saliva, on definitely 
remembered fresh cuts or abrasions on all parts of the 
body except on the head, face, neck ot fingers. 

(б) Licta on the intact mucous membranes of the mouth, 
nose, anus or genitals or on the conjunctiva. 

(c) Bites or scratches on all pans of the body except the 
head, face, neck or fingers, which have raised the epi* 
dermis but not definitely drawn blood. 

(d) Persons who have dnink the unboiled milk of rabid 
animals. 

CLASS It — 5 c.c. for 14 days (Adults, and Children weighing 
more than 20 lb. — Infants wngbing less than 20 lb. receive 
5 c.c. for 7 days only). 

(a) Licks on definitely remembered fresh cuts or abrasions 
on the fingers. 

(if) All bites and scratches on the fingers which are not 
lacerated, not more than J in. long and have not pene- 
trated the true skin. 

(c) Bites and scratches on all parts of the body except the 
head, neck, face or fingers which have definitely drawn 
blood, but excluding bites which are five or more in 
number or in which extensive laceration has occurred. 
Note. — Any patient coming into Ihii category v'ho is 14 or more 
days late in commencing treatment mil recehe the treatment hid 
doivn for CLASS III cases. 

CLASS ///— 10 c.c. for 14 days for adults, and for children 
weiaMug more Han TO lb. 

5 C.C. for 14 days for children weighing between 70 and 20 lb. 
5 C.C. for 7 days for cbildira weighing less than 20 !b. 

(fl) Licks on definitely remembered fresh cuts or abrasions 
on the head, face or neck. 

(b) All bites or scratches on the head, face or neck. 
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(c) Bites or scratches on the fingers which are lacerated, more 
than i in. long or have penetrated the true skin, 

(if) All bites penetrating the true skin and definitely drawing 
blood when these are Jive or more in number in all. 

(c) All bites on any part of the body causing extensive 
laceration. 

(f) All jackal and wolf bites and licks. 

Note . — ^When in doubt give a full course of treatment. 

The inoculations are generally given subcutaneously, beneath the 
skin of the abdomen. Needless to say, all aseptic precautions are 
observed. The least painful way of giving the inoculation is to have 
a really sharp needle, to lift up a fold of skm between the left fore- 
finger and thumb, and to thrust the needle in quickly at right angles 
to the skin. Then give the injection fairly rapidly, and withdraw 
the needle quickly. Attention to these points is important because 
not only are the injections repealed, but many of the patients are 
children. If calcium is given by the mouth throughout the course 
some of the local tenderness and itching may be prevented. Certain 
patients feel debilitated and some sleep badly, but such cases usually 
respond to the usual remedies. 

THE DIFFERENTIAL DIAGNOSIS OF RABIES IN MAN.— 
Once the symptoms of rabies have become well established no 
difficulty should be experienced m coming to a diagnosis. There are, 
however, certain other conditions which might be confused with 
rabies, particularly if there is a history of possible exposure of the 
patient to rabies infection. 

Hysterical patients may develop a condition simulating rabies, 
commonly known as pseudo-rabies, particularly if they happen to 
have seen a case of genuine rabies. In such cases the spasm produced 
by attempts to swallow differs from that which occurs in true 
rabies in that when the patient is given water he does not jerk his 
head back in the characteristic manner but ejects the fluid without 
making any real attempt to swallow. Failure of the disease to 
progress rapidly to a fatal issue will cl^r up the diagnosis. 

Tetanus is the disease most bkely to be confused with rabies, 
especially if the possibility of exposure to rabies infection is admitted 
by the patient. The tonic contraction of the masseter muscles which 
is so characteristic of tetanus is never present in rabies. In tetanus 
there is usually a fairly rwnt wound whereas in rabies the wound 
is usually completely healed. In Datura poisoning the pupils are 
widely dilated. 

THE TREATMENT OF DEVELOPED RABIES IN MAN.— 
As the disease is most agoniring and one hundred per cent fatal, 
no attempt should be made to prolong the unfortunate patient’s 
lifc once the diagnosis is established beyond all possible doubt. Of 
no disease is the saying “Thou shalt not kill, but do not strive 
officiously to keep alive” more true. 

The patient should be put in a quiet room and given an injection 
of half a grain of morphia with gr. curarine chloride, the latter 
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to control spasms. If be is not asleep or at least comfortable at tbc 
end of half an hour ^%-e half the abo\*e dose; repeat it every half 
hour until unconsciousness or comfort supervenes and go on 
repeating it every time there is a sign of returning symptoms. The 
patient is kept in this state until he dies, usually on the third or 
fourth day. If he is inclined to be maniacal, an intrasenous bar- 
biturate should be ^ven in full dosage, the first quarter being ^ven 
rapidly. If this medication is impossible, give more morphia or give 
chloroform, but beware of the patient's saJha. It may be argued, 
“Why not give the patient 20 grains of morphia and have done 
with it’’” The answer is that oaasionally a wrong diagnosis is made. 
PROTECTION OF ATTENDANTS 
The more the patient is “doped" with ample doses of powerful 
drugs the less risk there is of his becoming maniacal and scratching, 
bitmg or spitting at his attendants; we thus have another powerful 
and equally humane reason for keeiriog the patient as unconscious 
as possible during tins, his last, illness. 

Gloves, gowns, masks, footwear and spectacles should be worn 
by the attendants, and if there is any question of their having been 
infected much the same principles apply as in the case of the dog. 
After the patient’s death all fomites and utensils stao'uld be put into 
a bath of pheoyle for 12 boars, then washed and dried in the sun — 
it is unnecessary to bum them. 

RABIES IN THE DOG 

The most characteristic feature of canine rabies is the short 
duration of the illness faHonedby death. In all cases of death in dogs 
after an illness^ of less than 4 or 5 days the possibility of rabies 
should be considered unless death is patently due to other causes. 
It must also be remembered that pet dogs may show none of the 
symptoms about to be described, but may just die of rabies quietly 
after an illness of 4 or 5 days. 

Two forms of rabies are commonly recognized in the dog, namely, 
“furious rabies” and “dumb rabies”. The former, as the name 
implies, is usually associated with extreme excitability and ferocious 
behaviour on the part of the dog. whereas in the latter signs of fury 
are mconspicuous or absent It is not possible to draw' a hard and 
fast distinction between these two extremes, and almost any inter- 
mediate condition may be encountered. 

EARLY SYMPTOMS. — The first symptom noted may be that 
the dog shows a disinclmation to take his food. This symptom may 
be accompanied or preceded by nervous sj-mptoms such as rest- 
lessness or hallucinations, thou^ these may be absent in cases of 
“dumb rabies". Restlessness may, especially in a vv ell-cared-for dog, 
take the form of increased aOTection, but is more usually apparent 
in the form of aimless wandering or by a tendency to become 
sulky or to hide in dark y^ces. HaUudnations are usually mani- 
fested by the dog’s rushing or snapping at imaginary objects. 
Frequently there is a moderate degree of fever but this is neither 
constant nor characteristic. Redness of the conjunctivae is usually 
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present and may be pronounced. The symptoms so far described 
appear early. 

LATER SYMPTOMS. — At a later stage the disinclination for 
food may give place to a perverted appetite and the dog may exhibit 
a pronounced tendency to cat filth and garbage or to chew up its 
bed and bedding. Unusual excitability accompanied by exaggerated 
responses to stimuli may become intensified until a state of fury is 
reached. The dog will then snap at or destroy inanimate objects 
and will attack and bite other animals without provocation. Well- 
kept dogs will not, as a rule, attack tbcir owners, but pariah dogs 
arc liable to become particularly ferocious and will make unprovoked 
attacks on anything or anybody that comes m their way. The attacks 
of a rabid dog are usually unaccompanied by the growls which 
characterize attacks by a normal dog. Salivation is usually increased 
and may be very profuse. The saliva is of increased consistency, 
and may .be frothy. Paralysis pppears at a relatively late stage and 
may give rise to a number of characteristic symptoms. Partial 
paralysis of the vocal cords may cause a striking change m the 
dog's bark which is easily recognized by the owner. Paralysis of the 
masseter muscles may result m the dog’s mouth hanging open 
continuously (dropped jaw). Paralysis of the muscles of deglutition 
may prevent the dog from swallowing properly and this often leads 
the owner to suspect that there rs a bone stuck in the dog’s throat. 
Paralysis of the motor muscles may not occur until late in the disease, 
and usually appears first in the hind legs. This paralysis may spread 
later to other parts of the body so that the dog lies m a helpless 
condition. Generalized paralysis is followed by convulsions which 
usually lead to death within a few hours. In young dogs convulsions 
may appear early. 

At no stage of the disease does the dog display any fear of water. 

DIFFERENTIAL DIAGNOSIS. — Distemper, a common disease 
of dogs, may readily be confused with rabies. The ordinary catarrhal 
distemper may simulate the early symptoms of rabies, but the 
absence of complications, the restriction of the symptoms to 
the mucous surfaces of the eyes, nose and throat, and the failure of 
the disease to proceed rapidly to a fatal termination will clear up the 
diagnosis. Intestinal distemper is not likely to be confused with 
rabies since it commences with diarrhoea associated with the 
passage of dark*cofoured motions sometimes tinged with bfood 
and mucus. In both the above forms of distemjxir there is usually 
some degree ol fever. Meningeal distemper is a later stage of the 
catarrhal distemper mentioned above. There is a purulent discharge 
from the eyes and nose and paralysis commencing in the hind 
legs may later become general. Symptoms of cerebral irritation 
associated with exaggerated responses to stimuli sometimes occur 
and make the differential diagnosis from rabies very difficult. The 
duration of the illness is, as a rule, considerably longer than in the 
case of rabies. 
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to post-treatment paralysis in human patients is occasionally 
observed in dogs. Symptoms usually become apparent about a 
week after the completion of treatment. There can be marked 
hypersensitivity of the skin over the dorsal region and the animal 
may develop an unsteady gait. Paralysis of the hind limbs may 
develop followed by complete paralysis at a later date. These 
symptoms may be accompanied by increased excitability of (he dog. 
In most cases recovery takes place wiihm about a week. There is 
no specific treatment for this condition. 

RABIES IN OTHER ANIMALS 

Since rabies is a disease to which all mammals are susceptible, it 
would obviously be outside the scope of this article to attempt to 
describe in detail the symptoms in each. A brief reference will, 
however, be made to a few of the animals with which man is most 
likely to come in contact. 

Rabies in Jackals 

The symptoms of rabJ<» in the jackal are very similar to those 
which have already been desenbed in some detail m reference to the 
dog. Jackals are highly susceptible to rabies and are an important 
reservoir of the disease in this country. The jackal is naturally a 
retiring animal and it may be assumed that a jackal which makes 
an unprovoked attack is rabid. Experience has shown that, so far as 
human patients are concerned, the bite of a rabid jackal is attended 
with a high degree of risk of infection, and it is customary, therefore, 
to give all human patients bitten by a jackal the maximal dosage 
of anti-rabic vaccine. 

Rabies in Cats 

Cats infected with rabies show a strong desire to bite and scratch 
and are particularly prone to stray from their usual abode. The 
injuries caused by rabid cats arc particularly dangerous since they 
often jump up and attempt to scratch or bite their victims on the 
face. A rabid cat docs not exhibit any fear and will readily attack a 
dog. Next to dogs and jackals, cats are probably the most frequent 
agents through which rabies is transmitted to man. As in the dog, 
the voice of a rabid cat may be characteristically altered and 
hoarse. 

Rabies in Cattle 

Cattle are more commonly affected by “furious” than by “dumb” 
rabies. Rabid cattle arc less prone to bite than members of the 
canine tribe and they exhibit tteir fury principally by butting with 
their horns and stamping with their feet. They may dig up the 
ground in this way, sometimes exerting such violence that their 
horns are broken. There is a peculiar alteration of the voice and 
sometimes bellowing or roaring is continuous. There is excessive 
secretion of saliva. ParaJytic^^ptoms appear first in the hind 
quarters and may later ^corit ^ncral. Emaciation may be extreme. 
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Other symptoms sometimes obsened are intense itching of the 
skin, colic, and persistent constipation, and when these occur the 
diagnosis may at Grsi be somewhat obscure. 

Rabies in Horses 

Rabid horses may remain in a da 2 ed state until paralysis sets in 
but more commonly they show symptoms of “furious” rabies. In 
the latter instance they are %eTy difficult to control and may do 
much damage to themselves, their stables and attendants. Some may 
be definitely aggresshe to man and may exhibit an irresistible 
desire to kick a'nd bite. Horses may bite Inanimate objects with 
such violence that they break their teeth and some will even mutilate 
their own bodies by tearing their skin or appendages such as the 
genital organs. Penerted appetite is also seen in some cases. 
Increased sexual e.xcilement and desire to micturate are prominent 
signs of equine rabies. When paralysis of the muscles of deglutition 
sets in the food is relumed through the nose. Later, muscular 
spasms and convulsions of dllferent parts of the body appear and 
finally general paralysis sets In with, at first, the usual staggering 
gait Death usually occurs in from 4-S days of the onset of symptoms 
and iQ certain cases may be caused by apoplexy as early as twenty* 
four hours from the start of the disease. 

Rabies in Sheep A^o Goats 

The symptoms of rabres are essentiaUy the same in sheep and 
goats. At first there is marked restlessness associated with intense 
Itching at the site of the bite which the affected animal continually 
gnaws and licks and attempts to denude of wool. All signs of 
timidity are lost and rabid sheep and goats may even become 
mildly aggressive. A peculiar fixed or staring expression is often 
noted This stage is soon followed by weakness and paralysis of the 
hind quarters with. later, general paralysis. The tone of the bleat 
may be distinctly altered. Death occurs within three to six days of 
■ the onset of symptoms. 


DIAGNOSIS, TREATMENT AND PROPHYLAXIS OF RABIES 
IN ANIMALS OTHER THAN DOGS.— 


The remarks made abate in reference to the dog are generally 
applicable to other aniinah as regards the diagnosis, treatment and 
prophylaxis of rabies. 

Anti-rabic vaccine may be given to any animal. Appropriate 
co-isises oi vaccittt may tee vAytuned Iiom any Pasteur Institute. 
The species and approximate age and weight of the animal should 
be specified. The cost of such courses of treatment varies according 
to the dosage required. Indents for courses of anti-rabic vaccine 
for horses, cattle, elephant, deer, etc., are frequently received. T^e 
usual dosage and duration of treat^at for the species of animals 
more commonly treated are gjvea below. 
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bally ~buratwii 

Spfcits of annual dose of of 

Vaccine Treatment 
3 c c. 7 days 

See 7 days 

lOc.c 7 days 

20 cc. 14 days 

30 cc. 14 days 


60 c c 14 days 


REMOVAL AND PRESERVATION OF BRAINS OF 

SUSPECTED RABID ANIMALS.— 

Diagnosis by microscopical cxaminalion of the brain requires the 
preliminary removal of tlie brain of (he suspected animal and the 
procedures to effect this important object are described below. 
Method of removing the brain of a suspected rabid -The 

description given below is for the dog, but the method js applicable, 
with any necessary modifications, to other animals. 

Don an old pair of leather gloves and goggles, if possible, as the 
brain is infective. 

(1) Wash the head of the dog with any disinfectant. 

(2) With a sharp knife cut through the skin in the middle 
line from the neck to the nose. Reflect the skin bn both 
sides, laying bare the skull. Cut away the fleshy tissue on 
the skull as far as possible. 

(3) Chisel all round the skull and remove the skull-cap. 

(4) Incise the membranes covering the brain and divide the 
latter down the centre into two longitudinal halves. 

(5) Lift out each half of the brain separately, severing any 
nerves or other (issues preventing its removal. 

Preseryaiion of the brain . — 

(1) Into the bottom of a large widc-mouthed bottle put a 
layer of cotton-wool. 

(2) Put the whole or one-half of the brain on this layer in the 
bottle. 

(3) Fill the bottle completely with rectified spirit, methylated 
spirit, or 10% formalin in saline. 

For an average dog’s brain the capacity of the bottle 
should be two pints, or, as a rough guide, ten times the 
volume of the brain. 

(4) Cork Of otherwise close (he lid of the bottle or jar securely 
and seal with wax. 

(5) Pack in a box with sawdust and enclose an account of 
the illness of the animal and the full address of the person to 
whom ike result of the brain examination is to be sent. 
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(6) Send the sp«imcn by passenger train or post to the nearest 
Pasteur Institute. 

RADIUM THERAPY 

By radio-activity or the spontaneous disintegration of the element 
Radium, three Kinds of rays arc pven off: o. y. Alpha rays are 
helium atoms positively charged. Beta particles are single negative 
electrons. Gamma raj’s are not material bodies; they arc energy 
v.aves hke haht and X-rays, but of a shorter wavelength. Alpha 
rays although representing 92% of the energy of radium have 
practically no power of penetration and are of no therapeutic value. 
Gamma rays represent 4’8% of the energy; they arc very penetrating 
rays never emitted alone, but always with beta rays, and in passing 
through the body they give rise to secondary beta rays also of 
therapeutic value. 

The action of radium is similar to that of X-rays. The beta rays, 
corresponding to soft rays from the X-ray tube, can produce a 
limited superficial reaction, but are usually cut off by filtration 
through 0‘6 mm. of platinum which absorbs 99 0% of beta particles, 
so that the efi’ect of the gamma rays alone is obtained and it is the 
gamma rays which produce the therapeutic changes. 

EMANATIO'N OR RADOH.— Radium emanation or Radon 
gas is the first product of the disintegration of radium, the quantity 
being measured in equilibrium with t gm. of radium and known as 
the “Curie.” While i( takes radium 1,700 years to lose 50% of its 
weight, the radio-activity of radon has completely gone in 30 days. 

TREATMENT BY RADIUM.— It is most important that 
the general practitioner should reatue that radium treatment is a 
highly specialiied branch of medicine that can only be undertaken 
by specialists at centres vvhich are equipped for the purpose. At the 
same lime it is essential that he should have a clear conception of 
the possibihties of radium therapy and be able to co-operate in the 
preliminary treatment and post-radiaiion care of the patient. 

Methods of Application: 

(1) Cavity Method. — ^The radium is introduced into such 
cavities as the mouth, rectum, and vagina, cither 
continuously or intemiptcdly. 

(2) iNTERSTmAL IRRADIATION. — The radium is introduced into 
ihe lesion to be treated, and the method is spoken of as 
“needling”, which means the systematic distribution of 
containers, each containing a small quantity of radium, in 
and around the afi'ected area. 

(3) Surface Application. — ^The radium is distributed on the 
outer surface of a plaque of paste, wood or sponge rubber 
and applied continuously or intermittently over long 
periods. 

(4) Bomb or Beam Tholapy. — This requires from 1-4 gm. of 
radium at the cost of approximately £10,000 per gramme. 
It has the advantages of great powers of penetration. 
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depth dosage is increased, and an otherwise inaccessible 
tumour can be treated. Apart from the economic question, 
it is theofeticalJy the method of choice, and whereas up to 
now it has not fulfilled expectations further improvements 
are probable. 

THE SCOPE OF RADIUM THERAPY.— Whereas the principal 
field of use is for malignant disease there are a number of non* 
malignant conditions which benefit by this treatment which include; 

(1) Skin Diseases. — Lupus erythematosus which defies all other 
means; Pruritus with leucoplakia; Keloid, papillomas and 
naevi especially cavernous naevi, better results being obtained 
than with any other form of treatment. 

(2) Tuberculosis. — Whereas lupus vulgaris of the skin is best 
treated by heliotherapy, lupus of the fauces and palate is 
much improved by radium, as also are tuberculous glands. 

(3) Uterine Disease. — T he haemorrhage of fibroids and 
intractable chronic metritis will at times react to radium, thus 
avoiding operation. 

(4) Blood DiSEASts.--Alihough the ultimate prognosis is bad, 
radium treatment especially in myeloid Icuhiemia can cause 
an improvement in the patient’s general condition, with 
reduction in the number of leucocytes and the size of the 
spleen. 

(5) Malignant Disease —In the treatment of cancer, radium is 
in a state of rapid evolution and progress, so that tlie methods 
advocated are continually changing. It is important for the 
practitioner to realize that in the treatment of cancer there 
are now two opposing methods — radium and surgery — 
and it is true that there are classes of cases jn which radium 
or surgery is best adapted; there is a large field in which a 
combination of the two is the best method. 

Dr. Ward considers that radium therapy can be regarded as the 
method of choice in the following seven groups : 

(1) EpmiELiOMA OF THE Sktn. — Radium has a powerful effect on 
epidermal cancer ; of all varieties of rodent ulcer treated at 
the Radium Institute 77% were cured, and the cosmetic 
results are superior to those of surgery or X-rays. Carcinoma 
of the anal canal, hypertropic growths of the penis, and 
epithelioma of the vulva are all well treated by radium. 

(2) Cancer of the Mouth, jaws, cheek, tonsil, pharynx and 
nose vary in their degree of malignancy and radio-sensitivity. 
Some are treated with radium alone, others with a combination 
of radium and diathermy excision. Cancer of the tongue can 
be permanently cured by interstitial radiation. As regards 
glands in the neck, every surgeon of experience knows how 
disastrous it is to interfere unless complete removal is possible. 
The best treatment is block dissection plus irradiation. 
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(3) CARaNO\LA OF THE UtERUS. — If ihc disease is limited to the 
body of the uterus, surgery giscs the best results, but in the 
case of the cersix more and more cases are being treated by 
radium, which would previously have been treated by 
Wcrtheim’s operation, and with increasingly encouraging 
results more especially when combined with X-rays. It can 
be said of radium that in treatment of carcinoma of the 
cervix It has done mote to alleviate and prolong life than in 
any other group of patients with cancer. 

(4) Breast Canter.— T he question of operable cases is not as 
yet definitely settled, but radical operation, with removal of 
a wide area of skin and the axillary contents, would appear to 
be the best with the possible exception of patients with thin 
flat breasts. 

In inoperable cases even those so far advanced as to hasT 
fungating growths and ulcerating surfaces heal and remain 
healed, the progress being arrest^ for years Supraclavicular 
and axillary' glands shoufd never be excised but treated with 
radium. 

(5) SvRCOvtA.— In melanotic sarcoma radium is useless, and In 
the case of bone sarcoma and fibro-sarcoma from connective 
tissue it cannot be said to be satisfactory and X-rays are more 
generally used. There is more hope in ly mpho-sarcoma, 
sarcoma of the tonsil and that common condition in India, 
sarcoma of the upper jaw. 

(6) Disr.ASES OF THE Eye.— R adium is useful in tumours Rowing 
from superficial parts of the eye such as the conjunctiva and 
cornea, but as a primary measure is not applicable to sarcoma 
of the choroid and deep orbital tumours. 

(7) As A Paluvtive MfASLUE. — Radium has its widest range of 
usefulness in inoperable cases which formerly died in miserable 
conditions, wiih foul discharge and profuse haemorrhages, 
but now suwumb in comparative comfort from secondary 
deposits. Pain is relieved and the patient’s general condition 
improves with a prolongation of life. In carcinoma of the 
rectum colostomy is often avoided and in cancer of the 
mouth the dysphagia is relieved. 

The practitioner can co-opcraie before the patient is taken over 
for treatment by the radium specialist by improving the patient’s 
general condition, starting anti-syphililic treatment in cases with a 
positive Wassermann, and, more important, reducing any inflamma- 
tion and sepsis of a growth, as both these factors considerably 
reduce radio-sctisilivity. Subsequent to the treatment the practitioner 
should treat the anorexia resulting from the breaking down of the 
tumour, any local conditions of the skin, remove radon seeds and 
regularly report the local and general condition of the patient to 
the Radium Centre; the full effect is usually not seen until two 
months after the Irradiation. 
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RANULA 

This term is usually applied to all cystic swellings of the floor of 
the mouth. The ideal treatment is to dissect the cyst out com- 
pletely, but this is extremely difficult on account of the thinness of 
the cyst walls; remove as much as possible and then allow the 
cavity to granulate. 

RAT-BITE FEVER 

This is caused by infection with a short spirillum (Sp. minus) 
through the bite of a rat, ferret or possibly a cat. The incubation 
period is between 2 and 6 weeks and the disease is ushered in with 
a ngor. Enlarged glands, pain in the bite and a variable rash occur, 
and the fever lasts two or three days and is followed by relapses at 
intervals of a few days. 

TREATMENT. — This Js by one of the anfi-syphihtic arsenicals, 
045 gramme intravenously once a week for six injections, or by 
pemcillin three-hourly for 48 hours. 

RAYNAUD’S DISEASE 

In certain people, usually young women, the vessels of the fingers 
and toes over-contract under the influence of cold; if the cold Is 
severe and the contraction prolonged, gangrene may result. 

TREATMENT.— This is by the avoidance of chill by wearing 
gloves, keeping the hands in a muff or in the pockets, or a change to 
a warmer climate, e.g. from Quetta to Karachi. Raynaud’s disease 
is said never to occur if the air-temperature is above 52® F. 

Drug treatment includes nicotinic acid before or during exposure 
to cold, parathyroid (gr. Va t.d.s.). and calcium gluconate or lactate 
by the mouth or by injection. 

Surgical Treatment. — Sympathectomy or the injection of the 
sympathetic ganglia with alcohol is a specialized and successful 
procedure, but is not always permanent. Transfer to a warmer 
climate is better, and in India is usually possible. 

When an attack has occurred it is important not to try to “thaw” 
the fingers quickly by means of beat, but as in frost-bite they should 
be allowed to recover slowly. 

RECTUM {See also Anus and Haemorrhoids.) 

Injuries can occur in many ways, among the commonest causes 
being a hard enema nozzle used by a careless nurse, a fall on a 
spiked railing, a chair that breaks when sat on, or a gunshot wound. 
The rectum can also be injured or perforated during a pelvic 
operation. 

The surgeon must satisfy himself on the following points : 

(o) Has the peritoneum been opened? Bleeding from the anus 
suggests jt. shock makes it probable, and lower abdominal 
tenderness with rigidity makes it certain. 

T/ie treatment is to give the patient an anaesthetic, to 
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examine the rertom csiefiilh-, cspedaliy llic anterior •wall, 
and if there is e>’en a posat^tv' that the peritoneam has 
been penetrated to ojkii the abdomen. The injaiy is then 
repair^ and a lemporaij’ colostomy made. 

(fc) Has the bladder or creilna been injured? Examination of 
the uieihial orifice and the passa^ of a catheter •aiH settle 
this poinL 

(f) Is there, or is there lifcelj’ to be, a spr e a ding csDulitis? If so, 
mdsions, anti-gas-Eangrene sertim and dtHnoiherapy are 
required. A temporary colostomy, bj’ presenting frequent 
faecal mfeclion of the •wound, is generally ad%-isable. 

A foreign body in the rcciiun should be remoted from below 
when possible, but if there is difficulty it is better to open the 
abdomen and press it downwards from abose; in seiy rare cases it 
may be necessary to indse the boweL 

PROermS — Apart from that due to the dj'senteriss and 
bilharxia infection, this may be catarrhal, acme or specific. 

A common cause of catarrhal proctitis is the habitual use of a 
laiatite, phenolphthalein being pohaps the worst offender- Certain 
parasites, such as worms or Lambba (Giardia), irritating food, 
frequent colonic Uvuge, constipation, and a ruri^ of other simple 
conditions may be the cause. Triehomonaj ivesrinslis may be a 
more frequent cause than is generally suspected and may be tie 
reason for the frequent success of Stovaisol in oon^amoe^e bowd 
tnfections. 

Speofie infections indode taberrle, lympbogranuloma inguinale, 
gonorrhoea, and sjphllis; a ses’ere streptococcal inSaminarion 
sometimes occurs in debilitated fsnules. 

BaoBaiy dysentery and gonorrhoea are less common causes than 
they used to be. Amoebic dj-senteiy produces a proctitis with 
cbiacteristic diamond-shaped ulcers. Oiphtbcrilic, tuberculons and 
syphilitic proctitis are also known, snd in chDdicn threadworms 
arc often found. Bilharzia is, of course, the common cause in Egypt, 
Central and South Africa, and jaw^ which is common in Burma, 
Assam and certain parts of Central India, may affect the recnim- 
Finally, proctitis may occur from trauma and the consequent 
introduction of sepsis, sometimes from an enema cozde, an opera- 
tion, or ex'cn the passage of hard scybala. 

TREATMENT. — Pass a speculum, under an anaeslheiic if 
necessary, and find the cause ; a swab should be taken and examined 
iiucroscopically. ^^^3e^ the cause is found it is treated, usually by 
chemotherapy, but local ■wash-outs wiih normal ss^e. eusol, 
Milion 10*^ or s3ver nitrate I :I,000 in distilled water are all usefuL 
If there IS much mucus the wash-out should be preceded by a 
bicarbonate of soda (two drachms to one pini) irrigauon. 

Prolcrse of the rectum has been dealt with under “Anus**. 

CARCINOMA OF THE RECTUM. — If a rectal examination 
were made once a year on aH people over 50 scry few would die 
of rectal cancer. 
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Any alteration in the bowel haWt of a middle-aged or elderly 
person calls for a careful rectal examination. 

SYMPTOMS. — ^These are often absent in an early case, but 
recent “piles” in a middle-aged person, repeated dark haemorrhage, 
the passage of mucus or a feeling that the patient has not had “a 
clear motion” are suggestive. Like other mincers, that m the rectum 
is usually painless m the earlier stages. 

SIGNS. — A rectal carcinoma is generally palpable by the finger 
as a hard mass or ulcer and is visible with a sigmoidoscope. The 
etiology is unknown, but it may follow a polyp. 

PROGNOSIS. — Cuthbert Dukes’s careful researches into the 
pathology of over a thousand cases operated on at St. Mark’s 
Hospital, London, have given us most of our knowledge on this 
subject. His results may be approximately summarized as follows. 

The disease is twice as common in men as in women; 75% of 
cases occur between the ages of 50 and 70 , about 60% arc operable 
when first seen, and of these about 50% are cured by operation. 
The two operations commonly practised arc the abdommo-perineal, 
and perineal ex’cision. 

Dukes divides the growths imo (he following classes: operative 
results are also shown. 


C&tf 

A 

B 

ci 

C2 


PERCENTAGE AEIVE 5 YEARS 


DefiitMon 

Amx OPERATION 
Perineal Abdomino’ 
eKeis/M perinertl 

Gfowih limned to wall of rectum 

82 2 

83 9 

Growth has penetrated rectum but not 
involved lymph glands 

61 7 

62 3 

Lymph glands involved but upper 
haemorrhoidal glands free 

24 8 

42 5 

Gland involvement includes gland just 
below ligature on inferior mesenteric 
artery 

9 7 

11 9 


Thus it will be seen that the abdomino-perineal operation gives 
slightly better results than perineal resection. Exploratory 
laparotomy and a left inguinal colostomy are done about a fortnight 
before penneal excision, but form part of the combined one-stage 
operation. 

A fair summary of current opinion is that perineal excision is 
suitable for cases of carcinoma in the lower third of the rectum 
without glandular involvement, but if the growth is higher than 
this and if the glands are involved, the combined operation should 
be done. 

Radium so far has been found greatly inferior to surgery, its only 
use being when complete removal of the growth has been obviously 
impossible. 

Dukes makes the further interesting observation that 17% of 
cases show malignant deposits in the haemorrhoidal veins, but only 
half of these were found to have metastases in the liver. 


POLYPI. — ^These are common in children and may cause 
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haemorrhage; they sometimes present at the anus. A point north 
remembering is that they often cannot be felt by a gloved finger. 
The treatment is to ligature the pedicle and remote the poljpus. 
In adults they may precede cancer, so should be remoted. 

STRICTURE. — Congenital and sfasmodic stnctures, if not too 
setere, are best treated by progressive dilatation, othernise operation 
will be needed. 

The so-called inflammatory stricture is the result of the fibrosis 
that normally follows any destructive of chronic inflammation; it 
may, therefore, occur after operation or even injection for piles; 
the now diseased Whitehead’s operation was particularly apt to 
be followed by stricture. 

Lymphogranuloma inguinale is a common cause of in- 
flammatory stricture in the East, but is more common in Burma and 
the countries east of it than in India itself. 

The condition is much more frequent in women, mostly 
prostitutes, than in men, probably because of the different arrange- 
ment of the Ij-mphatics in the two seves ; when it oqcurs in the male 
It IS liLely to m the result of sodomy. Many cases of stricture 
previously thought to be due to other diseases are now being found 
to be due to l>Tnphogranuloma. 

The treatment of lymphogranuloma is discussed under the 
beading, Venereal Diseases. The treatment of severe Bon-dilatable 
stricture of the rectum is colostomy, although in a few cases local 
excision may be possible. 

Stricture of the rectum also occurs in association with malignant 
disease 

RELAPSING FEVER ' 

The disease is caused by a spirochaete which b easily seen in 
Leishman-stained blood films taien during the fever. 

The method of infection is very like that of typhus. The disease 
IS carried by hce and ticks, so is found in those countries where 
the people’s habits encourage the existence of these pests ; it is not 
common m India, but occurs in the North-West and in Kashmir, 
where the usual vector b the louse {Pcdiculus humanus), which 
spreads the disease as follows: the louse feeds on an infected person 
and after nine days becomes “a bag of spirochaetes which persist 
throughout its life, but arc not injurious to it” fManson-Bahr). 
The louse now freds on an oninfected ^rson. who, irritated by the 
bite, crushes the louse and so infects himself through the skin, the 
bite itself being non-infcctivc; there is no intermediate host. 

TicL-bome relapsing fever occurs in Persia and North-West 
India; the method of infection b disputed, being perhaps through 
the rubbmg-in of lick-evereroent or perhaps through its bite, but 
the important points are that the disease b more severe than the 
louse-bome type, and there are intermediate hosts in the form of 
rats and mice, so the disease tends to be endemic in certain houses 
or locahties; infection is said to be hereditary in ticks. 
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PROPHYLAXIS.— This is by disinfestation, D.D.T, (10% ra 
lalk) being rubbed into the clothes, and a liquid preparation of 
rDT,%rayed over beds and bedding; cresoi, heat and boding 

re other methods. Strange beds in “"''J'f ®“;„Ts"or vS 
e avoided Prophylactic inoculation with three doses ol vaccine, 
c. ™1 5 C.C aiid 2 0 e.e,. respectively, at 3-day intervals, produces 
useful degree of immunity. u . « la.it 

COURSE — ^Thc incubation period is usually about 5 day , 
aries between 2 and 14, The severity of the attacL is variable, but 
isually the onset is sudden, with rigor, high fever, 
ind pLs all over the body, and sometimes of; 

fhe first attack lasts about 5 or 6 d,ays and ends by crisis, after 
tltich the patient may be extremely eoUapseit. 

Rc/apies vary in number and severity, four or '>''"5 ““ “ 
.he louse-borne type, but as many as lourlcen y usually 
iick-borne type. The intervals between relapses vary, but are usually 
between five and fourteen days. - 

TREATMENT.— Disinfestation of the patient, 
contacts and general nursing arc all of ^ intja, 

N.A.B. or some similar preparation. 0 45 
N’cnously, is specific. The first dose produces a cr f 

followed by three more doses at wwkjy »n'««^als. 
mt be given when the temperature is falling or a natura’ cris s is 
imminent. Sometimes the spirochaetes become fJ^®’”'’/\/l.tter 
which case antimony or gold may be 8*ven as we • » . ' 

penicillin; this is an alternative drug which has proved of great 
mlue and is prompt in its effect. 


-See Calculi. 


RENAL CALCULUS! 

RENAL COLIC ] 

RETENTION OF URINE— See Urine, Retention. Extravasation 
and Suppression. 

RETROPHARYNGEAL ABSCESS 
An aaite abscess is seldom held very 

and it is opened through the mouth ; the a jja^y 

low to prevent inhalation of pus with possibly fatal results. A baby 

Th?.o'„“,= ‘’i,":&r"und a gag in^d (the 
Davis-Boyle gag is excellent); a guarded °F ^'3 

that is, one whose blade except the wminal half-imh is wrapped 
in sticking plaster, is now Ihtust into the pointing dts'^s. foBowvd 
ifpossible by a sinus forceps and the pus alloirad to * *??' 

apparatus is a great help The operation is followed by chemo 

‘’'ir“Syl chloride anaesthesia is to be given, 

inserted first, as only the lightest anaesthesia is required and the 

jaw must not relax. 
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Rectal paraldehyde, 1 drachm in IJ onnces of normal saline per 
stone of body-weight, gi%en ^ lo I hour before operation, is a 
safe anaesthetic. 

Ha%-e a tracheotomy set ready in case of accident. 

A threatened abscess usoally resolves under chemotherapy. 

A chronic abscess is m\’ariably due to cersical canes so must on 
no account be opened through the mouth or secondary infection 
will occur, with disastrous results. 

The abscess should be aspirated through the side of the neck 
and plaster of Paris apphed to immobilize the head- 

RHEUIMATIC FE\’ER 

Although this disease is considered to be rare in India as a whole, 
one sees a surprisingly large number of cases of rheumatic valvular 
disease in any generi hospitaL 

It is estimate that about one-third of the number of jutients 
ssith rheumatic fever escape damage to the heart, one-third die 
within tea years, and one-third become ios'alids. 

Rheumatic fescr most commonly occurs between the ages of 10 
and 25, and is unknown below the age of 2. The essential lesion is 
the Aschoff's nodule, about the size of a pin’s bad. It b inffam* 
matory in nature and contracts in time, but pathogenic organbms 
base not been convincingly isobted from it. It may be caused by 
the toxiiia of streptococci inhabiting the sasopharyna and tonsDs, 
but removal of tonsUs and adenoids b of doubtful \ulue except 
when they are obtiously unhealthy. In children, however, repeated 
attacks of tonsillitb are a definite indiation for tonsillectomy, sot 
only because they may be the chief manifeslation of rheumatic 
feser, but because there b much evidence that they are ollea the 
pnmary cause of nephntb. They should be removed during a 
quiescent intervaL 

TREATMENT. — ^Tbe chief methods are unchanged, namely, 
rest and salicylates, cbcmoibcrapy so far having proved dis- 
appomtmg. 

During the acute stage rest must be absolute, the motto being 
"The patient must not lift a finger to help himself.’* Tbtc is not 
easy to carry out and means highly skilled nursing, but the nearer 
one can approach this idal the brticr for the patient’s heart. 

Now, It is undoubtedly true that many a halthy person has 
been made a permanent invalid by loo much attention and too 
much rest in b^, so the question arises, when shall these patients 
be allowed up? The answer is, when the pulse and temperature have 
been normal for a month, when all swats and joint pains have 
cased, when all rheumatic nodules have disappared, and, most 
important of all, when the erythrocyte sedimentation rate is normaL 
Unfortunately, rebpses are common, so must ^ arefuUy 
watched for. 

SaheyJates . — ^These have no effect on the pathological process, 
but they do bring down the temperature and relieve joint pains if 
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given in sufficient doses ; if an equal amount of bicarbonate of soda 
is given at the same time, toxic effects and digestive disturbances 
are less. The usual dose is 30 grams of sodium salicylate with 
30 grains of sodium bicarbonate 3-hourly until the temperature 
and joint pains show marked signs of diminishing, generally a 
matter of a few days, after which the dose is gradually cut down. 
T^is must also be done if signs of saficylism such as tinnitus, 
giddiness, nausea and vomiting develop, but slight toxic symptoms 
indicate that the dosage is adequate. Sudden withdrawal of the 
drug is most inadvisable as it will be followed by a relapse. The 
usual practice is to give high doses until all symptoms have subsided 
and then to put the patient on a maintenance dose of 15-20 grains 
3 times a day for some months. Children are given correspondingly 
smaller doses; some patients tolerate aspirin better than sodium 
salicylate, but the writer has found it more depressing. Prolonged 
administration of penicillin in large doses has been reported as 
successful in some cases. 

Painful /o/ntj.— Salicylates internally bring relief, and may be 
helped by local applications such as Thermogene Wool, or lint 
spread with glycerin and Ichthyol, lead lotion, belladonna liniment, 
Liq. Hamamelidis, or 20% mag. sulph. in water. 

For permanent effects on the heart, see Heart. 

RHEUhUTOID ARTHRITIS— See Arthritis. 

RHINITIS— See Nose, Diseases of. 

RICKETS 

This disease is commonest between the ages of 6 months and 
2 years. Owing to shortage of vitamin D (calciferol) in the body, 
calcium is not absorbed, so calcium phosphate, which gives bones 
their hardness, is not laid down in them. 

The shortage of vitamin D may come about in various ways ; 

(а) Deficiency in the diet (commonest). 

(б) Deficient absorption, as in cocliac disease, renal disease 
in childhood, and perhaps in sprue. 

(c) Deficiency of "home-made” vitamin D, owing to lack of 
light. Ultra-violet rays passing through the skin act on the 
ergosterol in the subcutaneous fat to form vitamin D 
(from which the shrewd reader will deduce that sunlight 
or ultra-violet irradiation is the logical treatment in cases 
in which, as in (h) above, absorption is deficient ; it is also 
effective, of course, wheii the shortage is in the diet). 

(cl) The intake may be normal, but the vitamin meets with 
opposition from (probably) the phytic acid contained in 
certain cereals, of which oatmeal is the chief, from which 
it can be deduced that large quantities of cereals should 
never be given to rickety children. 

SIGNS. — ^The chief signs of rickets are due to the softened bones 
and include bent tibiae, prominent forehead, late closure of anterior 
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fontanelle (normally closes at 18 months), Harrison’s sulci (con- 
caMty of nbs below nipples, often exacgcrated by the bronchitis 
and catanh which are features of the disease), wide epiphj’ses, 
best seen, as are also the X-ray chances, at the lower end of the 
radu, and also seen as .“rickety rosary” at the costo-chondral 
junctions. 

SYMPTOMS. — Suspicious symptoms arc profuse sweats, 
flatulence, “podgy” fatness, bronchitis, catarrh, anaemia, delay in 
teething, attacks oflaryngismus stridulus and sometimes coniTilsions. 

TREATMENT.— Gi%e at least 3.000 units of sitamin D per 
24 hours for about 3 weeks, after which the dose may be cut down 
to 1,000 units, which is about the matimal daily requirement of 
a growing child. With doses of more than 5,000 units (a quarter of 
a milligram) of pure calciferol a day gisen oier long periods there 
is a danger of causing calcification of the kidne.vs, from which 
seseral deaths ha\e been reponed The cumber of units in some 
of the better known remedies is as follows: 

Liquor. Calciferolis BP. 3.000 units per c e. 

Liquor. Vitimmi D Coneentniius BP. .. 10,000 umu per c c. 

Ostelin (Glaxo) 5,000 umii per c.c. 

Hish Potency OsieliR (Glaxo) .. .. 50,000 units per tablet 

Radiostol (B D H.) . 3.000 units per pellet 

Cod-lwerOil .. . . averaje 125 units per cc. 

Cod-liier Oil Emulsion . .. „ 50 units per c c. 

Halibut-liser Oil „ 2,500 umu r«T c e. 

Shark'liier Oil (variable) .. .. ,. 200 units per ec. 

Fresh Milk 40 units per pint 

Fresh Butter „ 40 units per ounce 

Modem fish-oil preparations arc often fortified by the addition 
of synthetic \itamin D. so the label or pamphlet should be carefully 
read before the preparation is given. 

Calcium . — Calcium gluconate or hetate (5-10 grains t d s.) is 
also given. 

Masstie Tfierap ). — This has recently Ix^rn tried with good results 
and is particularly suitable for India, where regular attendance at 
hospital IS rare and quick results are appreciated ; 600,000 units of 
vitamin D (equal to 15 milligrams of pure calciferol) arc given by 
the mouth m one dose. 

The most suitable preparation would seem to be High Potency 
Ostehn Tablets (Glaxo), a dozen of which contain the required 
dose, alternatives arc Liquor. Vitamin. D Cone., 2 ounces. Liquor. 
Calciferol , 64 ounces, or Ostelin, 4 ounces. lu all cases check up 
the dose from the label or pamphlet before giving large doses. 

Helioiherapx . — For reasons already given, exposure to the sun’s 
rays (which except in the hills contain very little ultra-violet rays) 
or exposure to a mercury’-vapour lamp is very bencfici.il In rickets. 

Diet — The diet should contain calcium and vitamin D so the 
following arc beneficial: Fresh milk, Ostermilk or other dried milk 
with added vitamin D, fresh eggs, freshly cooked meat, liver or 
fish. Fresh vegetables and fruit contain a good deal of calcium, so 
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should be given freely. Cereals, especially oatmeal, should for 
reasons already given, be eaten sparingly. 

Finally, shortage of one vitamin usually means shortage of 
others, as is showm by the old name, “scurvj'-rickets,” so other 
vitamins should be given in full therapeutic doses. 

OSTEOMALACIA. — Osteomalacia, or adult rickets, is due to 
the same causes and requires the same treatment. It is particularly 
common during pregnancy and lactation, when the calcium demand 
on the mother is s'eiy heavy. The pelvic deformities often necessitate 
Caesarean section. 

RIFT VALLEY FEVER 

This is a virus disease perhaps akin to a mild yellow fever 
occasionally conveyed from sheep to man by a mosquito, and 
occurring m the Naivasba area of Kenya. 

The incubation period is about five days and the symptoms are 
like those of dengue, namely, fever, pains m the back, furred tongue 
and photophobia, but in addition there is some nausea, sweating 
and considerable discomfort in the hepatic area. The disease lasts 
for three or four days; the prognosis is good and treatment is 
symptomatic. 

RINGWORM 

RINGWORM OF THE SCALP.-— For some reason this is almost 
unknown above the age of puberty, when, indeed, old infections 
generally die out; this raises the interesting speculation whether 
gonadal hormones could be given in doses sufficient to cure the 
nngworm without causing precocious changes in the patient’s body. 

diagnosis.— T his is most easily made by ultra-violet light 
passing through Wood’s nickel glass. TJie hair must be free from 
grease or Vaseline. In a dark room the infected hairs stand out as 
a bright fluorescent green, which once seen is never forgotten. For 
the microscopic test, pull out a few hairs from the suspected area, 
put them on a slide, add two or three drops of Liquor Potassae, 
put on a cover slip and examine under a ^-inch or ^inch objective 
with the light well stopped down as for a blood count. The spores 
are clearly seen in the affected hairs. 

TREATMENT. — Complete epilation of the scalp is necessary in 
order that the anti-parasitic remedy can enter the hair follicles. 
There are two X-nsys and thallium acetate. X-rays must 

be given by an expert with the greatest care, too small a dose 
resulting in failure and too large a dose in pennanent baldness, 
which the patient’s mother will doubtless consider an even worse 
failure. As the details are the concern of the radiologist, they wjJJ 
not be given here. 

Thallium acetate in correct dosage causes epilation, not quite so 
'Complete or so long-lasting as that following X-rays, but usually 
adequate for the treatment of ringworm. Owing to a few well- 
.advertised fatalities following over-do»ge, the method has fallen 
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into disrepute, undessnwUy io ihe-writer's ojMm'oa, but the folloss-ing 
precautions must be taken. 

(fl) The dose is exactly 8*5 (eight point fi\r) millicianis 
kiloeram (2 lb- H of ^ milligrams per stone of body- 
weight (3'86 times the weight in pounds equals the dose in 
milljsrams.) The patient must be weighed naked and on an 
accurate scale and it is safer to base one's calculations checked 
by someone else. 

(6) Do not give the remedy to a child o\er 8 jears of ace or to 
one weiclung more than 32 tflos (70 lb.> le., 5 stonel, for 
whom tie dose would be 270 gjilligrams, the maximum 
permitted. 

(c) Examine the paiimt’s urine before gising the drug and if 
there is any indication of renal disease, do not gate it 

Many children experience some discomfort in the form of aches, 
psTn< and some malaise three or four d3>s after taking the drug, 
but this disapp^rs in a few da>3. 

The hair begins to come out about 10-15 daj-s after the drug 
has been taken and is easily and barmlessly pulled out in bunches. 
It coatiQues to fall for about ten da>? and begins growing sgsin 
four or fise days later. The extracted oaiis most be bunt and w'hils 
the hair is coming out the child should wear a dosely-fittiog cap 
which IS also bflmt later. 

Treatment may be summarized as follows: 

(a) Make the diagnosis. 

(b) Cot the hair short. 

(e) Epilate. 

(i) Gently rub into the scalp twice daily for 5-10 davs some 
antiseptic ointment such as: 


miiJjttys OiTifmnjf 
E Aad. Benrojc. 

Add Saljoitt. 

Paraff MotL ad 

to wbtdi liis wnier likes lO add: 
Memny Salicjbtc .. 


Others prefer sulphur ointment or Ung. Hjdrarg. Ammoniata. 
Parke Daiis’s Mjrozol ointment b also ^eiy good. The ointment 
menuoned above must be very gently rubbed la or its keratolytic 
property will make the scalp sore. If this occurs, omit the saliQrlic 
acid and halve the strength of the benzoic acid. 

When the hair begins to grow again, examine it as before to make 
certain of cure, and destroy all posnbty affected bau, caps or 

Thallium acetate should never be gh-en more than once to' the 
same patient 

RINGWORM OF THE BODY, — This is easily cured in the hairless 
areas by the application of lOJi Ichthjol (Ichthammol BJ".) 
ointment, Ung. Hydrarg, Ammoniata, tUhitficld’s ointment (see 
above) or lodex. Painting with lincture of iodine, so often adiised, 
is not rccomtncO'J*d because of the soreness and pain ft produces. 
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ATHLETE’S FOOT (Epidermophytosis). — After much experience 
of treating this increasingly common disease with all kinds of 
remedies, some of them spedally imported from the U.K. and the 
U.S.A. for trial in a research he was conducting, the writer has 
found nothing to compare with the Glaxo fungicidal jelly MersageJ, 
or Parke Davis’s Mycozol oiniment. If either of these preparations 
is conscientiously rubbed into the afTcctcd areas twice a day and if 
the footwear and socks arc conscientiously disinfected {see below), 
most cases clear up in two or three weete, but strict attention to 
detail is n«:essary. If secondary infection is present it should first 
be cleared up by means of Cibazol or i«niciUm-flavinc-sulphathiazole 
oiniment, but these modem preparations do not seem to affect the 
cpidermophyton. 

If there is a great deal of macerated skin, desquamation can be 
helped by the following ointment: 

aTSfu 
gr. 20 
^$ss 

This is very strong and should not be applied more than three 
or four times. 

Other remedies are : 

(c) To soak the feet eve^ two hours in Pot. Permang. 1 : 5,000 
and to apply the lotion on gauze to the affected areas. 

(h) Castellanl’s Paint. 


n Acid. Lactic. \ 
Acid. Sahcyhc.j 
Balsam. Peru. 
Lanolin. \ 
Vaseline j • 


B Basic Fuchsine 

Saturated solution m alcohol . 10 c c. 

Carbolic Acid, 1 1 'n 20 in water . . 100 c c 

Mix and filter, then dissolve in it 

Doric Acid (solubility t in 25) 4 grammes 

After 2 hours, add 

Acetone . - 5cc 


and finally, two hours later add 
Resorcin .... . . - 10 grammes 

The solution should be Vept in a dark stoppered bottle in s 
place (i e., the "Frij.” in a hot climate) 

To be painted on twice a day. 


cool 


(c) Equally efficacious and less elaborate is: 

1% Gentian Violet, in water, or gentian-violet jelly. 

(d) Bigkam’s Ointment. 


B Liq Picis Garb gij 

Acid. Salicylic. gr. 10 

Zinc Oxid . . gr. 20 

Paraff. Moll ad -• .. .. .. Jj 


(e) Equal parts of Acid. C^bolic. Liq. and camphor. 
(/) Sodium Caprylatc Ointment 10% (Lilly). 
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The following powders are useful when the 


L Zinc. lin<Jecih«tV\aHacei.'ncnun) 
Undec} lie Acid 

Talc Powder 


B SoiJjum Propionate 

Talc Powder 

This issold as Mjeoban. 


skin is sodden; 


20^' 

!! 7i% 



If formalin vapour or cresol washing of footwear is not available 
Bigham tecommends the following powder for disinfecting shoes 
and socks : 


Aad. Sahc^hc. 

Menthol. 

Camphor. 

Acid Bone. .. 
Starch 


Sjss 

3; 


X-ra>s judiciously applied to the affected area somsiimes gt%e 
very good results, but arc apt to be followed by relapse; ^e worst 
case of this disease that the writer ever saw had had extensive X-ray 
treatment, but' ultimately cleared up under the treatment first 
advocated above. 

Finally, open footwear, such as the sandal or tbe cbapli, is much 
better than boots or shoes. 

The same fungus may affect the groins or the palm of the hand; 
m the latter case X-rays are most successful. The late Sir Peter 
Freyer of the Indian Medical Service is said to have been ^ven a 
lakh of rupees by a grateful Rajah for curing him of this complaint 
The Government objected, so he retired to No. 27, Harley Street 
with his lakh, and achiev ed great fame for his skill at prostatectomy. 

Dhobie Itch {see under that beading). 


RODENT ULCER {Sec also Ulcers.) 

If diagnosed in the very early sla^, this may be excised, or 
removed by CO, snow, which must be applied for two minutes. 

By the time the lesion comes under observation it is usually unsafe 
to rely on these methods and tbe treatment of choice is contact 
X-ray given in an institution, e.g., the Tala Hospital at Bombay, 
where there are real experts wiho are constantly dealing with such 
cases. 

Radium, similarly administered, b equally efficacious. 

The appbeation of sodium bicarbonate compresses has been 
found very effective, but in view of the dangerous nature of the 
disease it is better to rely on weB-ttied methods. 

ROSACEA {See also Nose, Diseases of(Rhinophyma). ) 

This IS commonest in women between the ages of 30 and 40 years, 
and consists of a redness, followed b> vascular dilatation, small 
pimples and scaliness of the skin covering the nose, the chin, the 
cheeks and the middle of tbe forehead a sort of fleur-de-lis 
distribution. 
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It is associated with indigestion caused by tea drinking, spiced 
foods and insufiicient chewing; endoenne disorders — although it 
usually begins before the rocnopausc — alcoholism, exposure to cold 
winds and a shortage of vitamm D» (nboflavin) are also factors. 

TREATMENT. — This consists in correcting the errors just 
described, and in certain local applications: 

(а) Small weekly doses of X-rays. 

(б) Touching enlarged veins with the diathermy point. 

(c) Lotions such as the following- 


B Calamin I 

Sulphur. Praccip > 
GI>cenn 
Aq. Rosac ad 


Zinc Sulph \ . 

Potass Siilphutafaj 

Aq Ros.-ie acl . .. ^vi 


A twicC'weekly application of Ichthyol ointment (10%) may also 
be beneficial. 

Of all the general measures correction of the bad habits leading 
to indigestion is probably the most important 

roundworms— 5ee Worms. 


SALINE 

Physiological or normal saline solution is sodium chloride 9, 
distilled water to 1,000, or 0-9%. Hypertonic solutionis li-3%; 
both must be made with doubly distilled water, as it has been 
shown that water first distilled, kept and then boiled, will give rise 
to fever if several ounces are injected into a vein, because it contains 
the dead bodies of bacteria. The ideal is water that has been doubly 
distilled within a few hours of use, the salt added after distillation, 
2 nd the solution then boiled again, in practice, however, it is 
necessary to keep a quart flask ready made up hermetically sealed, 
to be warmed and used in case of emergency. 

1. INTRAVENOUS INJECTION. — In shock and haemorrhage 
It IS second best, and should not be given if blood or plasma trans- 
fusion is available. The use of salines is a great advance in the 
treatment of head injuries ; it combats the nseof intracranial pressure 
thus relieving the headache and irritability and lessening the stupor 
produced by cerebral oedema. It is used in some cases of puerperal 
sepsis, in eclampsia, and after bleeding. Tn the stage of collapse and 
anuria m blackwater fever early alkaline salines will often save the 
patient’s life. 

2. SUBCUTANEOUS INJECTIOR— One or two pints are run 
into the loose connective tissue under the breasts in women, into 
the thighs, axillae or groins in men, or into the flank fn children. 
If given continuously, about half a pint should be given per hour. 
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Saline must ne\er be p\-en subcataoeously in cholera, as in spite 
of all aseptic precautions, the area injected is %ery liable to slougb 
on account of the patient’s greatly lowered \italily. 

3 PER RECTUM.— Saline may be given in one large amount, 
e e , one or two pints after an operation, as «t rclietes thirst, pr^ 
motes elimination and lessens shock, or it may be giren continuoudy 
b> the dnp method at the rate of about one pint per hour. Saline 
IS also used for irrigation of the cedon in dysentery and in the 
Plombieres’ system of lavage of the colon in the treatmeot of 
rheumatoid arthritis. 

S\LPINGmS— Gynaecology. 

SAM3-FLY FE\'ER 

This disease is closely related to dengue and should be regarded 
as belonging to the same group. It is caused by a filtrable sinis 
con\e>ed from man to man by sand-flies; the chief symptoms 
resemble those of dengue, but differ from it in that secondary 
rashes and rrses of temperature are less common and a more lasting 
immunity w conferred. 

TREATMENT.— There b no specific remedy, and it should be 
conducted on the same lines as for dengue. 

SC.VB1ES 

Durmg the 1939-45 war, overcrowding caused such a spread of 
the disease that much research was done and methods of treatment 
were greatly improved, but the old-fashioned sulphur treatment is 
still \cry popular among the poorer classes in India, and in severe 
cases IS considered to be better than the newer methods. Three 
points deserve attention. 

(a) If there b a suppurative condition of the skin, ihb should be 
remedied before specific therapy b begun. 

(h) Although infection is mostly from body to body, some 
authorities going so far as to say* that the disease can be 
caught only by sleeping in the same bed with an infected 
person, clothes and bedding should always be disinfected. 

(c) If one member of a household is infected, treat all the members 
whether they show signs of scabies or not. 

TREATMENT.— 

Prelinunartes , — 

(а) Removeallclothesfordisinfection. 

(б) Put the patient in a hot bath 005° F.) for 20 minutes, at 
the end of which he vigorously soaps himself all over, 
except the head and face, with a flannel, loofah or brush; 
he then washes off the soap and dries himself thoroughly 
with a towel, which u sent to be disinfected. 

Benzyl Benzoate Method. — With a firm brush vigorously 
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paint the body from the neck downwalds with an emulsion contain- 
ing equal parts of : 

Benzyl Benzoate 
Soft Soap , ^ 

and Industnal Methylated Spirit 

"%££S=5S-2£«S 

and made by Ronsheim and the wax 

(2) Dissolve the wax by gentle rotation Ensure tnatine 
dissolves completely and that no aggr g , 

(3) Coot to about 1M“F. and pour into a pint bottle. 

(4) Add 5 fluid oz, benzyl benzoate. 

(5) Shake the bottle vigorously. excellent emulsion 

p?odS"and"thfmtnrnSdi"r prolonged shaking. 
Always shake the bottle before use. .ve.»iUnt 

Ascabiol (M. & B.) is a similar preparation which gives 

Allow the emulsion to dpi on the *m, trash 

Give the patient s®™ 4'“'’'“ .nj the double painting, 

at all for 24 hours, and then '=1^';!'’' refmust be repainted 
If for some reason he has to wash, the washed area musi oc f 

with emulsion. . » u » iiath is aiven clean 

Twelve hours later the %kin js^sore or red, apply 

clothes and is considered cured. If the skin is sore o 

“e't mkrs of patients have to be treated the preliminary 

“^ii^trSmlni is eorrecUy carried out, fte cure rate is about 

100%; failure results from carelessness or laziness. _ . 

Sulphur Ointment ^^”°J?-":^*^‘£dY*Si'^ulphur ointment 
anoint the whole of 1^®. every twelve 

5% (i e., half the strength of the B.P. extent and 

hours until two, four or six inunctions, according affected 

seventy of the infection, about not washing 

parts may be bandaged, and the saiMpre» xwelve hours 

are observed as with the 3°and clean c!^ 

cm?S%nfirc‘uAr=«r«:dve. and Tetmos soap is a good 
prophylactic. 
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SCALDS — See Bums and Scalds. 

SCARLET FE\'ER 

is rare in India and Burma, but the writer has seen a fe^v 
cases in both countries. Although it is due to a haemolytic strepto- 
coccal infection of the nasopharynx, sulphonamide therapy has 
not been so successful as one uould rapect, but penicillin is mors 
useful. 

DIAGNOSIS. — ^An attack of sore throat with high fever, rapid 
pulse and I o/M/Vi/if is probably scarlet fever. 

The rash comes out on the second or oceasronally on the third 
day; it is \ery fine and of an orange-red colour. It begins behind the 
ears and on the neck, and then spreads to the chest and Ac body, 
but not to the face, uhich is, howeser, flushed and with circumoral 
pallor. 

The tongue is “white strawberry” to begin with but becomes 
“red strawberry” as the fur clears off, generally about the fourth 
day. 

Septic complications such as otitis media are not uncommon, 
and nephntis, which usually recoters in a few weeks, may occur 
about tne end of the third week. 

The Incubation Period is I-S days and the duration of the disease 
about a week. 

TREATMENT.— 

(0) Gise sulphonamides by the oiouA. 

(b) Ghe penicillin-sulphathiazole snufT (100.000 units to 
30 grains) at three-hourly intervals. 

(c) If symptoms are setere, p'vc penicillin injections 3-hourIy. 

(d) If anii-scarlalinal serum, preferably concentrated, is 
atuilable, gi\e it early, 3,000 U.S. units being enough for 
an ordinary case. 

(e) If snuff is not being giN-cn gi\c a gargle. 

(/) For the fe>er and discomfort give aspirin and Dover’s 
Powder in usual doses. 

(g) Give an aperient. 

(h) Keep the patient in bed till Ae temperature and pulse have 
been normal for three days. 

(1) Isolate for si.x weeks, or longer if complications or nasal 
discharge are present. 

O') Desquamating skin is not infective. 

SCARS 

Keloid scars are much more frequent in dark than in lieht- 
skinned races and after slight sepsis than after a clean cut.’An 
unsightly or painful scar should when possible be excised under 
stnctly aseptic conditions and the resultant wound carefully sewn 
up wiA the skin edges accurately approximated. Between the Ainl 
and sixth week after operation, judiaous doses of X-ra>s should be 
applied and the result will be a pliable and almost invisible scar. 
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If ihc keloid or unsighlly scar cannot be excised X-rays may 
cause considerable improvement. 

SCHISTOSOMIASIS— 5fc Worms (Bilharzia). 
SCHIZOPHRENIA — See Mental Diseases. 

SCIATICA — See Nervous System. 

SCLEROSIS, DISSEMINATED— ^^ervous System. 
SCOLIOSIS 

This IS a lateral curvature of the spine with rotation of the 
vertebrae. This condition may be classified as (a) Postural and 
(b) Structural. The former is generally seen m patients with round 
shoulders, general ill-health and muscular debility. Treatment 
should be directed to improving the general health and muscular 
tone with exercise, at the same time searching for any possible 
as^tmetrical movement as the cause. 

Structural scoliosis. — Once the deformity has become fjxed_ by 
the loss of shape of the bodies of the vertebrae it is impossible 
to_ get rid of the lateral curvature. The following treatments may be 
tried; (1) Plaster jackets; (2) Corsets; (3) Supports, For details 
see a work on Orthopaedic surgery. 

SCURF — See Dandruff or Scurf. 

SCURVY 

Bleeding from the gums and mucous membranes, weakness and 
anaemia are the chief symptoms. In infants there may be bleeding 
into the epiphyses of long bones. 

TREATMENT. — ^As the disease is due to lack of vitamin C this 
remedy must be given, the dose being one gramme of ascorbic acid 
daily for a week, subsequently reduced to about 100 milligrams. 
Fresh fruit, fruit juices and vegetables are included in the diet. 
Other Vitamins arc probably required as well, and iron, as ferrous 
sulphate 3 grains t.d.s., is given for the anaemia. 

For infants the dose may be proportionately reduced, although 
ascorbic acid is not toxic. 

SEA SICKNESS— S'ee Air Sickness. 

SEBORRHOEA (For Seborrhoca Capitis Sicca and Acne, see under 
Dandruff or Scurf and Acne and Pimples.) 

Although a variety of organisms have been described as 
responsible for seborrhoea, it is now realized that the soil is more 
important than the seed and that internal secretions, natural 
resistance and possibly vitamins, have a greater influence on the 
condition of the skin than the various organisms that are found 
in It. 

Seborrhoea Oleosa is familiar to medical students, both male 
and female, because so many of them suffer from it in a greater 
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or lesser degree. In other words it is a disease of adolescence and 
IS common to both sexes. 


TRCATMEKT.— 

Oiet.—Thc ble Leonard Wiliams used to say that the dis«se 
can ^ cured by cutting out meat and fat from the diet, and certainly 
the greasiness of the skin can be grcatl) lessened by doing so. The 
addition of vitamin B, (riboflavin) to the diet often has a beneficial 
effect; It IS contained in milk, whey, liver and eggs, but the synthetic 
product, about 5 milligrams a day. should be given as well. 

//ormonea.— Menstrual Irregulanties in young women may be 
corrected by suitable hormone therapy {see Gynaecology) and 
cither sex may benefit from ocslrogens, c.g., dienocstrol 0'3 mg. 
daily. 

Loefl/ Application . — Dimenformon (Organon) ointment applied 
to the affected area oHcn produces marked improvement. 

A lotion composed of equal parts of acetone, ether and spirit, 
or Innoxa 41 lotion is excellent for temoving all grease from the 
skin, after w hich local remedies are applied. 

An old favourite, to be applied at night Is: 


gr. 15 

as rr. to 

SJis 


R Sulphur, hraecrp 
Acid Ceruoie. 1 
Acid. Siliejlic. / 

B«nzoa(«<l Lat4\ 

Coeonul Oil / " 

* This IS also suitable for the scalp. 

Where there are actual pimples the nightly inunction of 10/i 
sulphathiazole ointment after the skin has been •'de-greased" with 
Innoxa 41 is most successful. 

Young v,om«n generally conceal the greasy condition of thevr 
skin by an ample application of powder or make-up. 

X-rays arc always worth trying if there is a tendency to pimple 
formation, and sometimes succeed when other treatment has failed. 


SEPTIC TIIROAT 


Chemotherapy (q.v.) is given in almost all cases nowadays, and 
of the local applications the vvriier has found the follow inc powder 
the best: ^ 


n Peniatlin lOQ.OOO atwis 

Sulphathiazole 30 frams 

To be sauffed nghi op the nose, so ihai some of il 
bes on the postenor Rasophaongeai wall. 

It should be snuffed up at least once every three hours, and after 
every meal, because the saliva tends to wash it away. Chemotherapy 
should I* mavntained foi at least live days or there may be a relapse. 
Failing this, the following gar^e is useful and soothing: 


n Acid Carbolic. Liq 
Liquor Potassae 
Tioct. Lavand Co. 
GIveenni 
Aq ad 



.. aaoi 
•• 5l . 
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A purgative should be given at the beginning of treatment, a swab 
taken and examined whenever possible, and the patient isolated 
in bed. 

It is particularly important that all eating and dnnking utsnsih 
be kept separate from those of other people, and well boiled before 
being given to anyone else. Discomfort in the throat can be relieved 
fay aspirin. 

SEPTICAEMIA AND PYAEMIA— Chemotherapy. 

The source, when possible, should be treated, and abscesses 
aspirated or opened and drain^. 

SEPTICAEMIA, PUERPERAL — See Obstetrics and Chemo- 
therapy. 

SERUM SICKNESS — See Specific Therapy. 

SERUM THERAPY— See Specific Therapy. 

SEXUAL IMPOTENCE— See Impotence, Sexual. 

SHOCK (See abo Blood Transfusion.) 

Primary shock is akin to fainting and comes on during or very 
soon after the causative occurrence, which may vary from the 
perforation of a gastric ulcer to the witnessing of an unpleasant 
sight.^ The patient collapses and may become unconscious, the 
skin is cold, pale and clammy, the pulse is imperceptible and the 
blood-pressure very low. Recovery is rapid and the treatment is 
to lower the patient’s head and to fortify him, or more generally 
her, with smelling salts, half an ounce of neat brandy, or a teaspoon- 
ful of Spirit. Ammon. Aromat. in an ounce of water. As remarked 
above, the cause may be serious or trivial, so it must be ascertained. 

Secondary shock is a much more serious affair, because it is often 
a prelude to death; treatment must, therefore, be immediate and 
efficient. The conditiori occurs after serious injury or haemorrhage. 

A child of six was run over by a railway train and his right arm 
severed at the shoulder joint. He picked it up and took it home to 
his mother, who took him to hospital. Although the train had 
crushed the vessels and there was no bleeding, the house surgeon 
gave him an anaesthetic and began to “tidy things up.” The child 
died on the table. 

The condition takes some lime to develop, usually between half 
an hour and several hours. A point that deceives the novice is that 
in secondary shock the patient is quietly conscious and remains so 
until just before the end. (Long before the treatment of secondary 
shock was properly understood, the writer saw such a patient 
drink and enjoy a whisky and soda ten minutes before he died.) 

The signs are pallor, coldness of the extremities, cyanosis of the 
lips and nails, and a low blood-pressure; this is the most important 
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sign of all and the prognosis can be roughly graded by the systohe 
pressure, as follows; 

Between 100 and 90 Good 
„ 90 „ SO Fair 

80 „ 70 Poor 1 Immediate treatment 
Below 70 Desperate ( needed to save life. 

The pulse is small in volume and soft; it is generally rapid, but 
it may be slow. 

CAUSE. — ^The cause of secondary shoct is a diminution in the 
volume of the circulating blood. Normally the blood forms about 
one-eleventh of the body-weight, the average volume being about 
10 pints, of which 60% is plasma. The degree of shock depends 
partly upon the speed with which the blood volume is diminished; 
thus, a rapid loss of about three pints due to haemorrhage or to 
extravasation of serum into large areas of burnt or crushed tissues 
will cause profound shock, but losing the same amount of blood 
in 24 or 48 hours will merely cause some anaemia. The convxrse is 
also true : the first part of a transfusion must be rapid. 

TREATMENT.— Treatment is to restore and maintain the blood 
volume The patient is, of course, kept in bed— the foot of which is 
raised 12 inches— and kept warm; he is given sweet, warm tea to 
dnok, with a little salt and brandy added, and if m pain is given an 
injection of morphia, but transfusion b the essential part of treat- 
ment and IS earned out on an operating table if other treatment b 
necessary too. 

Plasma is obtainable in two forms: (I) Lquid, in a sterile coniainer 
such as a Lyovac, or (2) dried; in this case it must be reconstituted 
with stenie pyrogeo-free isotonic glucose-saline (generally provided 
with the flask of dried plasma). Evxry hospital keeps — or should 
keep — a supply of plasma and a complete set of stenlized tubing, 
needles, canoulae, dissecting instniments, local anaesthetic an'd 
syringe ready for use at a moment’s notice. TTie details of administra- 
tion are described under Blood Transfusion, but the following 
points deserve attention: 

(o) Begin plasma transfusion as soon as possible after making 
the diagnosis of shock. 

(6) Do not waste time in warming the plasma. 

(c) Inj'ect the first pint (or half litre) quickly, that is to say, in 
10 minutes, the second in 20 minutes and the third in 30 
minutes. 

(d) ^\'h^le the patient is being transfused his blood may be typed 
and matched against that of a donor or a ‘"blood bank” 
which in most places is obsolete in peace time. If suitable 
blood is obtainable one pint is usually given for every two 
pints of plasma. 

(e) Three pints or 1,500 c.c. b the usual quantity required. 

(/) Each pint raises the blood-pressure by about 20 mm. Hg. 
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so this must be taken at frequent intervals. If the blood- 
pressure does not rise after two pints have been given, stop 
the transfusion; the patient has •'irreversible shock and 

(g) Thl'lystolic blood-pressure must ^ “ver 1(» before trans- 

(li) '^^“UV‘oF'’rl?sroroV" cal's for 

another transfusion, which may have to be repeated on 

(i) iTtatomarkaemorrliage is going on, give <!>= 

rapidly and operate while it is SCieSt 

thing IS to tie the bleeding point; once this is done, the patient 

0) D“L?tr'amte an unconscious patient unless you are sure 
that no bleeding is going on inside his head. . 

(t) Pneumonia is extremely frequent in 'hocked pauents after 
transfusion, so do not over-transfuse or you may cause 

(0 A dore o1 Coramfne and 200,0(» units of penicillin may be 
added to the plasma. 

If plasma is not available, gjvc 
arrange, if it is humanly possible, for a blood ' . ^ 

cannot be done, the only hope is to p P 

glucose-saline in the first hour and to th#>^Hrculation m 

trier, because most of a saline infusion has left the circuMon^n 
about 20 minutes. It seems protab e that in the near 1 t som 

substitute for plasma, such P^^if’vl.^/than^ordinary 

Gum-arabic saline is generally considered no better than ordinary 

saline. .... , 

A rectal-drip saline is a valuable adjuvant. 

SINUSITIS, ACCESSORY— S’ee Nose, Diseases of. 

SKULL, FRACTURES OF— See Head Injuries. 

SLEEPLESSNESS— See Insomnia. 

SMALLPOX „ . 

This disease shares with meas!« the 
infectious than any other disea«. because the typical 

by contact and dkoplct tX'c 

nnrgnosej “S^‘onr"y“— ^ ll-^ 

infective stage of invasion. 

DIAGNOSIS -Ia an endemio^rwL 

suffering from frontal headacne, proved other- 

iTeMnSulni! 3-Sy1evl^en,Se and malaria can all produce 
similar symptoms.) 
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Occasionally a prodromal erythematous rash oO the “bathmg- 
drawers” area appears on the second day, but rot ssith sufficient 
constancy to make its absence of any diagnostic value. ^ 

The Rash appears on the thirf or fourth day and within a few- 
hours of its appearance is distinctly palpable on the forehead, which 
has a shottj’ feeling. (Time and again the writer has found this sign 
to be of great \-aIue.) v t j t 

In a ses-ere or confluent case the rash is all over pc body, but 
even so, it is most marked in those parts of the skin exposed to 
weather, wear and tear, and in a slight case, which is always the most 
difficult to diagnose, the^ may be Uie only parts to show the typical, 
shotty spots. Thus, a baby may have a profuse rash on the napkin 
area, or a coohe on the shoulders. 

Although the rash is described as coming out in one crop, it 
usually b^ns on the forehead and face, and may take two or three 
days to reach the hands and feet (MB. — If the palms and soles arc 
affected, the case is probably smallpox.) The pocks are more uniform 
in size, shape and stage of dcs-elopment than are those of chicken- 
pox, which come out in successive crops, and the palate is affected 
to a greater extent than in chicken-pox. 

Progress of the rash is somewhat as foUow-s : 

Day of Disease Type 

3 Macules, soon becoming shotty 

papules 

5 Vesides, umbiLcated 

7-8 Pustules 

9-1 1 Rupture and desiccation 

11-28 Separation of scabs 

The patient is considered to be infectious until the last scab has 
separated, and the scabs harbour she Ihing virus. 

The temperature is high for the fint three days and falls when 
the rash appears, but rises as the rash becomes vesicular and 
pustular; it finally falls about the 10th day, when the vesicles rupture 
and dry up. 

TREATMENT. — ^Treatmenl consists in care of the patient, care 
of the skm, care of the eyes and care of offier people. 

Case of the Pat^t. — General nursing, cleanliness, bedpans, 
sick-room diet, attention to the bowds, and stimulants or analeesics 
when requiTed are as for any other ease of serious illness. 

Special Treatment. — ^The wrilcr has had some success with xylol, 
^ven in milk, 30 minims 4-hoatly. then 6-houriy and finally 
12-hourly for consecutive periods of 3 days. The rash seems to be 
less violent and the patient less toxic. 

Chemotherapy has no effect on the toxic virus component, but 
may have a very marked effect on the septic component of the 
rash It also prevents that distre^ng sequel, pyaemia, so oflen 
seen in weakly children in India. 

Care of the Son. — O f all the lotions, potassium permaneanaie. 
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I ; 5,000, dabbed on the skin once every four hours, is about the best. 
The skin of the face should be dusted with a powder composed of 
sulphathiazole 10% in boric acid powder, to which penicillin may 
be added. The patient should be nursed m a darkened room with 
red curtains on the windows and a red shade on the lamp. 

Care of the Evts. — In a confluent case it may be impossible to 
open the eyes, but the skin of the lids should be dusted with the 
powder just mentioned, and eye drops, by far the best being penicillin 
2,500 units per c.c. (i.e., 40 c.c. of re*disttl]ed water to one bottle 
of 100,000 units penicillin) dropped m the eyes every two hours. 
If this is not available, use Albucid 15%, CoKosol Argentum, 
Argyrol or Protargol 5-10% every four hours. To prevent retention 
of Secretion the lids should be Vaschned and the eyes gently irrigated 
with boric lotion or normal saline twice a day. 

These measures would prevent a great deal of the blindness one 
sees after smallpox. It should be remembered that pocks can appear 
on the conjunctiva and on the cornea, and if sepsis is allowed to 
supervene the result is likely to be ulceration, perforaUoTi and 
blindness. 

Care of Other People. — ^Tliis means taking the usual pre- 
cautions; all contacts should be vaccinated and the patient strictly 
isolated, preferably m hospital. 

VACCINATION. — Every child should be vaccinated within four 
weeks of birth, or within the first few days if there is any smallpox 
about. 

Linear vaccination and other fancy methods should be avoided, 
as it has been shown that the protection they afford is much less 
than that given by the usual method. 

Girls are usually vaccinated on the outer side of the calf, or tbigh 
below the napkin area, and boys on the outer side of the upper 
arm. 

The Government of India lymph is of the very highest quality, 
potency and uniformity, and should always be used when possible. 
Kept on ice or in the Frigidaire it retains its potency for about two 
weeks, but is preferably used within seven days of receipt. 

_ Passage regulations insist on vaccination every two years, but it 
IS generally considered that a successful vaccination affords complete 
immunity for five years. 

The writer’s method, with Government of India lymph, is as 
follows ; 

(a) Put the patient in a good light and expose the area to be 
vaccinated; do nol wash the skin with spirit or other anti- 
septic, but with soap and water if dirty, and then dry it. 

(fc) Thoroughly shake the small tube in which the calf lymph is 
supplied. 

(c) Remov'e the cork and with the wet surface that was inside the 
tube apply some calf lymph to two areas about an inch 
apart. 

(d) Stretch the skin between the left finger and thumb, and with 
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a stenle needle (there must be no antiseptic on it) qrncUy 
scratch the li'mph-co\efed areas about a dozen times m two 
directions at right angles. The scratches should just draw 
blood in one or two spots. 

(e) Leave the area exposed to the air (but in no circumstances to 
sunlight because it kills the virus) for about ten minutes, by 
which time it is dry. No dressing is required. 

COURSE.— 

(I) In a previously unvaccinated person, the normal progress ol 
vaccination is as follows: 


Day 

3 ^ 


S-6 


9- 

1-12 

16-21 


Type 

Papule with red areola (dressing 
required, and area must be 
kept dry) 

Vesicle, inflammation increases 
Umbilicaiion of vesicle 
Pustule 

Begins to dry up 
Scab comes olT 


(2) In a previously vaccinated person with partial immunity the 
progress may be quicker: 


Day T}pe 

2 Papule with areola 

3- 4 Vesicle 

4- 5 Pustule (sometimes does not 

reach this stage) 

5- 7 Scab 


(3) The Army lays down that “Readings will be made seven days 
after vaccination, and in those in which vesicle formation is present 
the result will be recorded as 'Successful.* ^Vhen there is no vesicle 
formation, Te-vacrination will be carried out Immediately. If vesicle 
formation is present on the seventh day the result will be recorded as 
‘Successful.’ All other cases will be recorded as ‘Insusceptible to 
Vaccination’.” 

(4) If a patient is vaccinated three times within three weeks 
without result, immunity may be assumed provided that the vaccine 
IS known to be potent, as shown by its effect on others. Such a 
patient should always be re-vaccinated within a year or in the 
presence of an epidemic. 

(5) Successful vaccination within /our da)s of exposure to 
infection generally protects, and witbin seven days modifies the 
attack, so all contacts should be vaccinated as soon as possible. 

POST-VACCINAL ENCEPHALITIS —This occurs only in 
older children and adults vaccinated for the first time; even so, it 
occurs in onlyabout 1 in 3,CXX)cascs-Thesymptoms are not constant, 
cases resembling meningitis, tetanus, poliomyelitis or encephalitis, 
and benign lymphocytic meningitis. 
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Treatment is by the serum of patients vaccinated from the same 
batch; the incubation period is about 12 days and the mortaJity 
between 40 and 50%. 

Patients who recover do not have any sequelae. 

Apparently it can be prevented by diluting the vaccine 1 : 20 
with saline and making only one insertion, but this is quite 
unnecessary in infants and In re-vaccmations, and should not be 
done when there is any question of contact with smallpox. The best 
means of prevention is vaccination in infancy, when the complication 
does not occur. 

VACCINATION ERUPTIONS 

(Morns) 

Group I . — Eruptions due to Pure Vaccine Inoculation. 

GROUP II. — Eruptions due to Mixed Infection {Vaccine with 
an Additional Virus). 

GROUP I 

ERUPTIONS DUE TO PURE VACCINE INOCUEATION 

DivjstON A. — Secondary local inocidalion of taccine. 

Division D. — Eruptions following within first three days, before 
de\elopment of vesicles: (a) Urticaria; (6) Erythema Multiforme; 
(c) Vesicular Eruptions. 

Division C. — Eruptions following after development of vesicles, 
due to the absorption of virus. 

1. Roseola — like Measles; Erythema — like Scarlet Fever; 

Lichen; Purpura. 

2. Generalized Vaccinia. 

Division D. — Eruptions appearing as sequelae of \accination- 
(a) Eczema; (b) Psoriasis; (c) Urticaria. 

GROUP II 

ERUPTIONS DUE TO MIXED INOCULATION 

Division A. — Introduced at ume of Vaccination' 

{a) Producing local sfcin disease: (I) Contagious Impetigo; 

(2) Erythema. 

(b) Producing constitutional diseases: (1) Syphilis; (2) Leprosy; 

(3) Tuberculosis, 

Dlvisios B. — Introduced, not at the time of vaccination, but 
subsequently through the wound: 

(1) Erysipelas; (2) Cellulitis; (3) Furunculosis; (4) Gangrene; 

(5) Pyaemia. 

SNAKE-BITE 

The two main groups of snakes found in India are the CoJubrinw, 
which include cobras and kraits, and the TApers. 
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SYMPTOMS OF COBRA AND KRATT BITES — 

Colubrines affect the ^atral nenous system* 

(a) As the cobra has to raise its head in order to bite, the wound 

IS hhely to be on the fleshy part of the leg. Once it has bitten, the 
cobra sometimes holds on* ’ 

(b) Locally there is early and severe oedema with severe pain ; 

this is soon followed by numbness, which spreads up the limb, and 
withm an hour, v 

(c) General S}mptoms superv-eoe: the patient staggers, the limbs 
become paralysed, the speech is thick, the saliva dnbbles from the 
mouth, the eyes are half<Iosed and the patient semi-consaous; 
soon the breathing becomes shallow* and the pulse feeble, and after 
a varying time respiratory paral^is sets in, to be followed by 
cardiac failure and death. 

If, however, the bile is not fatal the symptoms become arrested 
at one of the earlier stages and recovery' is rapid. 

SYMPTOMS OF VIPER BITES.— 

Vip« venom attacks the Vascular sj^ient. 

(o) As the viper can strike from ground level the bite is often 
on the foot or toe. Once it has bitten, the viper lets go immediately. 

(b) Loeallv. Severe pain and oedema with continued oozing of 
haemol) sed blood from the bite, and a surrounding eechymosis ; within 
an hour, 

(c) General Symptortis occur ia the form of widespread 
haemoTTbages under the skin and from mucous membranes; 

E techjae, especially near the bite, epistaxis, haemoptysis, 
ematemesis, raelaena, haematuria and subconjunctival 
haemorrhages may all occur. Death takes place within a few hours 
from heart failure or within a few days from baemorrhage. 

TREATMENT. — First it is accessary to decide whether the bite 
IS poisonous or not. 

If any of the above symptoms, local or general, are present, 
the bile is poisonous, andno time must be lost. 

“If nothing happens within ten minutes following a bile the 
snake was harmless.” (Sokhey). 

If a patient with a light ligature shows no general symptoms four 
hours after being bitten, he will not die. 

Examine the bile carefully, with a lens if possible; if there are 
two punctured wounds close to each other one must assume that 
the bite is poisonous. If there are more than tw o serrated w ounds the 
snake is probably a grass snake and the bite is not poisonous. 
Doubtful cases should be treated as poisoned. 

IVIMIDlATE TREATMEWT. — 

(1) Amputation.— V a digit is bitten by a poisonous snake and 
amputated within two minutes, most of the poison will be removed; 
this is sometimes done by the patient or by someone with him, 
seldom by a doctor. Even within tea minutes, amputation removes a 
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good deal of the poison, but amputation of a whole limb is rarely 
justified. 

(2) Tourniquet. — ^When, as is usual, amputation is not carried 
out, apply a tourniquet tightly enough to stop all circulation, in 
other words above the knee or elbow or round a bitten toe or 
finger. Any material may be used, such as a handkerchief, pagri, 
Iwndage or rubber tube, the non-elastic tourniquet being twisted 
tightly with a stick, rod, pen or pencil. 

(3) fVashing. — Then wash the skin round the bite as thoroughly 
as circumstances permit and with whatever fluid is available. 

(4) Second Tourniquet and Incision. — ^Next apply a “venous" 
tourniquet, tight enough to obstruct a vein but not an artery, distal 
to the arterial tourniquet but above the bite. Make a linear incision 
about an inch long, and ^-inch deep in the long axis of the hmb, with 
the bite at its centre, or as nearly so as possible. More than one bile 
needs more than one incision. 

(5) Bleeding. — Release the arterial tourniquet, keeping the 
venous one in place, and let blood flow freely from the incision. 
If the vein draining the poisoned area now becomes visible, incise 
it too, and by massaging from above, try to increase the amount of 
venom escaping in the blood. After one or two ounces of blood have 
escaped tighten the arterial tourniquet again. 

The writer is indebted to Colonel S. S. Sokliey, Director of the 
Haffkine Institute, Bombay, for permission to include the following 
extracts from the Institute official pamphlet. 

“(6) S'uctfon.—Drainage of blood and lymph from the cuts 
should be induced by suction. Suction should be done mechanically 
by means of a cupping device", which consists of a glass or metal 
cup with a rubber sucoon bulb attached to it. There should be at 
least two different sizes of cups in a snake-bite kit — one of glass 
with a round opening of about one inch in diameter for flat surfaces, 
and another of metal with a narrow, oval opening to fit against the 
surface of a finger or other rounded part. Mechanical suction 
should continue for several hours after ligation has ceased. During 
the intervals in the suction treatment, the incisions should be 
covered with wet pieces of cloth saturated with solution of table 
salt or Epsom salts in water, in order to promote drainage of 
lymph by osmosis. 

If no cupping device is at hand, drainage should be induced by 
sucking the wound, there being practically no danger from this if 
lips and mouth are free from cuts and sores. 

Caution. — It is well to wash the incisions with a weak solution of 
potassium permanganate crystab in pure water (to produce a pale 
amethyst hue), as this solution will neutralize by oxidation what 
venom it may reach. But it b very dan^rous to apply crystals or 
strong solutions of potassium permanganate to the wounds. 
Cauterizing the wounds is still worse for it actually seals the deadly 
poison within the tissue.” 

“(7) Lyophilised Serum. — (Taken from the pamphlet mentioned 
above.) 
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DntEcnOKS roR Usls-g LYOpmusm PoLYVAmil Anti-Snare- 

Venom Serum 

This anti-snake-venom serum is prepared by hyper-immunizing 
horses against the venoms of the four common poisono^ snakes ot 
India, namely. (1) Cobra {Naja noja), (2) Common Krait (Bungantf 
caenileus), (3) Russell's Viper {Vipera russelli) and (4) Saw-seal^ 
Viper (Ec/iis ccrinatus). Plasma, obtained from the hyper-immunized 
horses is concentrated and purified. Each c.c. of the concentrated 
serum neutralizes not less than the following quantities of dried 
venoms, when the serum is injected along with the venoms intra- 
venously into white mice : Cobra, (kfi mg. ; Common Kiait, 0 45 mg. ; 
Russell's Viper, Q 6 mg. ; Saw-scaled Viper, 0 45 mg. 

ITje serum is lyophihsed by drying it from the froan state under 
high vacuum. The drying process is continued until the moisture 
content is reduced to less than 1%. The dried scrum, however, 
retains its affinity for water to the fullest extent, and, therefore, 
dissolves rapidly on addition of water. This property is maintained 
by the dried serum even after storage for many years. 

Once the venom has got into the circulation, it is only the anti- 
snake-venoin serum that can neutralize it, and in order to derive 
the greatest benefit from serum treatment, the serum should be 
injected as soon after the bite as possible. As a first dose, at least 
20 C.C. of the reconstituted serum (see below) should be injected 
intravenously. The second dose should be repeated two hours after 
the fint dose or even earlier, if symptoms persist. If the symptoms, 
which vary with different venoms, indicate persistence of venom 
action, further doses should be repeated every six hours until the 
symptoms completely disappear. In case of a viper bite some serum 
should also be injected round the site of the bite to prevent gangrene 
w'luch otherwise results owing to the very destructive effect of 
localized viper venom on tissue. 

The venoms of cobra and common krait act very rapidly if a 
large amount of venom is absorbed Into the circulation. Hence, it 
must be understood, that unless the absorption of the venom into 
the circulation is retarded by ligation, incision and suction, the 
anti-snake-venom serum docs not gel a fair chance to neutralize 
the venom and save the victim. First-aid treatment should, therefore, 
never be relaxed even when the serum is administered. 

Intravenous injeaion of serum in horsc-serum-sensilive subjects 
can produce very severe serum sickness and ev’cn acute anaphylaxis. 
Every care should be taken to prevent these reactions. 

Intramuscular or subcutaneous injections of the anti-snake- 
venom serum are not as effective as intravenous injections, but if 
expert medical aid is not available, tbc serum may be administered 
by the subcutaneous or the intramuscular route. 77ie dosoge should 
then be increased front 2-3 times that recommended for administration 
by the in/fci enous route. 

RECONsrmrnON of eyophiused serum 

1. Draw 10 c.c. of the distilled water in a sterile synnge. 
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2. Cut a line wth the file about halfway round the neck of the 
ampoule of Ij’Ophilised serum, and gently break open the neck. 

3. Transfer the water from the syringe to the serum ampoule. 

4. Cover the opening of the ampoule with the sterilized pad of 
handyplast, gauze surface downwards, press it down with the 
thumb, and holding the ampoule in the hand shake it vigorously for 
about one minute. For the purpose a piece of sterilized handyplast 
is provided ; for use remove it from its cellophane cover. 

5. Now let the ampoule stand for one minute for the serum to 
clear. The reconstituted serum will become crystal-clear and ready 
for injection. Froth and undissolved particles, if any, should be left 
in the ampoule; excess serum has been added to allow for this. 

6. If the pad of handyplast falls on the floor after it has been 
removed from the cellophane cover it should not be used. Instead, 
the opening of the ampoule may be closed for shaking with the tip 
of the thumb painted with tincture of Iodine or any other antiseptic 
carried in your first-aid snake-bite kit 

7. For the second and subsequent injections, you will have more 
time to dissolve the lyophilised serum. For these add 10 c.c. distilled 
water to the serum ampoule and rotate it between the palms of your 
hands until the serum is fully dissolved, and let the ampoule stand 
for serum to clear. 

STOIUGE 

Liquid serum is very unstable at room temperature. It requires 
storage at 0^ C. to 4' C. Even then it deteriorates, and in 2 years 
from the date of manufacture, the serum becomes unfit for use. In 
India, proper cold storage facilities are not freely available and 
therefore liquid serum can only be stored at the risk of ve^ rapid 
deterioration. Lyophilised serum obviates this difficulty. It is many 
times more stable than liquid scrum. It should retain its potency for 
10 years even, if stored in any cool dark place. Thus anti-snake- 
venom serum can be made available for use far away from cold 
storage facilities. It can be safely kept at rural dispensaries and even 
carried in a haversack on one’s back if an occasion demands it. 
However, it is preferable to store it in a refrigerator if one is available. 
ASSOCIATED TREATMENT 

In cases of Russell’s and saw-scaled viper poisonings sedatives, 
such as morphine, small doses of a barbiturate, or aspirin, may be 
given to relieve pain and nervousness. They should, however, be 
used with care in cobra and krait poisonings. For collapse, 
strychnine, Pituitrin, or other general stimulants are of special 
value. In all severely poisoned persons, great relief is likely to be 
experienced from the infusion of a large amount of physiological 
saline, or still better, transfusion of blood or plasma, the effects of 
which may be hfe-saving in borderline cases.” 

CHEMICAL NEUTRAUSATION.— If there is no antivenene, 
the tissues proximal to the bite may be infiltrated with about 10 c.c. 
of 1 ; 5,000 pot. permang. or I .* JO Milton or eusol; the practice of 
injecting 2 c c. of gold chloride solution is seldom carried out 
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because of the damage it inflicts on the tissues. If there is no syringe, 
open up the bitten area widely and apply mag. sulph. crystals. 

GENERAL TREATMENT.— Support the patient’s strength vilh 
hot coffee or tea, and injections of Coranune or other slunulanL 
The practice of giving plenty of alcohol has its advocates and its 
opponents. If a patient is suffering from severe fnght, it does lum 

no harm to get drunk. 

W]ien the bite is on the face or body make a crucial m^ion witn 
the bUe in the centre and apply dty cupping. This is done by burning 
some paper, cotton-wool or spirit in a bottle, glass or cup and 
applying the vessel to the part; the flame immediately goes out and 
the partial vacuum that is left sucks the wound. 

PREVENTION.— As more than half the number of snake bites 
occur below the knee and are usually caused by inadvertently 
treading on a snake, the wearing of boots and the carrying of a 
lantern arc two of the most obvious precautions. Very few snakes 
attack human beings spontaneously, but just as a dog will bark or 
snap when trodden on, the snake retahates by biting. 

When treated with formalin, snake venom forms anavencDe,_ m 
the same way as diphtheria and tetanus toxins form immunizing 
anatoxins; there may, therefore, be some hope that people can be 
immunized against saake*bite. 

Snakes are timid animals on the whole, and as already remarked, 
seldom make an unprovoked attack. They avoid large ciliw, 
preferrmg vilbges, jungles and open country and are commoner in 
the damp than in the dry parts of India. Of the deadly snakes the 
colubrines, cobra and telt, are most common in or near houses, 
the latter ^ing nocturnal in its habits. 

If a dead snake is brought fbr decision whether it is poisonous or 
not “run a pin along the margin of the upper j»w and if only one 
tooth is struck, which is prominent, the snake is poisonous.” — 
{Field Ser\tce Hygiene Notes). Next examine the fangs, which are 
grooved m the cobra and have a central canal in the viper. 

For further identification compare the head with Colonel Wall’s 
famous diagrams. 

SPECIFIC THERAPY 

By John W. H. Eyre, M.D. 

In diseases of bacterial ori^n. the disease process is the expression 
of an interaction between the infecting agent and the body tissues. 
The contribution of the micro-o^nism to this interaction b the 
production of the specific chemical poisons {toxins) incidental to the 
life of the bacterium. 

Toxins are of two kinds: those e.usting in the bodies of the 
bactena and set free only by their disintegration or solution — 
endoioxins^&nd those secreted into the medium in which the 
bactena thrive — exoioxins. The invasion of the body by living 
bacteria leads to the production of a series of protective substances 
{antibodies) of highly complex nature which act beneficially. 
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This beneficial action is exerted either by neutralization of the 
exotoxins (antitoxins), by direct destruction of the bacteria {bacteria- 
lysins), or by stimulation of the leucocytes to phagocytosis (opsonins). 
Specific therapy has, as its object, the artificial increase of these 
antibodies. To supply ready-made antibodies is to confer passive 
immunity; to stimulate the manufacture of antibodies by the patient 
is to confer active immunity. Passive immunity is conferred by the 
employment of immunized scrum derived from other animals. 
Active immunity is conferred by the employment of bacterial 
vaccines or, in some cases, the toxins {toxoids) ot bacteria in safe 
doses. 

Sera are produced by the inoculation of suitable animals with 
(fl) toxin or (i) killed or living bacteria m increasing numbers, or 
increasing virulence, until the blood >serum of the animals possesses 
high (a) antitoxic or (b) bactericidal value. 

A bacterial vaccine is a suspension m isotonic (normal) saline 
solution of micro-organisms obtained in bulk and free from exotoxin. 
Thus, a suspension in normal saline of the bodies of the micro- 
organisms so obtained, is virtually a preparation of the endotoxins 
of the micro-organism. 

The toxins or modified toxins (toxoids) of bacteria are also used 
to obtain active immunization, e g., in scarlet fever and diphtheria. 

Immune sera act rapidly, but their action is transient; vaccines 
and toxoids act slowly, but their action is more prolonged. Immune 
sera supply important substances that are lacking in the body, and 
they probably do not require much active response on the part of 
the tissues in order to produce their effects ; vaccines and toxoids 
depend for their action upon a latent power m the tissues of 
piodudng antibodies, when specifically siimulaled to do so. 
VACCINE therapy 

Vaccine therapy is often spoken of disparagingly, but if efficiently 
carried out with due regard to all the factors involved, the results 
are at least 75% satisfactory, but it is not a simple and easy matter, 
and frequently demands much thought and patience on the part of 
the physician; due appreciation must be given to the underlying 
difficulties and causes of failure. 

The following are the chief causes of failure : 

1. Neglect to Consider nm Patient's General CoNomoN. 

(a) The patient may be unable to react on account of the 
temporary exhaustion of the normal antibody, and this would 
be shown in an examination of the blood by a leucopenia, or the 
blood may show a leucocytosis revealing a septic focus requiring 
surgical treatment; a lympbocytpsis would suggest a condition of 
leukaemia or possibly pernicious anaemia. 

A reduction in the number of the red corpuscles with a still 
greater reduction of the Hb, so that the colour index is about 0-7 
would indicate a secondary anaemia, requiring treatment by iron, 
arsenic and possibly liver before the commencement of vaccine 
therapy. 
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(b) Biochemical examination may reveal endocrine or metabolic 
defects. Thus a low blood-suear would show a hypofunction of the 
pituitary, thyroid or suprarenal. A glucose tolerance test might 
show a defective hepatic or'pancreatic metabolism. Increased uric 
acid and non-protem nitrogen might reveal a parenchymatous 
nephritis. These conditions would require appropriate treatment 
before vaccine treatment could hope to succeed. 

(c) Allergic conditions, as shown by a marked cosinophilia, and 
other signs of this condition would interfere with treatment. 

(d) Persistence of infective foci is another cause of failure, and 
this may amount to a dangerous condition if the focus is closed as 
in the case of the mastoid, accessory sinuses or an empyema. Unless 
there is a free exit for discharges, the focal reaction in a closed 
focus may give rise to a general infection. A focus such as this must 
be dealt with surgically to avoid repeated re-infection. 

Care must be taken to provide the right antigen, by obtaining in 
the first place a satisfactory specimen from which the orgarnsm 
pathoeenic to the patient is isolated. All possible sources of infection 
shouiJ be examined, and the method of selective culture of Solis 
Cohen used as being the only i>ractical method available for obtain* 
mg evidence of the pathogenesis. 

2 Dosage.— T his is important as the Idiosyncrasy to •vaccine 
dosage may be as matked as the idiosyncrasy to drugs such as 
antipyrin, aspirin and iodoform. Apiart from prophylactic treat- 
ment, such as typhoid inocutatioos, it is impossible to ^ a standard 
dosage, as the infection may be general or local, quite apart from the 
varying susceptibility of the patient. 

Consideration must be given to the hypersensitive and insensitive 
types of cases. The former are usually of long standing due to a 
latent focus, and may be so intolerant of small doses as to make 
vaccine treatment inadvisable. The possible methods of dealing 
with these cases arc, removal of the active Ibcus, desensitization by a 
detoxicated varane, the use of a sensitized autogenous vaccine or, 
the patient having become sensitive to his own organism, replacing 
the autogenous by a stock vaccine. 

The majority of cases of the insensitive type are found in cases 
of furunculosis and less often in chronic rheumatic and catarrhal 
conditions. The usual doses arc quite inadequate in these cases, 
and lO some cases of furunculosis three or four times the maximal 
dose must be used, but in the type of case showing marked debility, 
the blood-forming centres will require stimulation, or a donor to 
give an autogenous immune serum, or a whole-blood immune 
transfusion, to be followed by small doses of sensitized vaccine. 

3. Type of VAcaKE. — ^This is hnotber important consideration; 
wherras a stock vaccine can be used for subacute or chronic 
conditions, an autogenous vaccine is usually essential for the 
treatment of acute conditions, or one of the special varieties of 
vaccine to be subsequently mentioned may be necessary. 

4. Duration of the Ts^tmeht.— M any failures art due to 
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insufficient duration. Whereas a recent acute case may be cured 
with a few inoculations, a chronic infection may require regular 
treatment for at least a year, perhaps at intervals for two or three 
years, especially in some cases of haemolytic streptococcal infections, 
but in all chronic conditions it must be remembered that it is even 
more important to treat the associated and resulting changes of 
metabolism than the actual infection. 

KINDS OF VACCINE 

1. Ordinary VAcaNis. — ^These are simply suspensions of 
killed bacteria, and the dose is expressed as the number of bacteria 
injected, in so many millions. They give the best and most lasting 
immunization, but demand response on the part of the patient’s 
tissues. These vaccines may be stock, i.c., prepared from any suitable 
case, and kept in readiness; or autogenous, when the culture is 
taken from the actual patient on whom the vaccine is to be used. 

The only vaccine containing living organisms is Vaccine Lymph. 
(Vaccinum Vaccinia B.P.). 

2. Sensitized Vaccines.— These are vaccines in which an 
emulsion of the organisms is left in contact for several hours with 
the serum of an animal immunized against the same organism. 
The specific antibody in the serum becomes attached to the micro- 
organisms, and when injected is ready for immediate phagocytosis. 
These vaccines are therefore of special use m acute infections, when 
rapid immunization is of first importance. They should be given 
early in the case in large doses and can be repeated at 24-hour 
intervals. 

3. Detoxicated Vaccines.— These are ordinary vaccines treated 
by chemical reagents so that the endotoxin has been removed from 
the micro-organisms. They do not require specific anti-bacterial 
sera in (heir preparation. They are used m the same type of 
cases in which sensitized vaccines are used, and at the commence- 
ment of treatment. Theu" dosage interval is intermediate between 
Sensitized and ordinary vaccines. 

4. Defatted Vaccines. — It has been thought that the therapeutic 
failure of some vaccines may be due to the protection of their 
protein by hpoidal substances, and defatted vaccines have had 
these substances removed by acetone and formalin. 

5. Reinforced Vaccines. — This is a vaccine containing a 5% 
solution of sodium nucleinate, with the object of stimulating the 
tissues of a patient with lowered vitality, and is considered of value 
in these cases; it can also be used with ordinary sensitized or 
detoxicated vaccines. 

6. Oral Vaccines. — ^The oral administration of vaccines so 
much advocated in France is ^nerally considered by English 
authorities to be useless. 

PREPARATION OF VACaNES 

The first step in the preparation of a vaccine is to isolate in pure 
culture the causative micro-organism of the disease to be treated. 
This is essential to success arid is the foundation upon which all 
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vaccine therapy is based. The method of aclueving this^ object is 
to inoculate tubes or dishes of culture media with a portion of the 
exudate, so:retion or tissue concerned, as free as possible from 
contamination, and to incubate them at body beat- The organisms 
multiply and form colonies. Fresh sub-cultures may then be made, 
so as to isolate the required organism as a pure strain. The colonies 
of the growth are scraped off the surface of the culture medmnL and 
transferred to normal saline solution, so as to form a uniform 
emulsion. Standariization is effected bj' counting the bacteria in 
the emulsion by means of a Thoma-Zetss pipette, as used for blood 
counts, or by measurement of opacity- In the majoritj’DflaboratoriK, 
the emulsion is heated to 60* C. for an hour, to ensure sterilization. 
In others heat is avoided, the sterilmtioa being secured by the 
addition of a little antiseptic (e.g., O-l-Q-3% Tnkresol). These 
methods effect the death of the micro-organisms. After being 
standardized (e.g., 1,000 mtUion In I c.c., etc.), the taccine is cither 
put up m sm^ bottles with paraffined rubber lops, which can be 
pierced by the hypodermic synnge needle as necessary, or it may be 
diluted to jield appropriate doses per cubic cenuroctre (e.g., 5, 10, 
2 $ million, etc.) and transferred to sotall glass ampoules which are 
sealed in the blow-pipe flame. 

DOSES OF VACCINES 


la the vast majority of acute infections, vaccines should not be 
used, on account of the great danger of the negative phase. Not only 
the original dose, but also the iotenaU between suctesshe adminis- 
trations. must be carefully regulated by reference to the constitutional 
reacuon of the patient 

The following doses refer to carefully prepared autogenous 
vaccines; stock vaccines prepared by commercial houses are less 
potent and the dose suggested by the manufacturers should be 
employed. 


^ame ef VeKetnt 
Acne Baeitlus 
Acne B +SlaphyIo«>ccuj 
Catarrh (combined) .. 

Cholera (jnophylactJe) 
Coll Bacillus , 

Fntdlacder** BaciUua 
Gocococcut 

Hay Fc%eT 
Influenza BadUut 


Afpfotlmatt O^trt 
5 M initul. increasing lo 

too M. 

Acne S M i-utuL 
Suptiyloeoccus too M. 

Zi to 350 M. 


1 Dose lAOO to S.OOO .M. 

It Do*e2.000to 10.000 M. 
Acute 3} to 10 M. 

Cbronic ZSO to 500 M 
S to 135 M. 

Acute t to S M. 

CbrooK up la 100 M 
According to reaction. 

For intenuve treatment. 
Prophylactic; 

I. bote 3S0 M. 

II Dote 300 M. 
Curauve: 

Acute 5 to 33 M 
Chrome op to IDO M 


lurrtal briiten 

Dottt 

7 to 10 daja 
Tdait. 

For Treatment, 10 

For Immonizing. 3 
months 


Alter 5 to 6 days. 
4 to 7 day*. 

7 to 10 days- 
7 to 10 days. 

3 to S day*, 
to to 14 days. 

7 to 10 day*. 
Every day. 


10 day* 


7 lo 10 days 
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Name of Vaccine 
Micrococcus eatarrhoUs 
Micracoccus mellienxh 
Pneumococcus 

Staphylococcus 


Streptococcus 
Tuberculin T.R. 
Tuberculin B.E 
Tuberculin T.A 


Typhoid and Paratyphoid 


Ty^hojd. Paratyphoid, and 
Whooping«coufh 

VACCINE LYMPH 


Approximate Dotes 


Inierral between 


25 io 100 M 
10 to 250 M. 

Acute S to SO M 
Chronic up to SOO M 
Initial dose 100 M 
Lip to 1,000 or cfCfJ S.OOO 
M 

Acute to 10 M 
Chronic up to 50 M 
Curative 

OtXiOQlCjC upwards 
Curative 

000001 cc upwards 
Diagnostic subcutaneous 
02 cmm. I cmm. S 
c mm . lOc mm 


Of agnostic cutaneous 
von Pirquei 
Prophylactic 
I. Dose 500 M Typh 
with 250 M each Para' 
typh. A&B 
II Dose 1,000 M Typh 
With SOO M each Para> 
typh A & D 

As above with addition of 
Cholera J Dose J.OOp 
M II Dose 10,000 M 
5 to $00 M According to 
age 


3 to 7 days 
5 days 
2 days 
7 to 10 days. 


3 to S days 
7 to 10 days 

10 to 14 days 

10 to 14 days 
A rapid increase in 
the size of the 
dose at short in- 
tervals, until the 
signs of reaction, 
if any, are pro- 
duced 


Not less than 10 
more than 


days 

Not lest than 10 
more than 
days 

4 to 5 days 


14 

?4 


Vaccination is the inoculation of lymph containing the virus of 
vaednia or cow-pox. This was introduced in 1798 by Jenner as he 
believed there was a close relationship between cow-pox and small- 
pox. This, however, was nol scientifically proved until Coperaan 
in 1902 inoculated the virus of smallpox into a monkey, and a calf 
vaccinated from the monkey developed cow-pox. 

Vaccine lymph is prepared by vaccinating the abdominal surface 
of specially selected and examined calves, which have been kept in 
quarantine. Although precautions are taken to maintain sterility, 
the lymph is not sterile, and tests have to be applied to every batch 
to see that no dangerous bacteria are present; the dangerous 
organisms are those belonging to the gas-producing anaerobes, such 
as B, perfringens and haemolytic streptococci. 

Glycerin is added as a disinfectant and in time destroys the 
greater number of the harmful bacteria, but no batch of lymph 
is passed for use until the total number of bacteria has fallen to 
5,000 per c.c. It is then put up in glass capillary tubes and stored 
at 0” C. The lymph rapidly loses its potency when stored at higher 
temperatures. 

The Therapeutic Substances Regulation, Great Britain, 1927, 
requires a printed label to be atfacbed, to the effect that the storage 
temperatvre must be below 10“ C., otherwise the potency cannot be 
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guaranteed beyond se\en days- The potency of lymph used in 
England is sery high, as il is required by law that the degree oi 
potency shall be such that the charactcnslic sVin lesions onaccinia 
are produced when the lymph is diluted one-thousand*foId. 


PREPARATION OF IMMUNE SERA 
Sera are usually prepared by injecting the exotoxins of the 
particular bacteria into healthy horses in gradually increasing 
amounts. The horses are carefully chosen, and. before selection, 
they are proved by the mallcin lest to be free from glanders. In 
the case of diphthena antitoxin, the strength of the exolo’on used 
for inoculation is ascertained by estimating its lethal effect on 
guinea-pigs of standard weight. The progress of the horse s 
immuni 2 ation to the exotoxin is tested from lime to time, and when 
the content of the horse’s serum in antitoxin has reached a 
satisfactory point, the horse is bled. The blood, collected with 
aseptic precautions, is allowed toclot.and the scrum which separat« 
out, constitutes the antitoxin required. This antitoxic serum^ js 
tested for sterility and absence of any contamination or impurityt 
and then standardized. 

For the production of some sera, horses are inoculated with 
bactena themseUes (endotoxin) instead of with their exotoxin. 
In the case of bactericidal sera, such as anti-pneumococcus serum, 
various methods have ^en employed from time to time, in order lo 
procure a potent remedy. One method is to Inject the horse with 
cocci whose virulence has been raised by passage through susceptible 
animals. Another is to use cocci demtd directly from the human 
host, Without loss of virulence by sub-culture. Living cocci are 
sometimes injected after the horse has been partially immunized 
by receiving graduated doses of dead cocci, with the hope that, by 
this means, a serum will be obtained which is richer in antibody. 


PREPARATION OF TOXINS AND TOXOIDS 
The filtrate of a culture in which a strain of bacteria has been 
growing, contains the toxins of the organism, and such a preparation, 
after testing for stcribty and potency, is used in obtaining active 
immunization in scarlet fever. In the case of diphtheria immunia- 
tion, the toxin is modified and reduced in toxicity (toxoid) by means 
of formabn and heal, so that several times the human dose produces 
no symptoms in guinea-pigs but makes the animals immune. It is, 
therefore, atoxic but still antigenic, i c.. of good immunizing power. 
In practice, it has been usual in the past to add a little diphtheria 
antitoxin to the toxoid (toxoid-antitoxIn mixture). Diphtheria 
toxoid, without any added antitoxin, is now, however, frequently 
used, as is tetanus toxoid. 


SCHICK-TEST TOXIN 

This test is used to determine whether a person is susceptible or 
immune to diphtheria. Tlus depends upon the amount of diphtheria 
antitoxin present in the blood and tissues ; if it is less than a certain 
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amount the patient is susceptible, but can be made immune by the 
use of diphtheria prophylactic. 

The test consists of injecting into the skin of the forearm a small, 
accurately estimated amount of diphtheria toxin (the dose is always 
0-2 c.c. in volume). If the patient has not enough antitoxin in his 
tissues to neutralize the injected toxin, a reaction takes place in 
about 24 hours, which consists of an area of redness around the 
site of inoculation. The patient is then said to be susceptible, or 
Schick-positive. If there is no area of redness, he is immune, or 
Schicfc-negatii'e. 

The percentage of people immune has been found to vary a good 
deal at different ages. In cities about 80% of the adult population are 
immune. With children the perceniage of immunity rises from 
10% at one year, to 20% at three years, 40% at six years, 60% at 
about ten years; these figures, however, only apply to thickly 
populated districts. 

Schick Control. — As Schick toxin is diphtheria toxin it follows 
that it is a broth filtrate containing the constituents of the broth as 
well as diphtheria toxin and toxoid. As these non-specific substances 
in some people cause a reaction similar to the specific toxin, it 
becomes necessary to distinguish between the two. This can be done 
by heating some of the diphtheria toxin to TO® C. for five minutes, 
which destroys it. An amount of this destroyed toxin equal to the 
Schick toxin is injected into the opposite forearm, and the two sites 
are compared for a few days. The patient is then only said to be 
Schick-positive when the area of inflammation produced by the 
Schick toxin is unquestionably greater than that produced by the 
Schick control. 

Note . — ^This injection should be made into, not under the skin, 
with a fine needle, the bevelled point of which should only be 
1 mm. long. 

Diphtheria Prophylactic. — This is prepared in several different 
ways, but the strength is adjusted so that 1 cc. is given by three 
hypodermic injections at intervals of three weeks. The majority of 
people become Schick-negative after -the third injection, and the 
immunity lasts for a very long time. The value as a preventive 
measure in institutions has been repeatedly confirmed. 

SCARLET FEVER 

Attempts have been made to conquer this disease on the same 
lines as in the case of diphlhena; at present they are in a relatively 
early stage, but further progress is likely to be made. There are four 
points to be considered : 

1. Dick-Test Toxin and Dick Control. — ^The Dick-test toxin, 
Dick control and method of preparing the test correspond with 
the Schick reagents and the method used in the case of diphtheria. 

The Dick-test toxin is prepared in the same way as the scariet 
fever toxin used for immuniang horses, i.e., a stenie filtrate from 
a broth culture of the haemolytic streptococcus of scarlet fever. 

2, ScARirr KvER Prophyiachc. — ^T his is used to render 
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immune those found by the Dick test to be susceptible to scarlet 
fever- while it has the same object, scarlet fever proph^actic is 
merely a diluted form of scarlet fever toxin exactly like Dick-test 
toxin, and is measured in terms of skin-test dose, being about 
one-sixth of the amount of toxin ordinarily used in the Dick t^. 
The first injection is 500 skin-test doses, followed by doses of 1 ,000, 
5,000 and 10,000 at intervals of one week. 

The Dick test and scarlet fever prophylactic are of value in 
immunmng the nursing staff of fever hospitals. ^ 

3. Scarlet Fever Antitoxin.— TT iis is prepared in a similar 
manner to diphtheria antitoxin, a toxin being first obtain^ by 
growing a special strain of the scarlet fever streptococcus. Antitoxin 
IS injected either subcutaneously, intramuscularly or intravenously 
in doses of from 10 to 50 c.c. in the early stag« of the disease. 

4. Schultz-Ch«ilton Test. — This is to diagnose a rash which 
may or may not be that of scarlet fever. An intradermal injection is 
made of 0 2 c.c. of scarlet fever antitoxin. If the rash is due to 
scarlet fever and is not more than 60 hours old, the antitoxin wll 
cause the rash to disappear around the site of injection, the bleaching 
beginning about eight hours after iojectioo and lasting for a day. 
KEEPING QUALITIES OF SERA AND VACCINES 

In the case of the aoUtoxio sera, both unconcentrated and 
concentrated, viz., those prepared for use in diphtheria, tetanus, 
scarlet fever, dysentery (Shij 3 ) and gas-gangrene {B. Helchh), the 
expenmeotal determination of the activity can be made with such 
precision that the rate of deterioration can be determined with 
accuracy. In these cases, therefore, it can be stated with certainty 
that the sera, if kept under the indicated conations of cold stora^, 
will be of at least the stated value on the date indicated, and may be 
expected to deteriorate at a definite and very slow rate (not more 
than 10% per annumj thereafter, so that they may be used with 
confidence for a considerable period after the date in question. 

Less quanlitative evidence is accessible as to the keeping properties 
of typhoid vaccine. Bacteriological evidence shows that typhoid 
vaccine loses part of its antigenic properties in about nine months 
after the date given; it could, however, be used justifiably for some 
weeks after the dale on the wrapper, if fresh supplies were not 
available. 

In the case of the anti-bacterial sera, and of vaccines in general, 
the available evidence has not the same precision. The date chosen 
is based, however, on general observations, both of a chnical and 
bacteriological nature, and, as further evidence accumulates, the 
method of dating these preparations wiU, if necessary, be modified. 
Meanwhile, it may be said that the date chosen is viell within the 
expiectation of permanence in the light of present knowledge. 

For use m the tropics, “ Wellcome” Brand Diphtheria Toxin for 
the Schick test b issued undiluted in capillary tubes, in response to 
numerous inquiries from clinicians. Though experience indicates 
that, when carried and kept in cold storage, there is little risk of the 
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toxin being rendered unfit for use before it reaches tropical parts, it 
must be clearly understood that this risk must be taken by the 
clinician, and that the toxin is issued on this condition only. 

The toxin retains its full poten<y for many months, when stored 
in an ordinary room in England. At a temperature of 70® F., it is 
still potent after 4-6 weeks, but at 98® F., the toxin has lost a good 
deal of its potency within 1-2 weeks. Samples of the toxin, returned 
to England from India and China after a short period of storage, 
have been examined, and if has been found that, even after the 
double journey in cold storage, none was too weak to give a 
satisfactory Schick-test result. 

The toxin, when diluted ready for use, is relatively unstable. 
Exposure to heat or light will materially affect it. The toxin dilution 
should, therefore, be used immediately after it has been prepared, 
and any that is left thrown away. If kept in an ice chest it is usually 
of full potency for at least two weeks. 

It is wise to test a number of people at one time. Besides being 
economical, this affords an important control. 

If in a group of people tested at one time a certain number give a 
positive reaction, it can be taken that the toxin dilution is acting 
properly. If, on the other hand, in a group of, for example, a dozen 
Europeans, no positive reactions were met with, it would be 
Justifiable to suspect that the toxin was not fuUy potent. 

The potency of “Wellcome” Diphtheria Prophylactic and 
"Wellcome” Scarlet Fever Prophylactic is retained for a len^hy 
period under ordinary conditions of storage in England. In the 
tropics, it would be wise to use it as soon after receipt as possible. 
HYPERSENSITIVENESS 

Hypersensitiveness includes anaphylaxis and atopy. 

Anaphylaxis. — This was at first believed to be exactly opposite 
to immunity, but is now considered to be two stages of one reaction. 
It is produced only by substaoces which can cause the fonnation of 
antibodies. The reaction is due to some inter-action which occurs 
between the tissues and the antigen. 

The readiness with which anaphylaxis can be produced and the 
severity of the reaction vary greatly in different animals. Most 
experimental work has been done on guinea-pigs, because 
anaphylaxis can be more easily induced and is more violent than in 
any other animal, but experimental and clinical anaphylaxis are 
two entirely distinct conditions; it is confusion of the two which 
has led to the fear of fatal results from the use of therapeutic sera. 

It is doubtful whether anaphylaxis can be induced in a normal ^ 
person. Severe and even fatal reactions in hypersensitive persons ' 
have followed a first injection of serum, but persons who show no 
reaction to the first injection do not acquire anaphylaxis and show 
sensitiveness to a second injection. 

Therefore it is with the first injection that care must be taken, and 
in all doubtful cases, such as those with an asthmatic history, 

2 or SCI of the serum is injected intradcrmally, not subcutaneously, 
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and the formation of a small blanched area wth weal formation 
watched for. In proportion as this area is marked, so is the patient s 
degree of liability to anaphylaxis, and if this liability is definite, the 
patient should be desensitized by cjc. of the serum pven 2 or 
3 hours before the chief dose. Children are less liable to anaphylaxis 
than adults. 

Should alarming symptoms arise, such as collapse, give adrenaline 
(1 m 1,000) 5-10 minims hypodermically. ^ _ 

It is important to give a second dose of serum even if jt is not 
needed from the clinical point of view, within seven days of the 
first, m order to produce a condition of anti-anaphylaxis. 

Atopy. — ^This is an inherited hypersensitiveness which can 
manifest itself in a variety of ways, such as urticaria, gastro-intestina! 
symptoms, asthma, eczema, migraine and hay fever. There Is 
hypersensitiveness to certain proteins which occur in dust, hair, 
etc. — or the proteins are in food, for example, egg albumin. The 
skin and conjunctiva are sensitive to the exciting protein, and can 
be determined by skin tests; if a solution of the suspected protein 
IS rubbed into a superficially scarified patch, a positive reaction will 
be shown in a few minutes by a weal of variable size. It is due to the 
presence m the patient’s blood of a reacting body, and is inherited 
probably as a Mendelian dominant character. 

Vasomotor Reactioss.— The intravenous inj’ection of Salvarsan, 
colloidal metals and many other substances produces a toxic 
reaction, which in a way is like anaphylactic reaction. These reactions 
were at one time thought to be due to distilled water, which had 
been allowed to stand; this may contain as many as 100,000 bacteria 
per C.C., and intravenous injection of dead bodies of bacteria certainly 
can produce a violent reaction. But vasomotor reaction occurs even 
when water is used that was sterilized immediately after distillation. 

Reactions frovi the Products of Protetn Breacdqwh. — 'Ttie 
following are some of the more important : peptones — substances 
formed during the coagulation of the blood, which have a strong 
vasoconstnetor action and probably ori^natc In the blood platelets ; 

. substances formed after injury to the tissues, especially by bums or 
wounds; products formed from the partial breakdown of amino 
acids, i.c. histamine, indole, lyraminc; and also from the breakdown 
of Icathin, i,e , cholme and neurine. 

SPERMATORRHOEA 

There is no such disease, but youths and even middle-aged 
men with a morbid interest m their genital organs often mistake 
for seminal fluid a phosphatic deposit, prosiaiic secretion saueezed 
out while passing a motion, or even a chronic gleet. Nocturnal 
emissions are a normal phenomenon of virile youth and oficn occur 
once or twice a week, while “that schoolboy erection" which 
characterizes the waking period of many a youth is merely due to 
a full bladder, the nervi crigentes controlling both the sphincter 
vesicae and the erectile mechanism. 

TREATMENT. — This is wassurance, acid sodium phosphate 
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or ammonium chloride if the urine deposits phosphates, laxatives 
if the patient is constipated, and chemotherapy if he has a gleet. 

Nocturnal emissions can be lessened by taking a saline laxative 
three or four hours before bedtime and thereby avoiding pelvic 
congestion, by giving bromides at bedtime, by giving the patient 
a hard bed and not too many bcd-clolhcs, or by the old device of 
tying some hard object, such as a cotton reel, in the middle of his 
back in order to prevent him from lying on it. The natural remedy 
is a wife, 

SPINAL ANALGESIA— Anaesthesia. 


SPINAL CARIES 

The treatment is complete immobilization until natural ankylosis 
or cure takes place. A plaster-of-Paris or Cellophane jaclret, applied 
as for spinal fracture {17.V.) must be worn for many months. Amee s 
or Hibbs’s operation for immobilizing the spine by bone grafts or 
artiOcial ankylosis Is suitable in some cases, but must be supple- 
mented by a plaster Jacket until ankylosis is firm. Leather jackets 
with metal supports may be used when convalescence is nrmiy 
established, that is when the spine is firmly united, but not beJore. 

GENERAL TREATMENT.— This is as for other forms of 
surgical tul^rculosis, namely, good food, fresh cool clear air, 
sunlight, vitamins, especially vitamin D, and calcium. , ^ „ 

The treatment of any case of spinal canes should be begun m a 
special institution, not only because the necessary 
operation is best made or done there, but because the patient is 
properly taught the best way to live. 

SPLEEN, RUPTURED 

Rupture of an enlarged malarial spleen may cause death from 
haemorrhage in a few minutes, but, on the other hand, urg 
symptoms may be delayed for several hours. These cases are very 
important from the medico-legal standpoint, and frequently g 
rise to considerable controversy. . . , 

Examples of cases which have come under the writer s notice 

'■^A^cSjHe'rumiing along the railway line caught his ^ 

wire and fell across a rail. Urgent symptoms 

vened and the man died within 20 minutes. The 8P*«en was 

enormously enlarged. A syce received a comparatively si ght 

on the abdomen He did his work and did not complam until 

6 hours after the injury, when the symptoms gradually became 

much worse, death taking place after 15 hours. , 

A punkah coolie was struck jn the abdomen 
Next morning at 10 a.m. he started to walk to his home, a distance ot 
, 7 or 8 miles. He walked the first 3 or 4 miles, then rode a pony. He 

collapsed and died on reaching his house. , j P^»t,.n<!ive 

Post-mortem examination of these ^nl^^ation 

rupture, which would have caused rapid death. The explanatio 
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and the formation of a small bbnched area Rilb weal formation 
watched for. In proportion as this area is marled, so is the patient s 
degree of liability to anaphylaxis, and if this liability is defimte, the 
patient should desensilittd by c.c. of the serum giN'en - or 
3 hours before the chief dose. Children are less liable to anaphy laxis 
than adults. • j i- 

Should alarming ^Tnptoms arise, such as collapse, gi\e adrenaline 
(I in 1,000) 5-10 minims hypodermically, _ _ , 

ll is important to a second dose of serum e\’en if it is not 
needed from the clinical point of view, within $ 61 X 0 days of the 
first, \n order to produce a condition of anti-anaphylaxis. 

Atopy. — ^This is an inherited hypersensitiveness wluch can 
manifest itself in a satiety of ways, such as urticaria, gastro-intestmal 
symptoms, asthma, eczema, migraine and hay fe\er. There is 
hypersensiureness to certain proteins which occur in dust, hair, 
etc. — or the proteins are in food, for example, egg albumin. The 
slm and conjunctiva are sensitive to the exciting protein, and can 
be determined by sVm tests; If a solution of the suspected protein 
is rubbed into a superficially scarified patch, a positi'C reaction will 
be shown in a few minutes by a weal of s-ariable sire. It is due to the 
presence in the patient’s blood of a reacting body, and is inherited 
probably as a Mendehan dominant character. 

Vasomotor Reactions.— The intrawnous injection of Salvarsan, 
colloidal metals and many other substances produces a toxic 
reaction, which in a way is like anapbybctic reaction. These reactions 
were at one time thought to be due to distilled rvster, which had 
been allowed to stand ; this may contain es many as 100,000 bacteria 
per C.C., and intravenous injecUoa of dead bodies of bacteria certainly 
can produce a violent reaction. But vasomotor reaction occurs even 
when water is used that was sterilized immediately after distillation. 

Rexctions frosi the Products of PRoms Breacdowk. — ^T he 
following arc some of the more important: peptones — substances 
formed during the coagulation of the blood, which tave a strong 
vasoconstrictor action and probably originate in the blood platelets; 
. substances formed after injury to the tissu^ especially by bums or 
wounds; produc^ formed from the partial breakdown of amino 
acids, i.e. histamine, indole, tyramine ; and also from the breakdown 
of lecithin, i,e., choline and neurine. 

SPER.MATORRHOEA 

There is no such disease, but youths and even middle-aged 
men with a morbid interest in their genital organs often mistake 
for seminal fluid a phosphatic deposit, proslatic secretion squeezed 
out while passing a motion, or e'en a chronic glecL Nocturnal 
emissions are a normal phenomenon of virile joulh and often occur 
once or twice a week, while “that schoolboy erection” which 
characterizes the waking period of many a youth is merely due to 
a full bladder, the neni erigentes controlling both the sphincter 
\esicae and the erectile mechanism. 

TREATMENT. — This is by reassurance, acid sodium phosphate 
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or ammoplum chloride if the urine deposits phosphates, laxatives 
If (he patient is constipated, and chemotherapy if he has a gleet. 

Nocturnal emissions can be lessened by talang a saline laxative 
three or four hours before bedtime and thereby avoiding pelvic 
congestion, by giving bromides at bedtime, by giving the patient 
a hard bed and not too many bed-clothes, or by the old device of 
tying some hard object, such as a cotton reel, in the middle of his 
back in order to prevent him from lying on it. The natural remedy 
is a wife. 

SPINAL ANALGESIA — See Anaesthesia. 

SPINAL CARIES 

The treatment is complete immobilization until natural ankylosis 
or cure takes place. A plaster-of-Paris or Cellophane jacket, applied 
as for spinal fracture (q.r.) must be worn for many months. Albee’s 
or Hibbs’s operation for immobilizing the spine by bone grafts or 
artificial ankylosis is suitable in some cases, but must be supple- 
mented by a plaster jacket until ankylosis is firm. Leather jackets 
with metal supports may be used when convalescence is firmly 
established, that is when the spine is firmly united, but not before. 

GENERAL TREATMENT.— This is as for other forms of 
surgical tuberculosis, namely, good food, fresh cool clear air, 
sunlight, vitamins, especially vitamin D, and calcium. 

The treatment of any case of spinal canes should be begun in a 
special institution, not only because the necessary plaster jacket or 
operation is best made or done there, but because the patient is 
properly taught the best way to live. 

SPLEEN, RUPTURED 

Rupture of an enlarged malarial spleen may cause death from 
'haemorrhage in a few minutes, buf, on the other hand, urgent 
symptoms may be delayed for several hours. These cases are very 
important from the medico-legal standpoint, and frequently give 
rise to considerable controversy. 

Examples of cases which have come under the writer’s notice 
(E. J. O’M.) are; 

A coolie running along the railway line caught his foot in a signal 
wire and fell across a rail. Urgent symptoms immediately super- 
vened and the man died within 20 minutes. The spleen was 
enormously enlarged. A syce received a comparatively slight blow 
on the abdomen. He did his work and did not complain until 

6 hours after the injury, when the symptoms gradually became 
much worse, death taking place after 15 hours. 

A punkah coolie was struck jn the abdomen about midnight. 
Next morning at 10 a.m. he started to walk to his home, a distance of 

7 or 8 miles. He walked the first 3 or 4 miles, then rode a pony. He 
collapsed and died on reaching his house. 

Post-mortem examination of these cases showed very extensive 
rupture, which would have caused rapid death. The explanation 
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apparent]}- is that the injury causes a haemorrhage into the sple^ 
su^Qd«, v.hich ultimately raptures the splenic capsule by 
distension. 


SYMPTOMS —These arc of abdominal injury’ Triih set ere 
internal haemorrhage. The blood causes dullness in the splenic area 
which steadily increases. 

TREATMENT. — Immediate operation is the only hope. The 
sureeon, standina on the nghl side, males a free incision through the 
leffrectus. The spleen bring exposed a damp is at once placed on the 
pedicle. If there are no adhesions the operation is simple, but when 
adhesions are presrat. the operation is long and tedious as all 
adhesions must be di^^d^d between double ligatures, then the 
spleen is turned forward and to the right, the castro-spJenic omentum 
and lieno-renal ligament bring diridsd l^twcen ligatures, care 
bring taVen that the tail of the pancreas is not injured. 

The pedicle is now dealt with from the posterior aspect and 
working from below- upwards, the sessels being separated with 
the fingers and double-licalunrd, tension on the pedide bring 
aioided. 

If ooaos is feared, the cas-ity left by rtiaD\al of the spleen should 
be packed with gauze; otherwise, tM abdomen should be closed. 
No serious ill-effects follow the removal of the spleen. 


SPLENIC A.NAEMLA 

Althou^ in India this disease is much less common than malaria, 
the writer has seen man> cases,- especially in chDdrcn, wroa^} 
diagnosed as malaria; k^-azar is another diagnoris sometinas 
made, but repeated ab^cc of the c^us^ti^e parasites and of any 
response to specific therapy should correct these errors. 

There art usually considered lo be two forms of the disease, the 
jus-ende (Banti’s disease) and the adult; there is al» the rare >-oo 
Jakseb's d:sease; the cbssical s>Tidroinc is enlareement of the 
spleen accompanied by microcytic anaemia and associated with or 
followed by cirrhosis of the hser, engorgement of the gastric seias, 
and haemaiemesis. 

In the adult type drrbiKis of the Iner does not occur, and the 
haematemesls is due more to a general haemorrhagic diathesis 
than to local conditions. 

TREATMENT.— Splenectomy is less popular cow than formeriy 
for two reasons: in the joscnilc lyyie it does not always present the 
bter onset of cirrhosis, and in the adult type cquaUy good results 
are cbimed for massise iron therapy and blood transfusions. 

SPRAINS (See also Dislocations.) 

Many a fracture in or rear a joint is dbgnoscd as “sprain”, so 
in all cases an X-ray photograph in two pbnes should be taken— 
screen examination is useless. If sj-mptoms of a “sprained wrist” 
persist, an X-ray photograph should be uken acaia after three 
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weeks, by which time a fracture of the waist of the scaphoid, invisible 
at first, may be seen. 

Roughly, sprains can be divided into two classes, (a) those in 
which there has been actual displacement, which means that a 
ligament has been ruptured, and (b) those in which the ligaments 
have merely undergone painful stretching. 

The former require immobilization tn plaster of Pans for 8~10 
weeks in order to allow the tom ligaments to mend; the latter 
respond to palliative measures such as infiltration with a local 
anaesthetic, cold-water bandages, massage, radiant heat, Elastoplast 
arranged so as (o take strain off the injured ligament, or, in the 
wse of the ankle, raising the heel and sole of the shoe on the 
injured side. 

SPRUE ' 

Although the aetiology of sprue remains obscure recent advances 
in treatment are encouraging. 

SYMPTOMS . — Tlte leading symptoms of the fully-developed 
disease are the<passage of several pale, frothy, bulky, fatty stools, 
particularly in the early morning, flatulence, sore tongue, macro- 
cytic anaemia, bypochlorhydna, lassitude and loss of weight. 

TREATMENT. — On the theory that sprue is a deficiency disease, 
nicotinic acid (300-500 mg. a day) and riboflavin (2-10 mg. a day), 
both of which are components of the vitamm B complex, have been 
given, together with large doses of crude liver extracts. If it appears 
that (he vitamins are not being absorbed from the gastro-intestinal 
tract they may be given by injection. A simple test is to give three 
or four tablets of nicotinic acid on an empty stomach; if the acid 
is being absorbed the patient soon flushes and feels a characteristic 
tingling. Should this not occur the test may be repeated later with 
a larger dose. 

Some years ago the writer had considerable success with daily 
doses of 4 c.c. of Campolon, Plexan or Hepatex T ; these were given 
for a week. Next week the injection was given every other day and 
thereafter twice a week. Mdre recently be has supplemented this 
with nicotinic acid and riboflavin and the results have been better. 

For the gastro-intestinal disturbances the old-fashioned “Simla 
Mixture” is excellent in mild cases. It is: 

B Bismuth. Salieylat gr. 20 

Liquor. Hydrarg Perehlor. . 5| 

Aq. Menth Pip. ad 5j 

New Drugs . — 

Thymine or 5-methyl uracil (Lederle; HofTmann-La Roche); the 
average dose is 7-5 grammes in wafer twice daily for 14 days, 
followed by 2*5 grammes twice daily for 16 days, and thereafter 
as required, a suggested maintenance dose being 2 grammes daily. 

Folic Acid (Lederle); Average dose 20 mg. daily for 14 days 
followed by a maintenance dose of 15 mg. daily; the substance is 
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non-toxic, but massive doses have no more effect than those 
mentioned. 

Very promising results haw foUon'ed the abo>e methods of 
treatment; the former particularly controls the “bowel component” 
and the latter the anaemia. 

Climate . — It is generally recommended that sufferers from sprw, 
who are often but not always Eurofwans, should lea\e the tropics, 
nc\'er to return. When this means leaving his only source of liveUhood 
the patient docs not welcome the advice. In India, a transfer from 
a damp to a dry chmatc can often be arranged, and when possible 
should be done, but not until real efforts on the abote lines, and by 
dieting, hate b«n made. Modem treatment has greatly improi'ed 
the prognosis, and both in ibis and in other diseases, “inwliding 
to the U.K.” should be considered a confession of failure, and not, 
as IS so often thought, equivalent to a cure. Scientific medicine is 
not leamt by “passing the baby.” 

STAMMERLNG 

The onset in adult life is rare; it generally begins in children 
between fiNe and six years, and it is of importance in the initial 
stages to insist on slow and deliberate speech with Urm vocal tone. 
If correction is earned out on these lines nervous stammerers wll 
not develop. In the developed case it is necessary to discover which 
part of the mechanism of speech is at fault; to discover this the 
patient should read aloud with an uncovered chest, and it will be 
found that it is either necessary to increase the vital capadiy of 
the lungs by breathing exercises, or to control expiration, or that 
the chest is not being kept full of air during speech. Re-cducational 
exercises are required in these cases, not psycho-analysis. 
STARVATION 

Patients with starvation require very gentle treatment, and an 
ordinary meal given to a starving man would probably kill him— 
if he could swallow it. 

It must be remembered that owing to disease and lack of nutrition 
the enzyme-forming and the nourishment-absorbing cells in the 
pancreas and small inieslinc are not working, antf they require 
very careful training to bring them back to normal. 

PROTEIN. — Shortage of protein is one of the chief factors in 
starvation, and although its repbeement is urgent it isalwj diflicuU 
because it cannot be absorbed by the devitalized tissues and because 
a certain amount of “fuel” is necessary to generate the energy 
required for its absorption. Fortunately the fuel is available m the 
form of glucose, but this, in turn, requires v itamin B for its oxidation, 
so teaspoonful sips of I0/i'-20% glucose with added vitamin B 
should be given slowly by the mouth before protein feeding is 
attempted. The vitamin D may be given by injection, crude liver- 
extract being an excellent form of it. 

Janet Vaughan and others, working at Belsen camp, found that 
for introducing protein nothing could compare with double-strength 
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plasma injections into the vein, one to two litres being given in 
24 hours for two or more days according to the condition of the 
paUent. Protein hydrolysates, that is, partly digested proteins with 
amino acids, although theoretically suitable, were a complete failure 
both by the vein and by the mouth. “The hydrolysates given by the 
mouth proved the worst fiasco of all. The substance had a very 
unpleasant flavour and many patients having taken 300 c.c. curled 
up and preferred to die rather than take any more. ... On the 
other hand, milk and glucose-vitamin mixture answered extremely 
wsU. There were not more than 5% of the patients at Befsen who 
would not take fluids by the motith. Many of these patients had sore 
ulcerated mouths ... it w'as found useful to flavour the milk 
with tea or coffee or other flavourings. Starving people craved not 
only for food, but for familiar food. There was no difficulty in 
getting them to take milk, and no abdominal discomfort followed, 
but it had to be given frequently, in small doses.” 

The preparation of hydrolysates therefore needs to be considerably 
improved before they can be wholeheartedly recommended. 

Further, she says : “There was danger in pushing fluids into these 
starved people. A litre of fluid given intravenously, together 
with what they wanted to take by the mouth, was probably 
sufficient.” 

Hugh Stannus, working among starving prisoners of war, records 
the following experience with a patient in the last stages of emacia- 
tion and dehydration and regarded as unlikely to live another day. 
“He had difficulty m taking his milk diet. It seemed to be a case 
demanding intravenous hydrolysates, but none were available, and 
the man was therefore given glucose-saline intravenous therapy, a 
crude liver-extract parcntcrally, and teaspoonful feeding with 
powdered liver substituted for milk diet. The response was dramatic, 
and a second case responded in like manner.” 

The writer’s expenence in hospitals in fndia has taught him that 
many starving patients will digest sweetened condensed milk when 
they wiU digest nothing else; it is also extremely palatable. 

In the case of vegetarian patients, a life-saving deception is 
permissible, and if they are given animal protein in the form of 
liver, plasma or egg albumen, they may be told quite truthfully 
that it is medicine. 

To sum up; give glucose and vitamin B first, then protein; give 
double-strength plasma intravenously if possible; everything by 
the mouth must be given in small, frequent doses. Do not give 
more than one or at most two litres of fluid by the vein in 24 hours. 
Give crude liver-extract parcntcrally; remember the value of 
sweetened condensed milk and powdered liver. 

These patients often have bacillary dysentery as well, for which 
sulphaguanidine will be required. If ^hydration from dysentery is 
very severe, consider giving hypertonic ^ucose-saline. 


STERILITI'—See Gynaecology. 
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STINGS AND BITES OF INSECTS 

MOSQUITOES AND SAND-FLIES.— Milton dabbed on with 
the finger is the best application as it is both neutralizins and 
antiseptic; ammonia, spint, menthol or solution of bicarbonate of 
soda are also effective. 

BEES, "WASPS AND HORNETS.— Examine wlh a magnifying 
^ass in a strong li^t to see whether the sting has been left in the 
skin; if so remove it by digging it out with a cl^n knife-point or 
needle, then apply a clean handkerchief soaked in a 10% solution 
of Milton or 2% ammonia. If the sting is in the wound do not squeeze 
it, b^use the bee often leaves the poison glands behind as well. 

Some people are more allergic to insect bites than others, and a 
hornet bite can cause very sewre local reaction with generally 
sweating and collapse. The treatment is the injection of adrenaline. 

In cases of multiple sdn^ the primary need may be to treit 
shock; hot drinks and injections of adrenaline and Coramine 
being the chief first-aid remedies. In Burma the writer saw several 
fatahries among adventurous soldiers hunting for honey in the 
jungle, and two in children who fcU into a hornets’ nest. 

SCORPIONS. — ^These bite chiefly at night and cause severe local 
pain and swelling; there may also be general symptoms such as 
collapse and faintness, but these are often due to fright. 

Treatment . — An injection of one or two c.c. of 2% Novocain or 
cocaine with a few minims of adrenaline gives the greatest relief. 
The venom may be sucked out of the wound and, if considered 
necessary, a proximal ligature applied. 

Centipede Bites. — ^Thesc are treated on similar lines, ammonia 
being a useful local application. 

Spider, and Tarantula Bites, — Treat as wasp or scorpion biles 
according to severity. 

Jellyhsh Stings, e.g., “Portuguese Man-of-War.’’— These are 
locally painful and may produce severe generd symptoms in the 
allergic. The usual local remedy is vinegar and the best general 
remedy is adrenaline, together with Coramine. 

Leech Bites. — ^To detach a leech, apply salt, vinegar or a lighted 
cigarette, and to stop the bleeding apply a firm pad and bandage. 
{See also Air Passages, Foreign Bodies in.) 

STOhUCH, CARCINOMA OF 
Recent indigestion in a middle-aged man always rallt for careful 
X-ray examination, a test meal, and examfnatiofl of the stools for 
occult blood, but even in early cases of carcinoma treated by partial 
oi total gastrectomy the recuirence rate h about 75% within five 
years. By the time a lump can be felt, curative treatment is usually 
impossible, and X-rays and radium have so far proved of little 
value in this disease. If there is obstruction with dilatation, a 
gastrostomy or enterostomy brings relief by preventing the dilatation 
and making it possible to feed the patient. 
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Washing out the stomach two or three times a day with a weak 
bicarbonate of soda solution may relie\« the pain and discomfort, 
but sooner or later morphia is n^ed in increasing doses, and in a 
killing disease of this sort there is no reason for withholding it; 
most patients die within a year of the diagnosis being made. 

STOMAQI, ACUTE DILATATION OF 
This sometimes occurs after operations and should always be 
suspected if the patient feels undue epigastric discomfort and has 
a rising pulse. In cases of doubt always pass a Ryle’s tube; this causes 
no discomfort and may save life. The contents of the stomach are 
aspirated with an ear syringe until no more comes away, and then 
measured. Aspiration should be repeated hourly or a gravity 
drainage apparatus fixed up. The tube must be left in place at least 
48 hours and not removed until Bailey’s “gastric mobility test’’ has 
been carried out. This is done by emptying the patient’s stomach 
by means of the tube and then giving him a measured quantity, 
e.g., 6 oz., of a weak methylene blue solution to drink. The stomach 
is emptied three hours later and httle or no blue solution should 
be withdrawn. 

Intravenous salines are given to replace the fluid lost. 

The foot of the bed should be raised, but modem opinion is 
against turning the patient on his stomach if the aspiration can be 
satisfactorily carried out with him on his back or his side. 

STOMATITIS 

ACUTE STOMATITIS.— This is generally a sign of debility, 
avitaminosis or some other general disease, which should be looked 
for and treated. Very occasionally, especially if there is ulceration 
of the cheek, the cause may be leukaemia. Swabs should be taken 
and examined when possible, and obvious local conditions such as 
carious teeth or badly fitting dentu/es appropriately dealt with. 

TREATMENT. — ^The mouth should be rinsed with normal 
saline, bicarbonate of soda or weak Milton solution after each 
meal ; the following mouth washes arc also useful. They are used 
undiluted. 

B Sod. Bicarb. gr- 20 B Potass. Chloral. . . gr, 30 

Boracis ... 5i Boracis . . . • . 3J 

Glycerin. . . . 5ij Tinct. Myrrh . . . . 3J 

Aq. ad Sviu Aq. ad . .. .. |vui 

In severe cases chemotherapy b the best treatment. Vitamins, 
especially ascorbic and nicotinic acids, should be given in full doses. 

APHTHOUS STOMATITIS.— This occurs in feeble young 
children as a crop of small greyish ulcers. 

TREATMENT. — General tonic treatment is required. Local 
treatment consists in gently swabbing out the mouth after each 
meal and applying glycerin and borax on the finger or on a swab. 
In resistant cases touch the ulcers with silver nitrate. 
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Hallam has had great success with the following mixture : 

P. Sodu Thiwulphal fr. 10 

Tioct. Card Co 5 

Aq.ad •• -- 3« 

Half an ounce to be taken three times a day after 
food for a week. (Aduti dose.) 

THRUSH.— This is distinguished from the abo\-e by the fact 
that it occurs as large wluie or greyisb spots, usually beginning op 
the tongue and sometimes spreading all oter the mouth. It is 
commonest in babies and is due to dirty bottle teats, but the writer 
has seen it in ^bilitated adults. The cause is a fungus or a jeast, 
Oidium albicans. 

TREATMENT. — ^This is as for aphthous stomatitis, and special 
care must be lahen to cleanse and disinfect all bottles, teats, pic. 
Hurst recommends the local application of sodium sulphate solution, 
one drachm to the ounce, after which the fungus is scraped off, or 
gentian siolet may be applied. 

When a localize ulcer, especially on the lip. is indolent, remember 
syphilis. A mucous patch here b htchly infective, as is a chancre. 

CANCRUM ORIS.— Thb is found in debilitated chDdren, 
especially after measles, but it may occur after smallpox or malaria. 

TREATMENT. — ^This b by intramuscular penicOlin, 20,000- 
40,000 units every three hours aHer an initial injection of 100,000 
units. Local treatment is by eusol dressings or sulphathiazole 
pow’der; plastic surgery may be needed later. 

ULCERATIVE STOMATmS (“Trencb Mouth”).— This is dne 
to Vincent’s spirillum, which may infect the sockets of the teeth. 
The condition is highly infectious— by means of toweb and eating 
and drinking utensils. 

The best local treatment is to apply Stovarsol, Novarsenobillon. 
or penicillin powder to the affected areas three limes a day after 
thorough cleansing with hydrogen peroxide and soap or a soapy 
dentifnee. Under thb treatment a startling improvement occun 
within 24 hours. Vitamins, especially nicotinic amd, 250 mg. daily, 
should be given, and the general be^tb attended to. 

The hea^y metaJs, especially mercury, and to a lesser degree, lead 
and gold, can also cause stojnatitb; gold acts indirectly by causing 
agranulocytosis. 

In India, a chronic iilceratire stomatitis develops inside the 
cheeks of people who have chewed “pan” for years; the teeth are 
generally affected by pyorrhoea. As the ulceration b very hkely to 
become malignant these cases must be watched carefully ; the “pan” 
chewing should be stopped and the area carefully examined after 
thorough cleaning. If there is any suspicion of malignancy, X-ray 
or radium treatment b needed. 

STONE— Sec Calculi. 

STRANGULATED HERNIA-^ee Hernia. 
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STRICTURE — See Urine, Retention, Extravasation and Sup- 
pression. 

SUBPHRENIC ABSCESS 

This is uncommon and occurs after peritonitis, especially that 
which follows perforation of a viscus. 

It is commoner on the right than on the left side and may resemble 
a liver abscess, but the base of the lung above it is usually affected. 

Diagnosis is best made by a good radiologist, but a needle may 
— or may not — strike pus. 

^ TREATMENT. — This is on the lines of the old operation for 
liver abscess, that is to say, the abscess is opened through one of 
the lowest intercostal spaces with careful precautions against 
infecting or opening the pleura ; a portion of rib may be excised as 
in opening an empyema. 

If the needle finds pus, the first treatment should be to wash out 
the abscess cavity, replace the pus by penicillin, 5,000 units per c.c,, 
and give chemotherapy. 

If the abscess tends to point it should be opened where it points. 
SUFFOCATION — See Drowned, Treatment of the apparently. 
SUNSTROKE — See Heat-Stroke. 

SUPPRESSION OF URINE— Urine, Retention, Extravasation 
and Suppression. 

SYCOSIS BARBAE 

TINEA BARBAE.— This form, the less common variety, may 
be acquired from horses or other animals or from dirty shaving 
brushes. The causative trichophyton will be found in scrapings 
taken for examination, but there is contamination of the hair 
follicles by the staphylococcus. 

Treatment is as for ringworm (< 7 .v.). 

STAPHYLOCOCCAL SYCOSIS.— This is a chronic pustular 
inflammation of the hair follicles of the beard; it may also affect 
the eyebrows or axillae. 

TREATMENT. — The hair should be kept shaved, or at any rate 
closely clipped, and crusts removed by swabbing with peroxide 
followed by boric lotion, after which the area is thoroughly dried 
and a penicillin cream applied. A good cream base is as follows ; 

E Lanettc wax SXl is ..f 

Vaseline / " " 15 parts of each 

Water to .... 100 parts 

A thicker cream can be made by using less water, even up to 
equal parts of the three components. 

The Lanette wax SX is shredded, and melted in a water bath and 
the Vaseline is added slowly with constant stirring. Warm water 
is now added in the same way and the crnulsion stirred until cool ; 
a concentrated solution of penicillin sufficient to make the strength 
in the emulsion 500-1,000 units per c.c. is now added and thoroughly 
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stirred in, after which the cream is put on ice or in the Fri^daire. 
It retains its activity for less than a week at room temperature and 
for more than a month if kepi cold. 

The cream should be applied twice a day for about a month, but 
rapid improvement occurs in the first few days. 

If Lanette w’ax SX is not obtainable an emulsion can be made 
of equal parts of arachis oil and mualase of traeacanth or acada. 

In sycosis an ointment is said to be fcss effccti^’e than a cream, 
but penicillin in Vaseline (SOd-l.OOO units per c.c.) has been used 
successfully. 

Intramuscular penidllin is not indicated in this disease. Sulpha- 
thiazolc-penicillin ointment may be used, but in the ssriter’s 
experience sulphathiazole alone or with flarinc in an ointment is 
disappointing. 

In severe cases It may be necessary to cause temporary epilation 
by means of X-rays, the greatest care being taken to apply the 
penicillin preparation as the beard begins to reappear, otherwise 
there may be a recurrence. 

SkTS’COPE — See Heart Disease and Shock. 

SYNOVmS, TRAU>UTIC 

This should be treated by rest, etoporating lotions and elastic 
pressure— weight bearing should be avoided untD effusion has 
disappeared. If the amount of fluid is large, aspirate; if the effusion 
tenc^ to become chronic a combination of pressure, splinting and 
counter-irritation, the latter by means of Scott’s dressing, which to 
be effective must be reapplied every third day. 

SWHIIIS-5ee Venereal Diseases. 

TABES DORSAUS — See hJervous System. 

TACHYCARDIA — See Heart Disease. 

TAPE SN’ORM — See Worms. 

TEETH — See Dental Surgery. 

TENDONS, DniDED 

The same principle applies as in nerve suture; never suture a 
divided tendon if there is any risk of sepsis, but clean-cut tendons 
in a clean wound may be stitched. 

If there is difficulty in finding the proximal end make a transverse 
incision about three inches proximal to the wound. 

There are twenty-three tendons round the wrist joint; make sure 
that you unite the nght ones. 

Stitches are apt to cut out; the best stitch is inserted as follows: 
ffl) Half an inch from the cut end pass a suture of linen thread 
or strong fine silk, with a needle at each end, right through 
the tendon. 

(6) Pass each needle obliquely through the tendon so that the 
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point emerges a little less than a quarter of an inch from 
the cut end. .... 

(c) Pass each needle obliquely so that the point emerges on 
the cut surface. Each side of the stitch thus has the shape 
of an “S" or “Z” with the lower limb dropped. 

(d) Do the same to the other end of the tendon and if necessary 

put a similar stitch at right angles. . 

(e) Tie the knots between the divided ends of the tendon and cut 
the ends short. A smooth surface of normal diameter is 
thus left in the tendon sheath 

When the tendon sheath has been destroyed or damaged the 
writer has used sterilized amniotic membrane to form a gliding 
surface wth some success. . .1 . .. 

A tendon takes about 10 weeks to unite, but gentle active move- 
ments may be begun after about a month. The tend P 

' ™fnex“oSro7ih= fingers are bes. um.ed by Bove's method, 
quoted by Bailey: 

( 0 ) Expose both ends, of the tendon. 

(cj Abom hSf^an inch above and below the cut transflx the 
(d) Sr=‘*.“eSiS Sr.?cfeVr°D™1ine s.lk stitches and close 

(c) Put the^wcil-llexed linger m plaster of Pans which incorporates 
the pins. 

When both the sublimis and the proftindus flexors are cut m 
their sheath, suture the profundus only. 

TENO-SYNOVITIS .. r . 

Unless due to tubcicic, gonorrhoea or tot 

case of teno-synovitis of more than a few day about 

treated by complete immobilization in ,f all 

two weeks, after which active movements will 

signs of inflammation have disapi^i^. A . j.^ • jjjonid be 
help to combat any low-grade infection and septic foci sdoma 
eradicated. 

TESTICLE, UNDESCENDED . 

In cold weather, put the patient in a b?* bath to ma 
case really is one of undescended b, . jgyeloped. 

readdy retracted out of the scrotum are fair^and repeated 

In all cases hormone therapy «-ven if operatmn is 

trials before operation is considered, and even “ °perai 
performed hormones should be S'vcn before unnecessary to 

There arc rarious types “:L°'Scnt‘S'i?Xr- 

reniark that the prognosis ts much better m R P or some 

wise normal than in one with dystroplua adiposo-geniiaiis or 
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a wound which is possibly contaminated by a herbivorous animal’s 
dung. 

DIAGNOSIS. — In the writer's experience the “risus 5ardonicus”> 
a fixed, mirthless smile, is a trustworthy early sign and leads one 
to look for others, such as trismus, neck rigidity, abdominal rigidity, 
and a recent, tender wound, which may have healed or not. The 
writer has seen cases of early tetanus variously diagnosed as menin- 
gitis, cerebral malarja, rabies, or perforated viscus — but they all 
had a risus sardonicus. 

PROGNOSIS. — If symptoms appear in the first week after 
infection the patient will probably die; in the second, he may die; 
in the third, or later, he will probably live. 

TREATMENT. — As in many other diseases, "shock tactics” 
appear to be the best in tetanus, so as soon as the diagnosis is 
made 200,000 (two hundred thousand) units of tetanus antitoxin 
should be given intravenously with half a c.c. of adrenaline solution. 
On the French theory that because anaesthetics arc soluble in the 
lipoids of the nervous system they help to eliminate tetanus toxin, 
a general anaesthetic may be given beforehand. 

Between fiRy and a hundred thousand units of serum are given 
daily thereafter until convulsions cease. 

Much argument has taken place about the efficacy of intrathecal 
antitoxin, the prevalent view being that it is useless by lumbar 
puncture but useful by cisternal puncture (for method, see Cisternal 
Puncture) in doses of about 50,000 units. E\en so, the case is not 
proved and posterior basal meningitis is a reported sequel. The 
intravenous or intramuscular route is therefore recommended. 

Penicillin . — This should be given at the earliest possible moment, 
the sooner it is given the greater being its effect; as it does not 
neutralize the toxins it should be given in conjunction with anti- 
toxin, not alone; 20,000-30.000 units intramuscularly every three 
hours is the usual dose. 

Treatment of the wound . — A fresh wound should be excised when 
possible, smaller wounds may be washed with hydrogen peroxide 
or permanganate of potash, or filled with penicillin solution, 1,000 
units per c.c. \^en symptoms appear, a septic wound should have 
routine treatment, but an apparently clean or healed wound may 
be excised in order to remove the focus of tetanus bacilli; or it may 
be left alone, on the theory that a natural barrier has formed and 
should not be destroyed. 

General treatment. — Silence, peace and semi-darkness arc the 
primary necessities. In no disease is it so harmful “to wake the 
patient in order to give him his sleeping draught”. At the same 
time, adequate nourishment is required, not always an easy matter 
when the jaws are clenched. A quiet and careful nurse can do a 
great deal by gentle use of a feeder containing egg flip, Horlicks, 
Benger’s Food, or some such easily digested food. Alternatively, 
a baby’s feeding bottle, mlh an enlar^ hole in the teat, may be* 
invaluable ; even if the teeth are clenched, the patient can still suck. 
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and the food finds its t^'ay round and betw-esn the teeth. If the 
above methods fail, nasal feeding will be required, or rectal or 
mtra^enous glucose-salines. 

Control of Spasms . — Curarine and M)-anesm, in doses 

sufficient to control the spasms but not to ckpress respiration unduly, 
are stron^y recommended. The drugs may be psrn intramuscularly 
when the effect of the previous dose b^ns to vi.'ear off (usually 
between one and three hours) or by intravenous drip. A dose of 
Prostigmin with atropine should be kept ready in a syringe in case 
respiratory paralysis or bronchial spasm should develop. 

Other remedies are sodium bromide, 30-60 grains 4-houriy; 
rectal paraldehyde, one drachm in one and a half ounces of norm^ 
salme per stone of body-weight, the maximum being 8 drachms in 
12 ounces of saline; or rectal Aveitin (bromethol), 0*1 c-c. in 25 c.c. 
distilled water per kilo (2^ Ib.) of body-wei^t; by the mouth 
Sodium Amytal, 3 grains every hour until the spasms are controlled, 
or Cyclonal, by the vein in severe cases. Failin g the above, hgbt 
cUoroform anaesthesia may be given. 

It must be remembered that many of these patients die from 
heart failure and exhaustion, caused by the convulsions, which are 
^so very painfuL As' already remark^ the situation is desperate 
if symptoms come on early, so desperate remedies are seeded; as 
m eclampsia, so in tetanus, the best way to save life is to prevent 
convulsions. Antitoxin cannot immediately detoxicate the damaged 
nervous tissue, but it can protect it from further injury, and curarine 
or the anaesthetics give the patient the chance of remaining alne 
until nature begins to repair the damage. 

TETANY 

As this is due to a low blood-calcium it may be reheved with 
dramatic suddenness by an intravenous or intramuscular injection 
of a caldum preparation such as CoUosol Calrium, C^dum ^ndoz 
or calcium gluconate; alternatively, 10 grains of caldum chloride 
may be given intravenously. 

If there is defident caldum absorption, as in chronic diarrhoea, 
coeliac disease, sprue or uraemia, it is advisable to continue in- 
jections once or twice a day ; if. as in rickets, the defident absorption 
is due to lack of vitamin D, this sbotdd be given ; finally, if there is 
lack of calcium in the diet this should be supplemented and vitamin D 
given at the same time to ensure alKorption- Liberal quantities of 
fresh milk and green vegetables should be given as well. In small 
children, tetany is most commonly -due to rickets or chronic 
diarrhoea. 

THREADV\’ORMS — See Wonns (Intestinal). 

THBUSH — See Stomatitis. 


THYROID DISEASE — See Goitre. 
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nc DOULOUREUX — See Nervous System (Neuralgia). 

TINEA CRURIS— See Dhobie Iteh. 

TINEA VERSICOLOR (Pm’RIASIS VERSICOLOR) 

This is a common and harmless fungous infection of the skin of 
the trunk by the Microsporon fiafur'y on light skins it looks brown, 
and on dark skins, grey. 

TREATMENT. — Wash the skin with soap and warm water, d^ 
it and then apply a solution of sodium thiosulphate (photographic 
"hypo”), about one part of crystals to two parts of water. The 
treatment is repeated daily for four or five days and the clothes 
are disinfected. 

TINNITUS 

This may be referred to the head generally or to one or both ears 
and may accompany any type of deafness, including that occurring 
in anaemia, renal and cardiac disease and that due to the adminis- 
tration of sodium salicylate and quinine. See special article on 
Diseases of the Ear, 

TOE NAIL, INGROWING 

If the case is seen before ulceration has begun, cut the nail square ; 
this cleanliness and general attention to the feet ma^ cure the 
condition. Otherwise Sir Watson Cheyne’s operation is recom- 
mended; under general anaesthesia a Hap is cut from the outer side 
of the toe by entering the knife beyond the granulations and cutting 
to the extremity. The nail is now split from the free edge to the base 
by scissors, rather less than half of the affected side being removed, 
the corresponding portion of the matrix being removed back to its 
farthest point. If any portion of this matrix is left, the operation 
will be a failure. The flap is now united by sutures to the raw area 
from wluch the nail was removed. 

TONGUE, DISEASES OF 

TONGUE TIE.— It is extremely rare for the condition to persist 
as development of the tuberculum impar continues during infancy, 
therefore division is seldom necessary. On the other hand, tongue 
swallowing results from extreme length and looseness of the fraenum. 

WOUNDS OF THE TONGUE.— These arc usually from the 
teeth; haemorrhage is not severe except in some deep punctured 
jvounds. Temporary arrest can then be made by hooking fom-ani 
the whole tongue with the finger, thus putting the lingual arteries 
on the stretch. 

ACUTE GLOSSITIS.— This is due to either staphylococcal or 
streptococcal infection. The swelling may extend to two or three 
times the normal si2e. Two lonptudinal incisions, half an inch 
deep. In the dorsum cause immedjaie relief and usually raoid 
clearing up. P 
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INFLAMMATORY DISEASE. CHRONIC.— The lollovi-ins is 
Butlin's classification: 

1. Erythema migrans. 5. Herpes. 

2. Dyspeptic tongue. 6- Leucoplakia. 

3. Furrows and wrinkles. 7. Tuberculous. 

4. Glossodynia exroliath’a. 8. Vitamin B complex deficiency. 

Speaking generally, the treatment of these conditions is cleanliness 
of the mouth and the use of a chlorate of potash mouth-wash, and 
the avoidance of all sources of irritation. Radium is not benefioal 
in cases of leucoplakia, and Bulhn is averse to interference unless 
definite warty conditions are present. A paint of chromic and 
1-2 gr. to the ounce and ointments are useful applications to the 
tongue. The following are recommended by Butlin : 

B Glycer. Acidi Carb .. nj JO R Ung._Acidi Bonci .. 5s* 

Spint Chlorofonni . . 5ij Coeainae Hydrochlor. . . gr. 3 

Tr. Myrrh .. .. 5n Hydrous Lanolm .. 5** 

Eau-de-Cologne ad . Jiv To be gently rubbed into the longue 

Two teaspooofds in 4 oz. wana at bed-ume. 

water. 

Chemotherapy is also required. 

ULCERS OF THE TONGUE.—These are merely a further stage 
of the above conditions. Butlm’s classification is: 

1. Simple. 6. Mercurial ulcers. 

2. Dyspeptic. 7. Tuberculous. 

3 Herpetic. 8. Syphilitic. 

4. Traumatic. ' 9. Malignant. 

5. Ulcer of the fraenum. 

The tongue may be attacked by syphilis in any of the three stages. 
Butlin’s warning must be repeat^ : “Notbing leads to greater errors 
in diagnosis and treatment than to sec syphilis in every form of 
obscure affection of the tongue, or to persist in the diagnosis of 
syphilis when a short and vigorous administration of anti-syphilitic 
remedies has proved of no service”. 

CARCINOMA OF THE TONGUE.— Treatment of this con- 
dition has undergone revision partly as a result of the introduction 
of diathermy and partly of radium therapy. All that can be said at 
present is that radium m certain types of cancer of the tongue gives 
as lasting results and is considerably less dangerous and mutilating 
than the radical measure of excision. The use of diathermy, either 
by the diathermy knife for excision or by the button for slowly 
cookmg the growth, has lessened the dangers of operation. As 
regards the cervical lymphatic glands these must cither be removed 
by block dissection or treated with the radium collar. While radium 
may ultimately prove the better treatment, at present it is wiser to 
exase the glands on one or both sides according to the position of 
the growth, irrespective of what treatment is used for the tongue. 
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TONSILLITIS 

ACUTE TONSILLITIS. — This common disease is best treated by 
chemotherapy, combined with local applications. Most cases will 
yield to a combination of sulphadiazine, two tablets four times a 
day, and the local application of penicillin-sulphathiazole powder 
(100,000 units to a drachm) at frequent intervals. Alternatively the 
following gargle may be used : 

E Acid. Carbolic. Liq. I _ 

Liquor. Potassae [ aa 

Tinct. Lavand. Co. J 

Glycerin, .. .. . . .U 

Aq. ad .. . Jviit 

To be used frequently with an equal amount of hot 
water. 

Sulphadiazine tablets must be given for at least five days otherwise 
the inflammation will recur. 

Severe cases should be given intramuscular penicillin three»hourly. 

AVhenevcr possible, a swab should be taken to exclude diphtheria. 

CHRONIC TONSILLITIS.— The best treatment is removal of 
the tonsils. 

Aaite P/ioryngitis is treated in the same way as acute tonsflhtis. 

QUINSY OR PERITONSILLAR ABSCESS.— Many early cases 
resolve under chemotherapy. If an abscess has to be opened, proceed 
as follows : 

(а) Take a cataract knife, and bind some sticking plaster round 
the blade, half an inch from the point. 

(б) With the point of the knife open the abscess about half an 
inch lateral to the base of the uvula. 

(c) If pus does not escape freely, thrust a pair of sinus forceps 
into the incision and open them. 

(d) As soon as the abscess is opened, the patient puts his head 
down, so that blood and pus run out of his mouth. 

TONSILS AND ADENOIDS 

Examination should be made with a good torch or head-bght and 
the patient’s tongue gently pressed down with a spatula ; this is also 
used for squeezing pus or caseous material out of the crypts. Many 
patients can show their tonsils without the use of a spatiUa but the 
examination is necessarily less thorough. Palpation of the tonsillar 
glands behind the angles of the javr, together with the rest of the 
glands of the neck also forms part of the examination. 

Adenoids can be seen with a post-nasal mirror by those 
accustomed to its use, but to get a satisfactory view it is generally 
necessary to spray the pharynx with a local anaesthetic and to draw 
the soft palate and uvula forward. Alternatively, a finger hastily 
thrust up behind the soft palate may convey the necessary informa- 
tion ; it may also get bitten. 
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If it is decided to rcttiose the tonsils, the adenoids can best be 
examined at the time of the operation and removed if present, but 
occasionally they are present without any accompanying enlargement 
of the tonsils. The writer has seen this in children, and once in a 
man of 53, m whom it svas causing a chronic middle-ear catanh, 
with incipient deafness. 

In India adenoids appear to be less commonly associated with 
enlarged tonsils than in Europe. 

TONSILLECTOMY. — ^Indiscriminate tonsilleclomv is now, 
mercifully, abandoned, but removal of the tonsils, and adenoids if 
present, should be advised in the following conditions: 

(n) Chronic hj-pertrophy; this is commonest in children (in whom 
the best age for tonsillectomy is between four and six), but is 
often seen in adolescents and adults. 

(6) Chronic or repeated inflammation, as shown by chronic or 
repeated enlargement or tenderness of the tonsils and tonsillar 
glands or by the presence of caseous material in the tonsillar 
crj’pts. This can tx squeezed out by gentle massage and often 
has a foul smell, which it has been imparting to the' patient’s 
breath. 

(c) When the tonsils are justifiably suspected of forming a septic 
focus. 

(d) Many cases of tuberculous glands in the upper part of the 
neck ace infected from the tonsils, which should therefore be 
removed. 

(e) Certain cases of acute nephritis and of rheumatic fever of 
recent origin have been reported as benefiting from tonsill- 
ectomy, but the value of the operation for such cases is 
very doubtful. 
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METHODS OF TONSILLECTOMY.— Whatever method is 
used the tonsils must be rcmowd completely. If a tonsil grows 
again it has not been properly taken out. There are two methods, 
enucleation with a blunt guillotine and dissection. 

Enucleation. — Enucleation with a blunt guillotine is suitable for 
most cases of enlarged tonsils in children and adults, and is quickly 
carried out, so only a short anaesthetic is required, but it is some- 
what of a conjuring trick. The late Mr. Rutherford Morison, after 
successfully performing the operation on the child of wealthy 
parents, sent in a bill for fifty guineas; the parents demurred, 
whereat Mr. Morison replied: “I charge five guineas for the opera- 
tion and forty-five for knowing how to do it”. 

Anaeslhetic . — The usual premedication with morphia gr. J, 
hyoscine gr. (adult dose), is given about an hour before operation 
unless intravenous anaesthesia is to be given. In India, chloroform 
and ether, ethyl chloride and chloroform, or intravenous Cyclonal 
are generally used. If ethyl chloride is to bt given, insert the mouth 
gag first because there may be spasm of the jaw. The patient lies 
on his back, with the head well lowered, or on the right side. 

Method.-^ 

(d) As sooQ as the jaw is relaxed the patient is ready, so insert 
the mouth gag, the Davis-Boyle or Doyen’s being the best, 
and open the jaw reasonably widely. Too wide opening 
may dislocate the jaw, but this is easily reduced. If breathing 
is obstructed draw the jaw fonvard. 

(b) Inspect the tonsils (Fig. 34 (a)). 

(c) Taking the right tonsil first (Fig. 34(6)) insert the nng of the 
guillotine behind and below it, being careful to include the 
lingual pole, which can be made more prominent by 
drawing the tongue forward. The window of the machine 
is preferably oval in a transverse diameter and the blade 
must be as blunt as a butter knife. 

{d) By means of the ring, press the tonsil firmly forwards and 
draw it towards the middle line, until the guillotine lies 
more or less horizontally across the mouth (Fig. 34 (c) ). 

(e) With the left thumb press on the anterior pillar of the 
fauces until a definite dimple is felt by the thumb. This 
indicates that the whole tonsil is inside the ring and that 
the pillars of the fauces arc practically turned inside out, 
and IS the most important part of the operation (Fig. 34 (d) ). 

(/) When the dimple is definitely felt, firmly close the blade, 
hold it tightly closed and keep it motionless for ten seconds ; 
this insures that the vessels are \rell crushed and prevents 
bleeding. ' 

(g) Still keeping the blade tightly closed, pronale the right 
hand and thus twist the tonsil gently but firmly up into the 
nasopharynx, the “tour de mailre”. A little force is some- 
times needed to drag the tonsil out of its bed (Fig. 34 (c) ). 
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(ft) Attend to faaemosUsis by means of swabs on forceps and 
then remove the left ton^ the right hand of course being 
supinated for the “tour dc maitre”. If the patient shosre 
signs of coming round, it is best to deal with the left tonsil 
straight away, a skilled operator being able to do this by 
feel if the view is obscured by blood. 

(i) Pass the adenoid curette (the writer prefers St. Clair 
Thomson’s) well up into the nasophar^Tix and tilt the handle 
towards the patient’s head to ensure that the blade is 
agamst the posterior walk Give two clean swreps, one on 
either side of the middle line, and remove the instrument 
with the adenoids clio^g to it 

O') Take out the gag, turn the patient on his side so that all 
hlood runs out of the moii^, and apply plenty of iced 
water and swabs to the neck; haemorrhage is usually 
slight and ceases in a few minutes. 

If recurrent or persistent haemorrhage occurs, apply a swab 
soaked in Thrombin, Haemoplastin, Coagulen Ciba, Stypi'COj or 
some similar preparation. If this does not stop the blc^isg it is 
best to aoaesthedze the patient insert a mouth pg, see the bleeding 
point spply a haemostat and if possible lipture it; if this is im' 
possible, leave the haemostat 'm place for 4S hours. 

flirrect/o/i.— This takes longer and is more difficult; it also 
juices first<lass anaesthesia, preferably intratiaebeal, altbou^ 
it can be done under intras'enous anaesthesia. A good head*Ught is 
an absolute necessity. For patients above the age of 16, local 
anaesthesia by Morey’s method is the best Dissection properly 
done ensures complete removal of both tonsils and ts the only 
method allowed in London County Council schools. 

Method . — ^Dissection in children below the age of 16 is carried 
cut as follows : 

(o) When the patient is properly anaesthetized draw him along 
the table until his bead is nghi at the end, with a sand-bag 
supporting the shoulders. Insert the Davis-Boyle ^g, which 
also depresses the tongue, and make certain, by the help of 
an assistant, or by fixing the special attachment, that the jaw 
is kept forward, otherwise breattung will be impeded; this 
also occurs if the tongue depressor is too short. 

(6) Sitting on a stool at the bead of the table, c.t3mine the tonsils 
with the head-light. 

(c) If intratracheal anaesthesia b being giien, pack off the 
phasyr*. 

(</) Draw the soft palate and uvula forward, under direct vision 
remove the adenoids if present, and attend to haemostasis. 

(<) Amputate the uvula. 

If) With an angled vulsellum forceps draw the right tonsil gently 
towards the midline. 

(g) With a sharp knife incise the mucous membrane along the 
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stretched edge of the anterior pillar of the fauces and over 
the top of the tonsil to the posterior pillar. 

(h) Using a pair of curved, blunt-pointed scissors separate the 
tonsil from the anterior pillar by blunt dissection, working 
from above downwards, and complete the separation in the 
most convenient manner (the writer uses a small swab held 
in a long pair of dissecting forceps, with which he rubs the 
tissues off the tonsil). 

(/) When the whole tonsil is free except for the lower pole, clamp 
the latter with a pair of Kocher’s forceps, wait 10-15 seconds 
and then twist out the lower pole and tonsil complete. Some 
operators divide the pedicle with a snare, but (he writer 
finds the Kocher’s forceps easy and convenient. 

(J) Attend to haemostasis and remove the other tonsil in the 
same way. 

Morey’s Bloodless Method.— This method, described in the 
BrUish Medical Journal (25.12.43), differs from the above in the 
position of the patient, who is operated on sitting up, and in the 
nature of the anaesthesia, which is local. No mouth-gag is required 
but a tongue depressor is usually employed. The method is as 
follows, and premedication is as above (morphia gr. hyoscine 
gr. 7 ^ an hour before operation), 

U>cal Anaesthesia.— "Itn minutes before injection the pharynx 
is sprayed with a 10% solution of cocaine mixed with an equal 
amount of adrenaline solution. Five injections, each of 5 c.c. 
Novutox are made into each tonsil area.” (The writer uses the same 
quantity of 1 ; 1,000 Anethaine or Nupercaine with the addition of 
i c.c. of adrenaline solution to each 10 c c. ; Novocain may be 
used similarly.) “The first injection is made at the top of the anterior 



Fig 35 —Tonsil areas for injecting a local anaesthetic, 
pillar with the tip of the needle (which is bent to nearly a right- 
angle) pointing downwards and slightly outwards. The second is 
made in the middle of the pillar, I cm. from the free border, with 
the needle pointing directly downwards. The third, and most 
important, is made at the juneffon of the anterior pillar and base 
of the tongue, the needle being pointed downwards and inwards. 
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For the fourth injection the point of the needle is inserted behind 
the posterior pillar, as high as possible in an upward direction, the 
syringe being drawn over into the opposite angle of the mouth. The 
fifth inj'ection is made behind the posterior pillar as low as possible, 
the point of the needle being directed downwards and outwards, 
with the syringe drawn well over into the angle of the mouth (see 
Fig. 35). ^Vhen the inj’ection of both tonsils has b«n completed 
there will be considerable local swelling due to the inj’ectcd fluid. 
The patient should wail for not less than ten minutes before dissec- 
tion is begun, so that absorption may properly take place". 

With y^ethaine or Nupwainc a wait of about 15 minutes is 
usually better. 

The operation, ercept for the position of the patient and the fact 
that adenoids are not removed, is on the same lines as that described 
abovei the uvula can be amputated, if long. 

TREATMENT AFTER TONSILLECTOMY.— The patient is 
returned to bed, and injections of morphia are given if required, 
care being taken not to overdose a child. Aspirin by the mouth i$ 
also comforting. The mouth should be rinsed out. but gargling is 
not advised if painful. The patient is allowed up after 24^8 hours, 
and a purge is given in order to help elimination of anaesthetic 
and swallowed blood. Ice-cream forms an .important and soothing 
pan of the diet and is greatly appreciated by children. If the adenoids 
have been removed and there is a history of ear trouble, give 
prophylactic sulphadiazine or penicillin for a few days. 

Work may be resumed after 10-14 days. 

TORTICOLLIS 

CONGENITAL TORTICOLLIS.— The aeUoIogy appears to be 
similar to that of talipes, and is probably an ante-natal maldevelop- 
ment of the stemomastoid muscle, usually on the right side; the 
face is generally smaller on the affected side. 

Treatment is by tenotomy or, better, by lengthening the muscle 
by means of a Z-shaped incision in its lower "half, that is, below 
the entrance of the spinal accessory nerve. 

SPASMODIC TORTICOLLIS. — This is a neurosis sometimes 
associated with the patient’s occupation. It is commonest in middle- 
aged people. 

Treatment is unsatisfactory, but section, or alcohol injections, of 
the spinal accessory nerve shortly after its exit from the jugular 
foramen has met with some success. Suggestion therapy, either by 
hypnosis or under barlaturafe a'nacsthesia [see Hysteria) is a 
promising method of treatment. 

TRACHEA — See Air Passages and Oesophagus, Foreign bodies in. 
TRACHEOTOMY— See Larynx. 

TRACHOMA— See Eye. 
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TRANSFUSION— 5ee Blood Transfusion. 

TRICHIASIS— Eye. 

TRIGEMINAL NEURALGIA — Sec Nervous Diseases (Neuralgia). 
TROPICAL ULCER— 5ee Ulcers. 

TUBERCULOSIS OF THE LUNGS— Pulmonary Tuberculosis. 
TYPHOID — See Enteric Fever. 

TYPHUS FEVER 

The group is a large one and at least 50 different names have 
been given to various types at various times. 

Megaw, who himself suITercd from and then described the first 
recorded case of tick typhus, classifies the typhus group as follows. 
LOUSE TYPHUS (Epidemic Typhus) 

Transmission is from man to man by the faeces of the louse, 
which becomes infective within a week or ten days of biting an 
infected person. The louse then bites a non-infectcd person and 
defaecates close to the bite; the patienMo*be scratches the bite and 
rubs in infected louse faeces; between JO and 14 days later the 
disease develops. 

TICK TYPHUS (Rocky Mountain Fever) 

Transmission is by a tick infected from a rodent such as the rat, 
the field-mouse or perhaps the common tree-rat (chipmunk, galeri) 
(Megaw told the writer that he thought the historic tick which 
infected him fell from a tree). There is also evidence that ticks 
transmit the infection to their progeny. “Infection usually enters 
through the puncture made by the tick in the act of biting, but it 
can also enter through the conjunctiva when the eyes arc rubbed 
by a finger which has become infected through handling ticks from 
dogs” (Megaw) 

One Sunday evening a friend of the writer’s in New Delhi went 
for a stroll in her garden and was bitten “by some insect” which 
left quite a noticeable puncture on her leg. On Tuesday evening 
the writer was asked to see her because she bad fever with a rigor; 
this was the beginning of a typical attack of tick typhus. 

FLEA TYPHUS (Murine Typhus. Urban Typhus) 

Transmission is from rats by means of rat fleas. The disease is 
probably much commoner than is generally supposed, and is often 
found is seaport fOHTis, particuhrly round tbe Medherranean. 
MITE TYPHUS (Tsutsugamushi, Scrub Typhus, XK Typhus) is 
another form of typhus which is probably the cauie of many un- 
explained fevers. 

Transmission to man is by mite lapae whose parents have become 
infected from rats or mice, to which clusters of them cling. The 
larvae probably feed on human beings for several days, and attach 
themselves to persons sitting or lying on the ground, or standing 
with bare feet in an affected area, which is usually close to water. 
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Q Fever, which occurs among Australian butchers, and Trendt 
Fever, which w-as A'cry common in Woild War I and w-as caused 
by lice, are now included in the typhus group. 

Megaw considers that many of the cases of “Fes'er”, lasting for 
8 or 10 days without any localizing symptoms, which occur ia India, 
especially during the autumn, are mild attacks of mite typhus. 

Brill's Disease, which occurs in the U.SA., is probably Ioum 
typhus, and the fTeire Boutoivteuse of the Mediterranean coast ts 
probably tick typhus. 

CLINICAL FEATURES.— The typhus group has certain 
features in common : 

Infection is comeyed by a body parasite. Only louse typhus is 
conseyed from man to man, the other sarielics come from rodents 
or occasionally birds. 

77ie Cttusathe Organism is one of the larger filter-passing saruses 
belonging to the general group Riekeusia. These arc snsiblc under 
a high-power microscope. 

The Incubation Period is usually 10-14 days but may be as short 
as 48 hours or as long as 24 days. 

TTie Bask comes out about the fourth day, beginning as rose 
spots and later becoming petechial or purpuric, but there may be 
no rash in mild cases. In louse and Ilea typhus Ibe rash seldom 
appears on the face, palms or soles, but the reverse is irtie of the 
other Mtrieties. 

The Fever lasts for about 14 days but for only 7 or 8 days m 
(be mild types. Resolution is by crisis or lysis and convalescence is 
rapid and complete once (he temperature has become normal. 
Many patients after recoA'cty say that they feel “belter than they 
have felt for months”. 

27jc JVeil-Felix Reaciion. that is to say, agglutination of a 
suspension of Proteus OX 19 orOXKbadffi is given by the patient's 
serum after about the first week, but may be delayed. As with the 
Widal reaction a “rising titre” must be piesenl for the test to be 
positive. The complement fixation test is also positive. 

Leading Symptoms are fever, headache, mental torpidity, insomnia, 
with delirium m severe cases, constipation and a skin rash. 

Morlality is severest in the lousc-bome variety, in which the 
percentage is roughly the same as the age of the patient, but it 
varies greatly in different eiMdemics and’^diff'erent varieties; it is 
higher in debihtated than in previously healthy persons. 

Prophylactic Inoculation is effective, tbe vaccine being prepared 
by Rowing Rickettsiae on embryo chicks. A specific vaccine is 
required for each variety, 

PREVENTION. — ^The lome-bome type is completely prevented 
by spraying all clothes and contacts with D.D.T. or Gammexane 
powder. Tbe other types are best prevented by destruction and 
avoidance of rodents and thor parasites. In the prevention of tick 
typhus it is important to remember that a starving tick does not 
transmit the disease; persons in an endemic area should therefore 
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watch carefully for ticks and remove them before they have had 
time to have a blood feed. 

Dibutyl phthallate, rubbed into the clothes once every two 
months is one of the best repellents against mite typhus. The effect 
survives three washings of the clothes. 

TREATMENT. — Penicillin in the usual doses is perhaps the most 
effective remedy and should be given until the temperature has been 
normal for 24 hours. The writer has had some success with twice- 
daily intravenous injections of 10 c.c. of 10% hexamine. General 
treatment is as for any continued fever, delirium and insomnia being 
treated by barbiturates, headache by aspirin or other analgesic, 
hyperpyrexia by tepid sponging, and constipation by laxatives. A 
nurse is essential. 

ULCERS 

An ulcer has been desenbed as “half an abscess" and the 
characteristic lesion consists of an area of granulation tissue replac- 
ing skin or mucous membrane. Another characteristic of ulcers is 
their chronicity. 

TRAUMATIC ULCER.— This is perhaps the commonest, and may 
result from a wound, a blow, a burn, or pressure, as in a bedsore. 

rreamienf.— Cleanliness and rest and the avoidance of repeated 
washings and dressings, which remove the delicate newly-forming 
epithelium. Pcnicillin-suiphonamidc Vaseline or Elastoplast is 
an excellent dressing. 

X-RAY ULCER.— This is characterized by its painfulness, its 
depth and its chronicity, the devitalized tissues taking many months 
to heal. 

Treatment. — Ultra-violet light in well-controlled doses helps 
healing and the remainder of the treatment is chicfly'by rest and the 
avoidance of infection. Excision and skin grafting is apt to be 
disappointing because of the diminished healing power of the 
tissues. 

INFECTIVE ULCERS.— These may be due to any of the infective 
granulomata such as tubercle, yaws, syphilis, actinomycosis, leprosy, 
glanders, granuloma inguinale, or “tropical” ulcer (see below). 
TROPHIC ULCERS.— These occur when there is a lesion of the 
nerve supply of the part, as in the very severe ulcers that are so 
common after spinal injuries. A sub-variety is the perforating ulcer 
found in tabes dorsalis, syringomyelia, diabetes and leprosy. 
SEPTIC ULCERS. — These may occur in a debilitated patient or 
in association with dead bone or a foreign body, which may be 
felt if an apparent ulcer is carefully probed. 

VARICOSE ULCERS. — These ate common in the lower third of 
the leg (contrast syphilitic ulcers, which occur in the upper third). 

Treatment. — Pnmarily this is to cure the varicose veins (^.v.). 
Local treatment by the prolonged application of Elastoplast is 
both simple and efficient. Strong antiseptics must be avoided but the 
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application of Tyrothiidn {see Chemotherapy) has had -very good 
re^ls. .. t. - j 

An old-fashioned fasourite is Unna’S paste, which is made as 
follow’s: , 

Dissolre 2 oz. gelatin in 8 oz. of water which is jurt boumg, 
then add 11 oz. gljrerin, stir and slowly, add 4 oz. of zinc oxide, 
stirring well and allow to cooL The paste should be wnimed before 
application in order to liquefy it and then painted thickly o«r the 
ulcer, after which a light dresang is appl^. The dressing should be 
changed as seldom as posriWe. 

In resistant cases the writer has bad considerable success with skin 
grafting. 

MALIGNA24T ULCER.— This is a rodent ulcer or an epithelioma. 

Treatment is by radium or X-raj'S and is most satisfactory, but 
must be gis’en early. 

TROPICAL ULCERS.— These are of several kinds, and are not 
very satisfactorily named. 

Oriental Sore due to infection with Leishmac-Donovan bodies 
through the bile of a sand-fly is di^jssed tinder KaIa*Azar. In 
India, the writer has more than once seen a rodent ulcer on tbs 
face of a middle-aged person wrongly diagnosed as oriental sore. 

DssstT OR Veist Sore is closed associated with a dry country 
and lack of waslung, from wi^b its geographical and social 
distnbutioa can be readily deduced. 

It occurs on exposed surfaces and b due to infecdos of a small 
cm or abrasion, the common organbms being the streptococcus 
and the C. diphtherias ; soldiers with cracked hands, washme dbhss 
m warm water, are particularly Ibble to infect each othcL Other 
organisms such as the staphylococcus, B. proteus or B. pyocycneus 
are probably secondary. 

The lesion usually ^gins as a small painful blister which soon 
bursts, Icarag an indolent, sloughy ulcer which tends to spread, 
and has a thick overbangmg edge. In diphtheritic cases there is a 
greyish slough, wMch, as in the tiiroat. leaves a bleeding area when 
^eIno^ed. 

In the absence of eSdent treatment a desert sore lasts for many 
months. 

Treatment, — ^Whenei’cr possible, a swab should be examined and 
if there is any suspicion of diphtheria, penicillin should be pi-en 
in the usual doses and diphtheria anutoxin injected in four doses 
of 5,000 units each in tbs sdgfabourbood of the ulcer; 20,000 units 
are gI^eD intramuscularly or intravenously each day for the next 
four days. In the first case that came under the writer’s notice a 
Brigadier developed almost complete paralysis of both legs, which 
a neurologist found was due lo penpLer^ neuritis. The patient 
volunteer^ the statement that he bad had a troublesome ulcer on 
his neck for several weeks ; anti-diphtheritic serum was given, the 
ulcer healed rapidly, the paralj'ds lecovered in about six v, ests and 
jn about three months the patient returned to duty. 
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Diphtheritic cases are not, how'cver, so common as was formerly 
supposed, the streptococcus cases being more usual. In any type of 
case the ulcer and surrounding skin should be thoroughly cleansed 
with hydrogen peroxide followed by boric lotion and then dried, 
after which the following is applied on a piece of sterile gauze 
secured with Elastoplast. 

B Penicillin ... 100,000 units 

Sulpliathiazole . . . 3ss 

Proflavine . gr. 1 

Cod-Liver Oil to 5®* 

The affected area is immobilized, by putting the patient to bed if 
need be, and the dressing changed once daily to begin with and less 
often later. 

When there is considerable sloughing the writer has found the 
pulp of slightly unripe papaias (paw paws) applied in a layer about 
^inch thick and covered with stcnlc gauze to be unrivalled for 
removing unhealthy sloughs and producing a clean granulating 
surface. 

The patient should also be given a sulphonamide by mouth 
or penicillin by injection. 

General treatment consists in giving good fresh food, vitamins, 
liver and plenty of salt. 

Tropical Ulcer, unlike desert sore, is found in hot humid areas 
such as the plains of Assam and Burma, where it became almost 
epidemic during World War 11. 

The usual infecting organism is a fusiform bacillus of the Vincent 
type, generally associated with a spirochaete, but many other 
organisms have also been found. 

The legs and feet are most commonly affected and the danger of 
the ulcer, apart from its chronicUy, is the depth to which it may 
penetrate. 

Treatment . — The best method is to dust on penicillin powder 
three times a day after the ulcer has been cleaned up, and to give 
pencillin intramuscularly in the usual doses, or the cod-Iivcr oil 
preparation referred to above may be applied ; under either method 
the ulcer heals rapidly. 

Alternative methods arc to applya sulphonamide ointment locally 
and give a sulphonamide by the mouth, or to bathe the ulcer four 
times a day with 1: 5,000 permanganate of potash or 1: 1,000 
perchloride of mercury. 

Complete excision of the ulcer wth immediate skin grafting has 
been advocated by many, but in the writer’s opinion it is better to 
give penicillin a chance first. 

In the writer’s hands treatment as for oriental sore, namely, by 
complete excision with a sba^ sp<wn, has proved successful; after 
the little operation the cod-liver oil preparation mentioned above 
should be applied, or gentian violet cream {1% in mucilage of 
tragacanth) or copper sulphate ointment (0*5% in Vaseline) may be 
used instead. 
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General treatment is as foV desert sore, and it was the writer’s 
impression during the Assam-Burma campaign that the taking 
of mixed vitamins had a \cO’ definite prc\entati\e and curative 
value. Calcium injections (eg., 10 c.c. of calcium gluconate) arc 
also recommended. 

ULCER, CORNEAL— See Ejc. 

ULCER, DUODENAL— See Gastric and Duodenal Ulcer. 

ULCER, GASTRIC— See Gastric and Duodenal Ulcer. 

ULCER OF TONGUE— See Tongue. Diseases of. 

UNDESCENDED TESTICLE— See Testicle, Undescended. 
UNDULANT FEVTIR— See Malta Fever. 

URAEMIA (See aUo Urine, Retention, Extravasation and Sup- 
pression.) 

The so-called uraemia of acute nephritis resembles the condition 
known as bypeitensisc encephalopathy in that it is probably due to 
transient oedema of the brain. 

The symptoms are severe headache, sisual disturbances, con- 
vulsions, and sometimes coma. 

Treatment is to deh>draie the brain. This is best done by giving 
intravenously 20 c.c. of a 10% solution of magnesium sulphate. 
Alternatively, half a pint of 3(^ mag. sulph. may be given by slow 
rectal drip. Intravenous injection of 100 c.c. of 50% glucose or 
sugar solution is another metbod, but this is more difficult to 
arrange in an emergency unless special flasks of the fluid are kept; 
It IS also apt to be foflovied by thrombosis of the vein. A more 
modem method of treatment is to give 250-500 c.c. of blood plasma 
by the vein. This is also said to be eflective in the cerebral oedema 
accompanying encephalitis. 

Lumbar puncture is not recommended because a sudden release 
of pressure may cause the medulla to “crowd" into the foramen 
magnum, which it may be already trying to do. If lumbar puncture 
is done, not more than 30 drops of fluid must be allowed to escape 
per minute, and not more than 30 c.c. in all. Cisternal puncture is 
without this danger. For method, see Cisternal Puncture. 

The uraemia occuiriog in the terminal stages of chronic nephritis, 
or chronic urinary obstruction, is a much more serious condition. 

The symptoms are headache, vomiting, diarrhoea and odd 
twitchings and cramps. The smell of the breath and the dry’ yellow 
or brown tongue clinch the diagnosis. When coma supervenes it is 
generally fatal. Blood-pressure is bv^, often over 150 mm. Hg. 

Treatment . — Blood letting, salines, sedatives, heart stimulants, 
calaum and the hke may cause temporary improvement in the 
symptoms, but- nothing can restore the destroyed kidneys, and 
death supervenes after hours, days or weeks. 

URETER, CALCULUS OF~See Calculi. 
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URETHRA, RUPTURE OF 

In a case of ruptured urethra following a blow or fall on the 
perineum, there is pain and a desire, but inability, to pass urine, 
with haemorrhage from the meatus. The patient must be prevented 
from making any attempt at micturition. A catheter is passed gently 
along the roof of the urethra; if U enters the bladder the urine is 
drawn off and it is tied in. If it does not pass it is left in position, and 
the patient is anaesthetized and placed in the lithotomy position, 
the haematoma incised, the clot turned out, and haemorrhage 
stopped. In partial rupture the edges arc sutured with catgut over a 
catheter. In complete rupture the visceral end may be difficult to 
find, so suprapubic cystotomy may have to be performed and the 
end identified by retrograde catheterization. 

URETHRAL STRICTURE — See Urine, Retention, Extravasation 

and Suppression. 

URETHRITIS — See Venereal Diseases — the special article on 

Gonorrhoea. 

XRHC AQD GRAVEL— Gravel. 

URINE, RETENTION, EXTRAVASATION AND SUPPRESSION 
RETENTION OF URINE.— In old men the common cause is 
enlarged prostate and in younger men, stricture; these two account 
for about 90% of cases. Acute retention is likely to occur if the 
bladder is allowed to overfill or the patient to overdrink; these two 
conditions must, therefore, be very carefully avoided by persons 
with enlarged prostate or stricture. 

Next to the above, the commonest local causes are impacted 
stone, injury to the urethra, and acute urethritis. 

Other local causes are string round the penis, tight phimosis, 
and acute prostatitis in males, and retroverted gravid uterus or 
pelvic growths m females. 

Certain affections of the nervous system may cause acute retention, 
by far the commonest being, of course, spinal injury or transverse 
myelitis ; tabes dorsalis may be accompanied by retention because 
the patient docs not know his bladder is full, and disseminated 
sclerosis because the sphincter will not relax. (In his young days 
the writer wished to admit a case of the latter to hospital for removal 
of an “ovarian cyst", but fortunately a wise old colleague said 
“Pass a catheter.”) 

Post-operative retention, especially after operation for hernia 
or piles, must always be watched for, and may be due simply to the 
fact that the patient cannot urinate lying down. The remedy is to 
let him sit up or stand up, and to send the nurse out of the room. 
If this fails, the bladder may be helped by intramuscular injections 
of Prostigmin, carbachol (Doryl), Pituitrin, acetylcholine or 
ephedrine. Sometimes the patient will do better after morphia 
(gr. J) and atropine (gr. ris)’ >t is necessary to pass a 



83S 0'Mr^RA*s MfuioL Gnnr 

catheter, which should be dose once or twice daily; a drachm of 
gh-cerin left in the bladder sometimes brings success fit the r.e%t 
attempt. Done asspticaUy. catheicriniion ts quite harmless and 
seldom has to be continued for more tbjit a few* dajs ; sulphonamides 
may be pisen to guard against urinars' infeetjon. Fost-partum 
retention must be watched for after a diffimlt labour. 

After a spinal anaesthetic, especially a concentrated heavy low 
one. retention may be scry itouHcsome and may last for sescral 
weeks; treatment is by acetylcholine, vitamin B and catheterization; 
the ultimate prognosis is ^ood. 

Finally, hysterical patients may be “quite unable to pass watet"; 
treatment is by disciplinary psychotherapy. 

TRE/\TMENT OF ACinX RETENTION DUE TO EN- 
LARGED PROSTATE OR STRICTURE.— If the lime-honoured 
morphia and hot bath treatment fails it will be necessary to pass a 
catheter, and if that fails, lo drain the bbdicr surrapubically. 
In a ionc-ifcniine rare, hirft a Ur^e hy/vrfrpph/ei hhilef the urine 
n:u3t be drcH nrjfjlon Ir or tke patient may derehp vraemU enj d.e. 

In a eoie *iitk enlarged prostate after thoroughly sterilmns: the 
patient’s plans, try with a fair-rized. welMubrioted’ (liquid paraSln 
IS better than glycerin) rubber catheter. Coudd and bicoudi gum- 
clastic catheters arc seldom obtainable in India, to if the rubber 
catheter wall not go in. the writer uses an ordinary' metal calculus- 
es-acuatinc catheter of medium size, which with a certain amotnii 
of delicacy and tnanipubtion, sometimes helped by a finger in the 
rcrtum. can be persuaded to pass the prostatie Mcrcsctriet, which 
It must be remembered lies on ihe/?oor of the urethra. 

WTicfl the catheter is In. it should be tied ia and a piece of gauze 
well powdered with sulphathiazole-Ibrine wTupped round the 
gbns and catheter. If the ease is one of chronic reteBtion with 
osTrilow the catheter is now closed, to present escape of urine, and 
connected to a drainacrapparatus. Hamilton Bailey adrises connect- 
ing the catheter to a rubiier tube and saline drip controller, with the 
pinch cock adjusted so that one drop of urine escapes per second. 
In scsere cases he recommends Uie simultaneous intravenous 
inj'ection of sod. sulph. solution (the writer has found 10 c-c. of a 
2Cr/, solution, given slow 1y, very satisfactory). (For further titalment, 
see Prostate.) 

In a case of striettee, first instil a local anaesthetic with adrenaline 
into the urethra and allow U to act for J 5 minutes before attempting 
any catheterization, the patient lyingoa Ids back. About 4 cx. of* 
3% solution of cocaine, a 6% solution of Novocain or Pbnoaine or, 
better. 1% Aneihaine or Pantocaine, with 1 c.c. of Liq. Adrenal. 
Hydfcxihlor. are injected and a penis clip applied or the patient told 
to compress the meatus with lus finger and thumb. After 15 minutes 
the solution is allowed to escape, and 5 c c, of stenlc liquid pin ffin 
injected similarly. (A 5 cc. Record syringe applied firmly to the 
glans, with the nozzle m the meatus does very well; the needle is 
not attached.) 
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Now take a well-Iubricated No. 4 size gum-elastic catheter and 
try to pass it ; if it will not pass, try a No. 3, No. 2 and No. 1 in 
turn. If, as often happens in India, gum-elastic catheters are not 
available, try (he smallest size mehil evacuating catheter. If this 
fails, try an ordinary one, but Nos. 1 and 2 metal are dangerously 
able to make a false passage. If gentle manipulation has failed and 
if gum-elastic fdifonn bougies arc available, pass one as far as it 
will go, then another, then another and so on until ultimately 
one goes through, when it will be found that the urine begins to 
leak out. If it leaks out satisfactorily, leave the bougie in for a 
couple of days and then try a small {preferably gum-clastic) catheter ; 
after 24 hours try a larger one, and so on, the ultimate object being 
to dilate the stricture to a physiological size (12-14 size catheter). 

If a catheter cannot be passed, suprapubic drainage is necessary, 
for three reasons ; the bladder must be drained ; if the obstruction 
is due to the prostate, suprapubic drainage is a necessary preliminary 
to prostatectomy ; and if it is due to stricture it is equally necessary 
before urethrotomy in order to give the wound a chance to heal 
cleanly. 

SUPRAPUBIC DRAINAGE. — Again in long-standing cases with 
overflow incontinence the urine must be allowed to escape drop by 
drop, and to plunge a knife into the bladder and let the urine fountain 
out is a criminal procedure. 

In emergency, a long hypodermic or a lumbar puncture needle 
can be thrust into the bladder just above the pubic bone, in a back- 
ward and dosvnward direction so as to be well below the peritoneum. 

For more permanent drainage, Hamilton Bailey’s method is 
probably the best. Under local anaesthesia he makes an incision 
down to the bladder, pushes the peneoneum and eztraperitoncal fat 
(easily identified when present) upwards off the bladder and freely 
powders the raw area with a sulpha-flavine powder. He then inserts 
the blade of a line scalpel through the tip of a de Pezzer catheter, 
which thus rests on the shoulder of the knife ; he now stretches the 
catheter so that the self-retaining head is drawn out straight, and 
thrusts the krdfe, which takes the catheter with it, into the distended 
bladder. The knife is withdrawn, the tip of the self-retaining catheter 
opens out and remains in the bladder. A better method, instead of 
the scalpel, is to use his bladder perforator, an instrument which 
should be in every large hospital, but is not ahvays to be found in 
a small one, although it is a good investment for any hospital or 
dispensary. 

The tip of the catheter is pressed well into the bladder to prevent 
its escaping when the bladder contracts, and the catheter secured by 
a stitch. The sulpha-flavine powdered wound is sewn up and the 
urine allowed to drain away slowly as already described. 

After two or three weeks, if the patient’s condition is good and 
his blood-urea below or about 50 mg. per 100 c.c. the prostate 
may be removed or the stricture operated on. 

If a self-retaining catheter is to be used as a permanency it must 
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catheter, which should be done once or twice daily; a drachm of 
glycerin left in the bladder sometimes brings success at the next 
attempt. Done aseptically, cathetcriiotion is quite harmless and 
seldom has to be continued for more than a few daj;s ; sulphonamides 
may be given to guard against urinary infection. Post-partum 
retention must be tvatched for after a difficuU labour. 

After a spinal anaesthetic, especially a concentrated heavy low 
one, retention may be very troublesome and may last for several 
weeks ; treatment is by acetylcholine, vitamin B and catheterization ; 
the ultimate prognosis is good. 

Finally, hysterical patients may be “quite unable to pass water ; 
treatment is by disciplinary psychotherapy. 

TREATMENT OF ACUTE RETENTION DUE TO EN- 
LARGED PROSTATE OR STRICTURE.— If the time-honoured 
morphia and hot bath treatment fails it will be necessary to pass a 
catheter, and if that fails, to drain the bladder suprapubically. 
/n a long-stimiJin^ case, with a large hypenrophied bladder the urine 
must be drawn off slow ly or the patient may develop uraemia and die. 

In a case with enlarged prostate after thoroughly sterilizing the 
patient’s glans, try with a fair-sized, well-lubricated (liquid paraffin 
Is better than glycerin) rubber catheter. Coudi and bicoudi gum* 
elastic catheters are seldom obtainable in India, so if the rubber 
catheter will not go in, the writer uses an ordinary metal calculus- 
evacuating catheter of medium size, which with a certain amount 
of delicacy and manipulation, sometimes helped by a finger in the 
rectum, can be persuaded to pass the prostatic excrescence, which 
it must be remembered lies on the floor of the urethra. 

When the catheter is in, it should be tied in and a piece of gauze 
well powdered with sulphathiazole-flavine wrapped round the 
glans and catheter. If the case is one of chronic retention with 
overflow the catheter is now closed, to prevent escape of urine, and 
connected to a drainage apparatus. Hamilton Bailey advises connect- 
ing the catheter to a rubber tube and saline drip controller, with the 
pinch cock adjusted so that one drop of urine escapes per second. 
In severe cases he recommends the simultaneous intravenous 
injection of sod. sulph. solution {the writer has found 10 c.c. of a 
20% solution, given slowly, very satisfactory). (For further treatment, 
see Prostate.) 

In a case of stricture, first instil a local anaesthetic with adrenaline 
into the urethra and allow it to act for 15 minutes before attempting 
any catheterization, the patient lying on Iris back. About 4 c.c. of a 
3% solution of cocaine, a 6% solution of Novocam or Planocaine or, 
better, 1% Anelhaine or Pantocaine, with I c,c. of Liq. Adrenal. 
Hydrochlor. are injected and a penis clip applied or the patient told 
to compress the meatus with his finger and thumb. After 15 minutes 
the solution is allowed to escape, and 5 c.c. of stenie liquid para^ 
injected similarly. (A 5 c.c. Record syringe applied firmly to the 
glans, with the nozzle in the meatus does very well; the needle is 
not attached.) 



O'Meara’s Medical Guide 


839 


'Now take a well-lubricated No. 4 size gum-elastic catheter and 
try to pass it; if it will not pass, try a No. 3, No. 2 and No. 1 in 
turn. If, as often happens in India, gum-clastic catheters are not 
available, try the smallest size metal evacuating catheter. If this 
fails, try an ordinary one, but Nos. 1 and 2 metal are dangerously 
able to make a false passage. If gentle manipulation has failed and 
if gum-elastic filiform bougies are available, pass one as far as it 
will go, then another, then another and so on until ultimately 
one goes through, when it will be found that the urine begins to 
leak out. If it leaks out satisfactorily, leave the bougie in for a 
couple of days and then try a small (preferably gum-clastic) catheter; 
after 24 hours try a larger one, and so on, the ultimate object being 
to dilate the stricture to a physiological size (12-14 size catheter). 

If a catheter cannot be passed, suprapubic drainage is necessary, 
for three reasons : the bladder must be drained ; if the obstruction 
is due to the prostate, suprapubic drainage is a necessary preliminary 
to prostatectomy; and if it is due to sincturc it is equally necessary 
before urethrotomy in order to give the wound a chance to heal 
cleanly. 

SUPRAPUBIC DRAINAGE.— Again in long-standing cases with 
overflow incontinence the urine must be allowed to escape drop by 
dro;}, and to plunge a knife into the bladder and let the urine fountain 
out is a criminal procedure. 

In emergency, a long hypodermic or a lumbar puncture needle 
can be thrust into the bladder just above the pubic bone, in a back' 
ward and downward direction so as to be well below the peritoneum. 

For more permanent drainage, Hamilton Bailey's method is 
probably the best. Under local anaesthesia he makes an incision 
down to the bladder, pushes the peritoneum and extraperitoncal fat 
(easily identified when present) upwards off the bladder and freely 
powders the raw area with a sulpha-flavine powder. He then inserts 
the blade of a fine scalpel through (he tip of a dc Pezzer catheter, 
which thus rests on the shoulder of the knife ; he now stretches the 
catheter so that the self-retaining head is drawn out straight, and 
thrusts the knife, which takes (he catheter with if, into the distended 
bladder. The knife is withdrawn, the tip of the self-retaining catheter 
opens out and remains in the bladder. A better method, instead of 
the scalpel, is to use his bladder perforator, an instrument which 
should be in every large hospital, but is not always to be found in 
a small one, although it is a good investment for any hospital or 
dispensary. 

The tip of the catheter is pressed well into the bladder to prevent 
its escaping when the bladder contracts, and the catheter secured by 
a stitch. The sulpha-flavine powdered wound is sewn up and the 
urine allowed to drain away slowly as already described. 

After two or three weeks, if the patient’s condition is good and 
his blood-urea below or about 50 mg. per 100 c.c. the prostate 
may be removed or the stricture operated on. 

If a self-retaining catheter is to be used as a permanency it must 
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be changed at least every two months or it becomes so coated with 
phospha'tic concretions that it cannot be removed. 

RETENTION DUE TO IMPACTED STONE.— If in the penile 
urethra this may be extracted or cnisbcd with urethral forceps or 
removed throuzh a small indsion; tf it is in the scaphoid fossa at 
the tip of the penis the orifice may be stretched or incised and the 
stone removed. 

Stone in the prostatic urethra is usually so firmly impacted that 
suprapubic lithotomy is necessary. In a few of the writer's Mses it 
has been possible, by means of a closed Ethotrite, to push it back 
into ^e bladder and then crush it, but often the stone is of an 
hour-glass shape v.ath the neck of the bladder bolding it firmly. 
The treatment is then to open the bladder suprapubically, break off 
and remove the intravesical portion of stone, dilate the neck of the 
bladder and extract the impacted portion with h'thotomy forceps. 

In cases of injury to the urethra, the bladder is opened supra- 
pubicaily, the injury repaired if the tissues arc healthy — otherwise it 
IS better to wait — and a catheter passed through the urethra. 

If retention is due to acute urelfiriiis on no account try to pass a 
catheter, but drain the bladder suprapubicsdly and give vigorous 
chemotherapy. 

In acute prostatitis open the abscess if it is polotiog, otherwise 
pass a rubber catheter and give chemotherapy. 

In reiro\erted $ra\li uterus, fint empty the bladder b)[ means of a 
catheter, then, with the patient In the knee-elbow position, try to 
antevett the uterus by means of a finger in the rectum. ludiciousty 
used, a sigmoidoscope may be employed to press the pregnant 
uterus forward. An anaesthetic may be necessaiy-. 

In case of spinal injury or transverse myelitis it is now generally 
agreed that suprapubic drainage by Hamilton Filey’s method 
(see oboxe) is the b«l and safm treatment. 

EXTRAVASATION OF URINE.' — This may follow rupture of 
the neck of the bladder or of the urethra after attempted catheteriza- 
tion. The unne escapes between the triangular ligament and the 
deep (Colles’s) fascia, which are united tehind, attached to the 
pubic arch and at the sides, and open in front, so the urine passes 
forwards on to the geoitab and abdominal walk 

TREATMENT. — Free indsions are mads through the swollen 
structures and the bladder drained through an external urethrotomy 
or a suprapubic opening, preferably with a suction apparatus- 
Chemotherapy b also cssentiaL I^pain are effected later, after 
infiammation has subsided. 

SUPPRESSION OF URINE (see also Retention).— In this condition 
no urine enters the bladder; if the onset is gradual and due to 
nephritis ox heart fmlaic, death will occur within tw o or three daj’S 
if the condition is not rcheved. If the onset h sudden, as in reflex 
or obstructive cases, the patient may remain apparcntiy well for 
ten or more days, dunng wbidi time much can be done, but no 
time must be wasted. 
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Non-Obstructivc Anuria.—lt^ acute nephritis and in eclampsia 
suppression occasionally occurs. 

Certain poisons such as percbloride of mercury, turpentine, 
carbolic acid or cantharides, or the toxic metabolites excreted after 
a severe crushing accident (Crush Syndrome) by causing an 
acute irritative tubulo-glomerular nephritis cause suppression of 
urine; the writer has seen the same condition in a fatal case when 
a young woman swallowed a boxful of “Meta fuel” (raetaldehydc). 

Fevers and severe saeating may cause temporary anuria which 
clears up, as does the anuria of cholera, shock or heart failure if 
the patient recovers. 

The interesting condition of reflex anuna is occasionally seen in a 
healthy kidney after the other has been removed or after a stone 
has been taken out. The anuria that sometimes occurs after rapid 
emptying of a chronically distended bladder (see Retention) is 
probably of the same nature. 

A crushing or blast injury may so damage both kidneys that 
neither vnll function. 

Anuria due to removal of the only or the only functioning kidney 
should never occur, especially tn these days of pyelography. The 
tragedy is dealt with under Calculi. 

Hysterical anuria, m the writer’s opinion, does not occur, as 
will be shown if the patient is carefully and continuously watched 
or her room careful!)' examined ; as a wise physician once remarked, 
“smell the wash basin”. 

Obstructive Anuria (see also Calculi) occurs when each renal 
pelvis is blocked by a calculus or when the pelvis of the only function- 
ing kidney is blocked in the same way; reflex anuria has been 
referred to. 

Growths may obstruct ehe ureters ; they have also been tied during 
hysterectomy. Severe pyelitis or tuberculous d6bris may block the 
ureters, or aberrant renal arteries may kink them. After large 
doses of sulphonamides, particularly sulphathiazole or sulpha- 
pyridine, given without adequate fluid or alkalies, the renal tubules 
or even the renal pelvis may become blocked, but such cases are 
rare nowadays because every doctor knows — or should know — the 
danger. In blackwater fever or after the transfusion of incompatible 
blood the renal tubules may become blocked by crystals of acid 
haematin. 

TREATMENT.— 

Cases.— T he CaLoaQU-s Cokrael Heaty Scedth of 
Jullundur successfully treated cases of suppression of urine in 
eclampsia by decapsulatiog both kidneys, a method which should 
be more widely used when there is reason to believe that, as in 
nephritis or poisoning, the kidneys are tensely congested and, 
equally important, that the patient will survive the operation; the 
method has also been used when the tubules have been obstructed by 
haematin. It must be done early. 

Considering the depth at wbidi the kidneys lie, the application 
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of hot cuppings poultices, etc., would seem to be useless but harm- 
less; as sweating does not gel rid of nitrogenous bodies ft is in the 
same category. 

In cases of heart failure or ^•cry low blood-pressure, the cause 
should be treated, intravenous Digoxin or strophanthin — with 
or without venesection (v/rfe Heart Disease (Congestive Heart 
Failure) )— being the remedy in the former case and Cortia or some 
such preparation in the latter. 

N.S . — The blood-pressure should always be taken in cases of 
anuria. 

Of the general methods of re-starting renal activity the best is 
probably intravenous sodium sulphate; intravenous glucose has 
a similar hut less pow erful effect. 

Sodium Sulphate method . — Aboutapiot of 4-28% sodium sulphate 
is given slowly into the vein (6J drachms of the crystalline substance, 
or Mlf that weight of exsiccat^ sod. sulphate to the pint of pyrogen- 
free water; the solution may also be bought made up in bottles 
ready for use); 5% glucose can be used similarly. The injection may 
be Kpeated after 24 touratf s«oessaty,hut s«>t wooes. 

Sometimes if the bladder is filled with Harm naier, the kidneys 
will take the hint and begin secreting, so this device should always 
be tried. The best time to do it is when the diagnostic catheter is 
passed at the begmoing. 

Everyone with an interest in physiolo^ must have noticed how 
freely Ids kidneys secrete after a gOM action of the bow els, therefore 
administer a drachm of Pulv, Jalapac Co. or gave a saline enema of 
about two pints. 

Diuretics are on the %vho!e considered dangerous for starting 
the flow of urine, but can be safely pven to maintain it; digitalis, 
caffeine citrate or a mercurial diuretic such as mersalyl may be 
prescribed once secretion has begun. 

Obstructive Cases. — I f the obstruction can be localized it 
should be removed or relieved. X-rays, unfortunately, cannot be 
helped by intravenous pyelography bwause if the kidney is not 
secreting not only will there be no shadow but there will be danger 
to both patient and kidneys. 

If the requisite instruments and knowledge are available, however, 
retrograde pyelography is of the greatest value; even the passage of a 
ureteric catheter may start the flow, in which case it should be left 
m position for 24 hours ; it is also useful in cases due to sulphona- 
mides because the pelvis of the kidneys can be washed out. 

As a last resort in obstructive cases bilateral pyelostomy may be 
done and the urine allowed to escape through the wounds in the back. 

General treatment on the lines advocated for non-obstructive 
cases IS also carried out. 

URTICARIA 

The condition may be due to: 

(1) EXTERNAL IRRITANTS. — Such as hair lotion or 
parasites. 
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(2) GASTRO-INTESTINAL IRRITANTS.— Almost any 
article may be the cause in those who have an idiosyncrasy. 
The common causes are fish, especially shell-fish, eggs, 
acid u’ines, and fruit, especially strawberrjes. 

(3) A GOUTY CONSTITUTION. 

TREATMENT.— 

Give a saline purge, and, whenever possible, remove the cause. 
Injections of adrenahne in oil give prompt relief and are repeated 
8-hourly if necessary, but do not give them if the blood-pressure 
is high. Other remedies are: 

Benadryl (P.D. & Co.) j one capsule by mouth t.d.s. 

Hapamine (Lertigon) (P.D. & Co.), as recommended in the 
directions. 

Injections of calcium gluconate with vitamin K. 

Calcium lactate, gr. 30-60 by mouth t.d.s. 

Local /ipplications. Oilamme lotion, 10% Milfon, weak ammonia, 

1 ; 40 carbolic lotion, or Loiio PJumbi cum Opioareal! useful. 

In chronic cases examine for eosinophilia and intestinal parasites 
and do skm tests against antigens. 

UTERUS— Gynaecology and Obstetrics, 

VACCINATION— 5ec SmalJpo.t. 

VACaNE THERAPY— See Specific Therapy. 

VAGINISMUS— S'ee Gynaecology (Dyspareunia). 

VARICELLA— S-ee Chicken-pox. 

VARICOCELE 

The treatment is palliative, injection, -or by operation. Palliative 
treatment consists in wearing a suspender of which the best is 
Keetley’s. Injection treatment is still subjudice, but successes have 
been reported with sodium salicylate m the anterior type. Operation 
should only be done in large varicoceles which cause pain and 
discomfort. The veins are exposed just below the external abdominal 
ring, the anterior group of veins is isolated and an inch is removed, 
the ends bcirtg looped up to each other. The posterior group of 
veins is not touched. 

VARICOSE ULCER— .Jee Ulcers. 

VARICOSE VEINS 

Slight and moderate degrees respond well to injection, fwhich 
can always be repeated, but widespread varicosity generally requires 
operation. 

INJECTION METHODS.— The following preparations are all 
satisfactory and most of them have been used by the writer at 
one time or another; 5% ethanolamine oleate or morrhuate 
(Etharaolin or Moramin), is on the whole the best solution ; it is 
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non-ifritating to the outside tissues, noo-toxic and can generally be 
relied on to produce a good firm cloL 

Sodium Morrhuale (5% for small veins, 10% for large), c.g., 
Varicane (Ntay & Baker) can be used. 

Quinine-Urethane (Quinine bibydrochlor. or hjdrochlor. 13}%, 
Urethane, 6}% in v-ater). The writer used this for many years and 
found it very satisfactory. Parke, Dasis & Co. put it up in convenient 
ampoules. 

Sodium Salicylate 30%; this is apt to be painful and uncertain. 
TECHNIQUE. — good method of injecting a t'eln is as follot»'s: 

(fl) With the patient standing up, apply a “venous tourniquet” 
above the knee. 

(b) With iodine or mercurochrome mark the lotset and upper 
limits of the win it is desired to sclerose. 

(c) Put the patient on the table- 

(d) Insert needle at the low point marked uith iodine and 
confirm that it is in the tein by uithdrawng blood. 

(e) Remove tourniquet and raise leg to 45* taking care to keep 
needle in N’ein. 

(/) Wait a few seconds for the vein to empty. 

Instruct assistant to press on the vein uith his thumb at 
the upper limit already marked. 

(A) Inject 2-5 c.c. of sclerosing agent, svithdraw needle and 
press sterile swab on puncture. 

(0 Wait tu-o minutes for the sclerosing agent to act on the 
vein h now fills. 

0) Remove suab and instruct assistant to r?mo\-ehis tbiunb. 

(k) Apply a small dressing to puncture and keep patient's leg 
elevated on pillows for 20 minutes. 

(0 Allow the patient to get up and go home. 

Sometimes it is difficult to be sure that the needle is in the vein 
when it b collapsed, or to keep the vein dilated while the patient 
gets on the table. In such a case the needle should be put in with the 
patient standing up. If the injection is made with the patient in thb 
position, by the “full vein” method, it is made into the upper end 
of the varicosity, because the blo^ in varicose veins fiows from 
above dovmwanb when the patient is standing. It b as well to ask 
the patient if he (or she) minds injections (do not mention the 
w ord “faint”) and to let him hold on to something (not the ebandeUer 
because he may pull it out of the ceiling, as once happened in a 
Harley Street consulting room). 

Of recent years a good deal of research has been done on varicose 
veins and there is rather a swing-back to operativ’c methods, particu- 
larly high ligation of the internal saphenous and all its tnbutaries at 
the saphenous opening, as advocated by Rowlands and practised 
by the writer over 20 years ago. Advantage is taken of the exposure 
to inject into the distal part of the vein about 20 c.c. of 30% saline, 
which produces a long and tan clot. Another hgature may b& 
similarly placed above the knee and the vein below similarly injected. 
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The method is recommended for severe or resistant eases, but is 
rather one for the specialist. Various other methods are used by 
other surgeons. 

VARIOLA — See Smallpox. 

NTNIIREAL DISEASES 

As with many other diseases, chemotherapy has greatly changed 
both the treatment and the prognosis, penicillin being of particular 
value in both gonorrhoea and syphilis. As will be seen in a moment, 
a much smaller dose of penicillin is required to cure gonorrhoea than 
to cure syphilis, and herein lies a great danger, because, as pointed 
out by J. R. Heller Jr., Medical Director in Chief, Venereal Disease 
Division, U.S. Public Health Service, “The total dosage of penicillin 
for gonorrhoea is sufficient to delay or abolish completely the 
development of a chancre without checking the development of the 
Treponema pallidum in the host. Treatment for gonorrhoea may, 
therefore, mask developing signs and symptoms of syphilis, leaving 
the patient with a false sense of security, an unwitting victim of the 
spirochaete. 

“There are no data from which it may be learned how often dual 
infections of gonorrhoea and syphilis are acquired from one or more 
exposures within a short time. But during one year 9% (nine per cent) 
of the total admissions to the rapid treatment centres consisted of 
patients with both syphilis and gonorrhoea. 

"It is, therefbre, strongly urged that the private physician treating 
gonorrhoea includes, along with the physical examination, a 
serological blood lest for syphilis at the beginning of treatment and 
at the end of the first, second and third months/* 

A further point about penicillin is that it contains various fractions 
with differing therapeutic values, especially against syphilis, the 
fractions being known as “G”, “X”, “F” and “K”. In 1944-46 the 
therapeutic activity of certain batches of penicillin was very dis- 
appointing; this was ultimately traced to the preponderance in 
them of the "K" fraction and has now been rectified. 
GONORRHOEA.— 

PENICILLIN TREATMENT.— The “Three-hour Schedule” 
produces a cure in more than 95% of cases, and it has been found 
that some of the cases of urethritis which w’ere not cured were not 
due to the gonococcus. The method is as follows; 

At 0, 1 and 2 hours give 40,000 units of penicillin intramuscularly, 
each dose dissolved in 1 *2 c.c. distilled water. 

At 3 hours give 80,000 units dissolved in 2-4 c.c. of distilled 
water. 

Patients should be examined and swabs taken one week after 
treatment, and if there are symptoms or signs a double dose should 
be given Other methods arc also used, and the writer has had 
success with the “Single Shot” (of 200,000 units of peniczilin m 
2 c.c. of water) but the three-hour schedule has been tried out on a 
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large scale iu the United States and has been found the most success- 
ful. These new short-treatment methods are apparently just as 
efficadous as the older 3-hourly dosage method carried out for 
48 hours. , . . 

In tropical countries care must be taken that the penicillin is 
active, and if the results are disappointing the cause is probably that 
the penicillin has not been kept at 0* centigrade. 

Once again the reader is reminded that he must be on the look-out 
for artificially suppressed syphilis. 

Sulphmamide Treameni . — -The most effective sulphonamides are 
sulphathiazole and sulphadiazlne, the dosage being as follows: 

Initial dose 2 grammes (4 tablets) followed every three hours by 
1 gramme (2 tablets) ; these arc usually gtwn at 12, 3, 6 and 9 o’clock, 
and after the first three days, the 3 p.ro. dose may be omitted. The 
patient must be pven plenty of fluids, in order to prevent crystalliza- 
tion in the tubules ; he is kept in hospital, and treatment is kept up 
for a week, at the end of which about 75% of cases should be cured. 
A blood count is then done to eliminate leucopenla. Unfortunately, 
owing probably to insufficient dosage, and perhaps to the fact that 
gonococci, like the rest of creation, beheve in stnigglmg for their 
existence, several strains of sulpbonamide-resisting gonococci have 
appeared and seem to be particularly common in women, sailors 
and Italians. 

Peoicillin-iesislant gonococci also exist, but can generally be 
overcome by increased and prolonged dosage of the drug. 

Nowadays, irrigation is rarely required, but when it is, potassium 
permanganate 1 ; 8,000 remains tbe best remedy. Adjuvants such 
as vaccines may help in certain cases, particularly the intradermal 
Gonoderm of Parke Davis & Co. 

SYPHILIS.— 

EARLY CASES. — ^The earlier treatment is begun, the earlier 
and more permanent will be (he cure. 

It is of the first importance to examine scrapings from any 
suspicious sore; they are best examined by dark-ground illumina- 
tion, but staiiuDg methods ate quite successful; for dctmls, st< 
Laboratory Methods. 

PEKiciLUN-ARSENioBissarTH Method.— T his short treatment 
yields a high rate of cures in early cases. It is carried out as follows : 

Penicillin . — Give 25,000 units every three hours intramuscularly 
in 1 C.C. distilled water for 10 days. 

Arsenic . — Give 0-03 gramme Mapharside intravenously every 
day for 10 days. (Patients weighing less than 100 Ib. are given 
0 02 gramme and (hose weighing more than 200 Ib. are given 
0-04 gramme.') 

Bbmuth . — Give an intramuscular injection of 2 c.c. 10% bismuth 
salicylate in oil on the 1st, 5th and lOlfa days. 

Plmn Penicilum Method.— 40,000 units are given every three 
hours for 10 days without any adjuvants, but the ultimate results are 
not quite so good as those of the triple method. If there is 
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albuminuria or any other sign of impaired kidney function, or if 
there is severe pyorrhoea the plain penicillin method is the best. 

Intensive ARSENOTttERAPY.— For early primary cases this has 
been largely replaced by the above methods because of their greater 
safely. The mortality of ihe “5-day intravenous arsenic drip” method 
was found to be I ; 149 and of the multiple arsenic injection method 
1 : 1.873 cases (J. R. Heller). 

In cases of secondary sy^ilis. however, the 5-day intravenous 
drip method yields about 80% of cures compared with 60% by the 
penicillin methods. In pregnant syphilitics the 5-day drip method 
yields a high proportion of healthy babies. 

The daily dose of Mapharside is between 1 -5 and 3 milligrams per 
pound of body-weight. Thus, an average dose for a patient weighing 
100 pounds would be 210 milligrams, or the contents of seven 
0-03 gramme tubes per day. It will be seen at once that the method 
can be carried out only in hospital, with continuous expert 
supervision. 

Tftrfc- Weeks' /VtOT. —Another rapid For early cases is to 

give 0 03 gramme Mapharside daily for one week, 0-04 gramme 
daily for the next week, and O-OS gramme daily for the third week. 
These are average doses for a person weighing 120 lb. 

Every other day an injection of 2 c.c. 10% bismuth in oil is given. 

By the "Eag/e Xl^weeks' Flan" Mapharside is given 3 times and 
bismuth once weekly. 

On the 26-H'reArj’ treatment Mapharside is given twice a week 
for 10 weeks, omitted for 6 weeks and then repeated for 10 weeks. 
Bismuth is given once a week for three periods of 6 weeks, at the 
beginning, the middle and the end of the course. 

BLOOD TESTS. — With all these rapid methods the blood should 
be tested at the beginning of the course and aghin at 2, 4, 6, 9, 12, 
18 and 24 months. At the I2th and 24th month e.xarainations, the 
cerebrospinal fluid should also be tested. If the tests are negative for 
two years the patient is cured. 

In India, where patients are apt to discontinue treatment as soon 
as they think they are better, Ihe short intensive penicillin methods 
are recommended. 

TERTIARY SYPHILIS.— If the nervous, vascular or renal 
system is affected it is dangCTOus to be^n treatment with intensive 
arsenic-bismuth therapy. Give a Isays’ course of peniciUin 
injections as described above under Plain Penicillin and then give 
the following mixture 3 times a day for a month j 


liPot-Iod. .. „ •• .. 8r.'15' 

Liquor. Hydrarg. Perchlor. . . , t, 

Aq Mentb. Pip. ad > • 5j 

At the same time a bismuth injection (2 c.c. lo%) Js given once a 
week. , « . . 

If tbe nervous, vascular or renal system is Unaffected begin as 
from Second Month below, birt in all cases give, jf possible, a course 
of peniciUin to begin with. 
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Second Month.— GI\9 Mapharade 0-06 eramtns ones a west, and 
a bismuth injection three days after each. 

Third and Fourth Months.— Gnc Mapbarside once a week and 
Pot.Iod.gr. 15-30 by mouth three timesa day. 

Thereafter gi\e Mapharside weeUy for a period of t\^o mon^. 
alternating with bismuth sleekly and Pot. lod. as abose for a period 
of two months. > 

The course of ireatmenl lasts for two years. 

The teeth must be watched for pyorrhoea and signs of heavy- 
metal poboning and the blood should be tested every three months 
during the course, and afterwards test both blood and cerebrospinal 
fluid once a year. 

In late cases it is not always possible to keep the blood consistently 
negative, but symptoms can be cured unless organic damage has 
been done, and further symptoms can be prevented. 

After the course of treatment the blood should be tested at ihree- 
montUy intervals in the first year, six-monthly in the second year 
and thereafter both blood and cerebrospinal fluid should be tested 
once a year. 

A switch from negative to positive blood test is an indication for 
a fresh course of treatment, but In some cases it may be very difficult 
to keep the reaction negative. 

In the long-course treatment the weekly dose of Mapharside is 
calculated on the basis of 1 miUigram per kilogram of b4My*weIght. 
which is 10 milligrams per 2S pounds, and the total amount given 
m a complete course vanes from 1 •2-2-4 grammes, according to the 
weight of the patient. 

In infants, the initial dose should be calculated on the basis of 
0-5 milligram per kilo, and worked up to 1 milligram after a few- 
weeks, but peniciUln is probably the method of choice. 

OTHER ARSEKICALS. — Dccatise of its effectiveness and 
relatively low toxicity in therapeutic doses, Mapbarside (oxyphenar- 
sine hydrochloride) is to be preferred to the older compounds such 
as neoarsphenamine, the dose of which is ten limes that of the 
newer drug. Although the neoarsphenamine group of drugs are 
used for intensive therapy this is not without risk and must he 
earned out in a hospital under expert supervision. 

TYPICAL NEOARSPHENAMlttE COURSE FOP. A PATIENT 
OF 120 POUNDS 

It'eek ft'fparsphenamine Btsnunh 

0 0 4S franune 0 2 Eranune 

1 0 45 „ 0 2 

2 06 .. 02 „ 

3 0 6 „ 0 2 „ weekly 

4-9 0 6 „ weekly Slop bismuvh 

10-17 Stop arsenic O 2 gramme weeklj 

Repeat the whole course twice; this takes a year. If the blood 
remains or becomes positive, repeat for another year. 
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NEURO-SYPHILIS.— Tabes is best treated by a combination 
of penicillin with bismuth and cautious administration of an arsenical 
compound. G.P.I. is similarly treated, with the addition of malaria 
or artificial pyrexia {sec Mental Diseases). 

To Sum Up.— T he earlier the treatment of syphilis is begun, the 
better, hence the importance of talcing scrapings from sores because 
it may make it possible to begin treatment before the blood has 
become positive. , , , , 

Early cases are best treated by intensive, and late cases by 
prolonged therapy, but all cases benefit from penicillin. 

SOFT SORE (chancroid) is caused by the Ducrey bacillus and 
quickly clears up under sulphonamidc and Dmelcos-vaccmc therapy. 
Sulphathiazole is given in the usual doses of two tablets four times 
a day for 8-10 days, and the Dmelcos vaccine, if required, is given 
intravenously. Penicillin is inefrcctlve in this disease. 


LYMPHOGRANULOMA INGUINALE, or tropical bubo, is 
impottanl because of the serious afcer-elTccts that sometimes follow 
it, especially in females, in whom stnclurc of the rectum and 
generalized genital ulceration may oomr; m males the remits are 
less serious, usually being confined to the '"8“"”' 
glands unless the patient is a sodomite, when he may get stneture 

"^■ibe dlseSs commonest in hot, finntP 

Singapore, Calcutta and Bombay but also occurs d ewher^ 

The causative organism is a filterable 
in diameter and visible in the leucocytes vjen S '“ “j 

The incubalim period is between a few ""J jVf , Jf 

the InIM lesion is a small ulcer, 

sulcus in males or on the postenor vaginal wall m females. The 
ulcer lasts only a few days. 

DIAGNOSIS.— Apart from the history and clmical appearances, 

the Frei test is of value and is earned out as follows 

id) With a fine hypodermic needle withdraw some juice from 

(i) Samewi^fittoetiUvS^^^^^ 

at 60* C. C140" F.) for two hours on one day and one nour 

on the next. 

L'’frrne’Sln^TaSSr'rioi inaction should be 

made is obtainable under the 

Ready-made antigen for *“brvo chicks in the same 

.name of Lygranum; it is made on em ry 
way as yellow-fever vaccine. 

TREATMENT.— The sooner this have been 

Xu/plion<imi*s.-Sulphapyridme and snlphanilamtoe nav 
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Laboratory by letter-post. Registered or unregistered parcels take 
longer to be delivered. 

A'.B.— The sterile tubes and pipettes required for this purpose can 
be obtained on application, free of charge, from the Director, 
Bombay Bacteriolo^cal Laboratory, Pare!, and should in all cases 
be returned uben no longer required. The pipettes are sent out 
sterilized. As an additional precaution, they should be passed 
seseral times through the Same of a spirit lamp, and allowed to 
cool completely, before introducing them into the blood or serum. 
Soft Sore 

This is due to Ducrey’s bacillus and is not syphilitic. Collection 
ofmaterial and examination should be made as for primary chancre. 
An antigeruc sterile emulsion culture of Ducrey’s bacillus has been 
pven as an intradermal test, in the same way as the Mantoux 
reaction for tuberculosis, with good results. 

Gonorrhoea, Acute 

V/hb a platinum loop or matchstieV, lake some pus and make 
thin even smears, dry, and fix by passing quickly three times through 
a naked flame. 

Gonorrhoea, Chronic 

The patient lint passes part of the urine, the prostate is then 
gently massaged, and the result appears at the meatus. Jf a culture 
IS required, well*$oaked swabs should be taken and kept at body 
temperature until reaching the hboratoiy. 

VENESECTION {See also Heart Disease (Congestive Failure) for 
a simple and rapid method.) 

Formerly, all diseases, and even injuries, utre treated by s-ene- 
section, not for any good reason, bat beause bleeding was the 
fashion of the time. The practice is now limited to certain diseases, 
and is employed with definite objects, the principal being relief of 
the right heart. 

CEREBRAL HAEMORRHAGE. — Although loss of conscious- 
ness is usually sudden, there is conclusive evidence that in most 
cases the haemorrhage takes place as a gradual leaking. If, therefore, 
the blood-pressure can be lowered, although only temporarily, the 
occurrence of clotting may save the situation. 

HEART FAILURE. — la tins condition, as in cerebral 
haemorrhage, success depends upon the rapidity with which blood 
is withdrawn. Almost any fonn of cardiac disease may for 
bleedmg, from engorgement of the right heart. 

HIGH BLOOD-PRESSURE. — Periodical venesection is of great 
value in the case of middle-aged obese patients of sedentary occupa- 
tion and gluttonous habits, presenting the picture of arteriosclerosis, 
high blood-pressure and emphysema. It should not be practised, 
however, when the increased arterial tension is compensatory to a 
lesion, such as chronic nephritis. 

BRONCHITIS. PNEUMONIA AND OEDEMA OF THE 
lungs — ^These frequently cause engorgement of the right heart. 
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and Iherefbre cyanosis, especially in chronic bronchitis complicated 
by an acute attack. 

EPILEPSY. — In this disease it frequently does great good when 
the patient is very livid and the pulse small. 

ANEURYSM. — Very often free bleeding immediately stops the 
fearful pain of this disease. Why this is so is not clear, but it is an 
undoubted fact. 

BRIGHT’S DISEASE AND ECLAMPSIA.— Venesection may 
be required for some secondary condition of the heart or lung, or 
for uraemia. 

POLYCYTHAEMIA VERA (ERYTHRAEMIA).— Venesection. 
rCMated at intervals of three to four months, affords considerable 
relief. 

THE OPERATION. — ^Thls is best carried out by Dr. French’s 
apparatus, which consists of a special conical needle, to prevent 
clotting, with a sharp tnangular end which transfixes the vein. 
A few drops of local anaesthetic are injected at the site of puncture, 
and through a rubber tube attached to the needle the blood flows 
into a pint measure on the floor. 

VERUCO (See also Ear, diseases of.) 

The causes are numerous and may be divided into general and 
local, but the severest cases are due to Mini^re’s disease or cerebellar 
tumour. 

GENERAL CAUSES.— These include: 

Changes of position, as in sea-sickness or air-sickness; many 
people, especially the elderly, feel varying degrees of vertigo for 
several days after a sea or air journey. High blood-pressure, low 
blood-pressure, heart disease, kidney disease, indigestion, “liver”, 
constipation, tobacco, alcohol, epilepsy and tabes dorsalis are all 
possible causes. 

TREATMENT. — Bromides, Gardenal or some such nerve 
sedatives bnng relief. 

LOCAL CONDITIONS. — These include such, things as wax in 
the ear, and one-sided Eustaebian-tube obstruction; this latter is 
not uncommon after a cold and is diagnosed by the fact that like 
sinus pains it is most marked in the morning or when the affected 
region is held downwards ; it is also worse after movement. If chronic 
vertigo supervenes in a case of otitis media it means that the disease 
is extending to the vestibular apparatus, so operation is likely to 
be needed. 
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VINCENT’S ANGINA — See Stomatitis (Ulcerative). 

VITAMINS 

_ • In a well-balanced diet of fresh food these substances are present 
in adequate quantities for the maintenance of perfect health, but 
for economic or religious reasons they are often lacking in the food 
of man. Partly because of this, and perhaps even more because of 
world-wide publicity, their addition to dietaries and tonics is very 
popular. Some years ago the writer was spending a short holiday 
with a friend at a small place in Baluchistan, and began his breakfast 
with his usual mixture of com flakes, Bemax and All-Bran with 
milk and sugar. He was discoursing to his friend on the vitamin 
and peristalsis-promoting virtues of ilus mixture; his friend, who 
happened to be eating an ordinary chapali with butter and honey, 
replied — "Yes, but my mixture has all those virtues and one more, 
it costs far less". 

In prescribing vitamins, either singly or mixed, the writer finds it 
best to describe them as vitamm A, vitamin C, etc., or as mixed 
vitamins. The number of proprietary vitamin preparations on the 
market is so enormous and their nomenclature is so beiviJdering 
that it is quite impossible to keep track of them all ; also, the chemist 
may be out of stock of a particular brand. 

Two other points should be remembered; a shortage of one 
vitamin usually means shortage of others, and overdosage does not 
confer supernatural powers on the patient. 

VITAMIN A (Fat-soluble).— 

Source. — Synthesized by the liver from its precursor carotene, 
which is present in the oil of pigmented vegetables, green leaves and 
fruit, such as carrots, spinach, red-palm oil and mangoes; carotene 
is said to be present in useful concentration in the water hyacinth, 
so a commercial purpose may be found for this bane of Bengal. 
The pure vitamin is extracted in crystalline form from fish-liver oil, 
notably of the shark and halibut. 

Daily Requirement. — 4,000-8,000 units, which equal 1-2 milli- 
grams of the pure substance, or about twice that weight of carotene. 

Therapeutic Dose. — About 10 times the above. 

Results of Shortage.— blindness, xerosis and finally kerato- 
malacia in the eye ; hyperkeratosis of the skin C'toad skin”) ; drying 
up of glands and mucous membranes due to the fact that stratified 
epithelium tends to replace columnar epithelium — this produces a 
sort of vicious circle by reducing the absorbability of vitamin A — 
the circle is broken by giving injections of it ; general resistance to 
infection is also reduced, as is the growth of children. 

VITAMIN B COMPLEX (AU Water-soluble).— 

ViTAxnN B, (Thiamine HydroeWoride, Aneurine Hydrochloride). — 

Source, — Yeast, rice polishings, wb^t germ. Also manufactured 
synthetically. 

Daily Requirement. — 1-3 milligrams (320-960 units) or more. 

It varies greatly with different people and in the same person at 
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different times; is greater when carbohydrates in the diet are in- 
creased, and in alcoholics. Rapidly excreted in the itnnc, so should 
be pven daily. 

Therapeutic Dose. — 3-20 times the above. , ■ • r 

J?esu/i3 of Shortage. — PenpberaJ neuritis, beri-beri, neunlis of 
pregnancy. In addition, thiamine is said to benefit neurasthenia, 
neuralgia, peptic idcer, constipation, pyelitis, laclc of appetite, 
chrome fatigue, eczema and varicose ulcers. 

ViTASUN B, (Riboflaiin, Lactoflavio, Yitamin G). — 

Source. — Mj^, whey, eggs, liver, yeast and raaltfd barley. Also 
manufactured synthetically. 

Daily Requirement. — ^2-5 milligrams (no international umt). 
Therapeutic Dose. — Up to 10 Dmes the above. 

Results of Shortage. — Rosacea kcratUls, angular stomatitis, 
seborrhoea, dermatitis, purple glossitis, fatiguability, lack of grow^ 
in children. Administration said to benefit pernicious anaemia 
and sprue. 

ViTAiON B» (Pantothenic Add). — 

Yeast, eggs, liver. Also made synthetically- 

Results of Shortage.— Voss\h\y contributes to pellagra; rats 
develop a dry scabby skin and ihaming of the hair, chicKS develop 
dermatitis, ^ects on man not yet Imov^D, but the substance is 
necessary for health. 

VtiASDN B, (Pyridoxine Hydrochloride, Adermin). — 

Snaree.— Liver, yeast, rice-husk. Also made synthetically. 

?^XtSr'lNo.ve.lno.^ 

Results of Shortage. skin manifestations of pellagra are at 
any rate partly due to vitaaun B, shortage, which has also caused 
epdepUfonn convulsions in rats. Human cases of anaemia, mu^ndar 
dystrophy and Parkinsoiusm arc reported to have been improved, 
but further work is required. 

ViTAiON B, (Nicotinic Acid, P.P. Factor of B Complex). — 
Nicotinamide has the same functions. 

Source. — Milk, eggs, liver, vegetables, yeast. Also made syn- 
thetically. 

Daily Requirement. — About 20 milligrams. 

Therapeutic Dose. — ^Up to 1,000 milligrams daily, but effects 
must be watched; toxic effects arc flushing, dizziness, headache 
and nausea. 

Results of Shortage. — ^Pellagia (other vitamins also lacking), 
^ossitis. Administration benefits Vincent's angina, delirium tremens 
(500 mg. dosage), angina pectoris, coronary sclerosis. 

VITAMIN C (Ascorbic AdcQ (Water-soluble). — 

Source. — Most fresh fruits, especially dtrouS fruits, green 
vegetables, beetroot. Also made synthetically. 

Daily Requirement. — ^About 75 milligrams (15,000 units). 
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Therapeutic £>oje.— About 1,000 milligrams daily; 50-100 in 
infants. 

Results of Shortage. — Scurv>'. Slight shortage causes lowered 
resistance to disease, delayed healing of wounds, a tendency to 
pyorrhoea; possibly peptic ulcer. Administration said to have 
benefited paroxysmal haemoglobinuria, rheumatism, dermatitis, 
arsenical dermatitis, pneumonia, congestive heart failure and 
cataract. 

VITAMIN D (Fat-soluble). — 

There are probably sereral varieties of this vitamin, but all have 
the same effect and a similar composition ; the original vitamin D 
is a mixture of D» and Dj. Vitamin D*, or calciferol, is obtained 
from irradiated crgosterol, and vitamin D*, or Luimsterol, from 
irradiated 7-dchydrocholesterol ; two very interesting points about 
vitamin D» are that it is the form m which the vitamin is found in 
Nature, and its parent substance 7-dehydrocholesteroi has now been 
synthesized. 

Vitamin Di (Calciferol). 

Source.— Irradiated crgosterol. 

ViTAktiN Dj (Lumisterol).-— 

iSouree.— Fish-liver oils, animal fats, eggs, milk, liver, irradiated 
7'dehydrocholesterol. 

Dally J?e^u/rc/«en/.— Probably between 500 and 2,000 units, but 
varies with the amount of exposure to sunlight. One milligram of 
calciferol contains 40,000 units. 

Therapeutic 2)ore.— Maximum generally fixed at 5,000 units a 
day, and in the prolonged treatment of rickets, this daily dosage 
should never be exceeded, otherwise calcification may occur m 
various organs of the body, especially the kidneys. The symptoms 
of overdosage are profuse sweating, polyuria, loss of weight, vomiting, 
headache and extreme lassitude. On the other hand, there is a 
possibility that the adverse symptoms were due to toxisterol, a 
substance which appears in calciferol if the ergosterol is over- 
irradiated. 

Recent work has shown that one large dose (250,000 units) will 
cure rickets, and 150,000 units given daily for two months will cure 
lupus; further experiments are awaited, but the expected adverse 
effects have not occurred, and perhaps there is a hope that this 
massive dosage may cure other forms of tuberculosis. 

Results of Shortage.— Viicktis and osteomalacia, dental caries, 
osteoporosis, tetany, laryngismus stridulus, bronchitis. 

VITAMIN E (c/p/w-Tocopherol) (Fat-soluble).— 

Source. — ^Wheat-germ oil, maize, green vegetables. Also made 
synthetically. 

Daily Requirements. — Uncertain, but sufficient is supplied in a 
normal diet under ordinary circumstances. 

r/ierapeuiic 2?oje to be added to normal diet: 

In normal pregnancy 3 milligrams daily. When there is history 
of abortion, 12-24 milligrams daSy. 
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Jiesults of Shoriage.—Ahoition, sterility. Adminisiratioa said to 
have braefiled cases of dj-smenonhoea, toxaemias of pregnancy, 
sterility in either sex, deficient lactation, muscular dj-swopby if 
gisen for long periods, but many of these cases base spontaneous 
rtnussions. 

VITAMIN K.— There are seseral varieties, all with similar action. 
Vitamin Kj. oro/pAa-phjUoquinone, is the one occurring in nature; 
it can alM be s^mthesizsxl, but methjl-naphlh^Linone, a simthetic 
equivalent with a slightly different formula, is easier to make, so 
is the one chiefly u^. Curiously enoug^ a similar and almort 
equally cffectisr variety occurs in the bodies of tubercle barilli; it 
has also been Sinlhesized. 

Natural Sources. — Green segctables, especially spinach, also la 
alfalfa grass and germinaUag oats; probably formed in iolestio^ 
canal of man by natural bacterial flora. Chief medicinal supply is 
synthetic. 

Daily Requirement. — Unknown. 

liierapeutic Dose. — Adults 100-200 milligrams daily, babies 
5-10 mg. 

Results of Shortage. — Sj-nthesis of prothrombin not properly 
carried out by liver, so there is a tendency to haemorrha^ in the 
Dcw-bora and in cases of jaundice. 

YTTAhUN P OVater-soluWe).— 

The existence of this vitamin is denied by many, but the es'idsnce 
is certainly persuasive if not entirely convincing; also its alleged 
properties ore of interast, so further uork is going ahead. 

Natural Sources.— ’’Papriki, chillies, pimentos, orange and lemon 
peel. It is al^-ays found in association with vitamin C and is con> 
sidered to be besperidm cholcone, an unstable body which can be 
stabilized and made waicfsoluble hy meth}lation. 

Results of Shortage. — Unknown, but experiiDents suggest that 
it prevents fragility and permeability of the capUIanes, so is active 
against scurvy and purpura ; a further propert)*, of great importance 
if it is confined, is that it appears to reduce blood-pressure. 

For a very complete list of the values of Indian fo^tufls both 
in nutritive and vitamin content, see Field Service Hygiene Notes, 
India, 1945. (See also Diabetes and Diet in the present work.) 
VOMITING (See olso Air-sickness, Obstetrics (Vomiting of 
Pregnancy and Hyperemesis Gravidarum), Nervous System, 
Acidosis, Appendiatis, Haematrmesis end Congenital ITloric 
Hypertrophy.) 

Vomiting can be cU&sifled in many ways, for example, peripheral 
and central, toxic and non-toxic, trivial and serious, juvenile and 
adult, acute and chronic, etc. 

The commonest cause of xomiting is something that has been 
swallowed, either solid or Gqviid; the history and the vomited 
material^ if available, will provide the necessary clue. 
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The following conditions may be associated with vomiting: 

In babies . — ^Too rapid swallowing, over-feeding, congenital pyloric 
hypertrophy, intussusception. 

In children. — Indigestion, addosis, biliousness, appendicitis, 
intussusception, volvulus, strangulated hernia, torsion of testicle, 
jaundice, scarlet fever, other fevers, pneumonia, meningitis, cerebral 
tumour, otitis media, cerebral abscess, nervousness, faintness, 
debility, unpleasant sights or experiences, pain, heat-stroke, sun- 
stroke, malaria, whooping-cough. 

In adults . — Most of the above causes can operate, with, in addition, 
alcohol, pregnancy, uraemia, perforated or ttvisted viscus, cancer 
of the stomach, hepatic cirrhosis. 

In general, if vomiting is associated with abdominal distension, 
think of obstruction ; if with tenderness, think of appendicitis or 
peritonitis ; if with severe and persistent headache, think of cerebral 
tumour; and in a young woman, think of pregnancy. Many cases of 
apparently inexplicable vomiting which last for a few days turn out 
to be jaundice. 

TREATMENT.— If there is no apparent cause which can be 
treated try one of the following: 

(1) Tincture of iodine, five minims in a teaspoonful of water. 

(2) Chloretone, ten grains in a capsule. 

S 31 Brandy, a teaspoonful every hour. 

4) Gardenal. one to two grains. 

5) Spirit, Ammon. Aromat., a teaspoonful in water. * 

(6) Liquor. Adrenalin. Hydrochlor., a teaspoonful. 

(7) Cocaine hydrochlor., half a grain in a teaspoonful of water. 

(8) Ammonium bromide, 30 grains in water or capsules. 

(9) “Three Bromides” effervescing. 

(10) Champagne (usually the^best of all). 

VULVO-VAGINinS OF CHILDREN (^ee also Gynaecology.) 

Although this is commonly due to tbe gonococcus, other 
organisms such as tbe streptococcus or the diphtheria bacillus may 
cause it, the latter producing the membrane that is characteristic 
of the disease ; occasionally the Trichomonas vaginalis may be the 
cause. A swab should therefore be taken and examined. 

TREATMENT. — For two reasons local treatment should be 
avoided as much as possible. The parts arc extremely tender, and 
it is undesirable to produce a “complex” that may adversely affect 
the child’s happiness in later life. If local treatment is necessary 
it is better to carry it out under ethyl chloride or gas anaesthesia. 

Peniciiin 100,000 units should be given intramuscularly, followed 
by 25,000 units i-hourly for two hours. This by itself will clear up 
most cases, but in order to increase the resistance of the vaginal 
epithelium by temporarily transforming it from the infantile 
columnar to the adult stratified type, an injection of 10,000 units 
of oestrogen should be given tbrw times a week for six weeks. If 
the child greatly dreads the injections, a tablet ofO-I mg. dienoestrol 
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nuy be gi%en three times a day instead. Any sign of precocity such 
as swelling of the breasts or uterine bleeding is an indication for 
stopping endocrine therapy, and it rapidly subsides after this 
is done. , , . . j 

If any local douching is considered necessary it should be done 
■with normal saline or a I : sS.OOQ solution of potassium permanganate 
by means of a well-lubricated No. 6 rubber catheter. 

In tnchomonal infection the best treatment is to give the cMd 
an anaesthetic and paint the whole vulva and vagina with “triple 
dye” jelly and repeat twice at four-day intervals. 

WARTS 

The Verruca, or soft plantar wart, is an infective virus condition 
commonest in childhood or adolescence and acquired from other 
children at school or round a swimming bath. By far the best 
treatment is the judicious application of X-rays, three doses at 
intervals of 10 days producing a cure. If this is impossible, apply a 
piece of Hastoplast and change it every ten days. Should this be 
ineffectir’c and the verruca be causing much trouble, give a local 
or general anaesthetic and excise the verruca with a sharp knife; 
there is generally considerable bleeding when the “roots” are 
excised. The condition tends to cure itself witbiB three months 
without treatment. 

Wans.—A single wart may be cured by the application of carbon 
dioxide snow (q.v.). A thick wart requires a long application, up to 
five minutes. Repeated touching first with fuming nitric acid and 
then with carbolic acid is another method. Excision is not recom- 
mended because the escapbg blood may be infective, but this objec- 
tion does not exist with the diathermy knife or actual cauteiy, 
either of which may be used with a local anaesthetic. 

Multiple Warts have been treated with success ■with a 25% 
suspension of podophyllin resin powder in liquid paraffin or water. 
It IS left in contact with the warts for six or eight hours, after which 
It is washed off with soap and water; the parts are then dried and 
dusted with zinc oxide powder. Crusts must be removed before the 
application is made and the remedy must penetrate to all crevices 
between the warts. Two or ttaee repetitions at S-7-day intervals 
may be required. This treatment is specially recommended for 
genital ivarts m either male or female, but in the writer’s hands has 
proved disappointing; in one case of multiple vulvo-vaginal warts 
jn a virgin of 18, repeated appfications met with no success whatever, 
but the warts, of which there were 97, were eventually remov^ 
successfully by the actual cautery; both the patient and the vynter 
regretted that this had not been done earlier. However, the podo* 
phyllin treatment is easy and painless, so is always worth trying. 

The application of a com paint is sometimes successful; it is 
painted on daily for 10 days, the previous coating not being removed. 
At the end of 10 da)^, soak in warm bicarbonate of soi^ solution 
(a drachm to the ounce) and remove the “scab” of paint, which 
often brings the wart with it. 
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A famous com paint is the following 
E Add. Salicylic 
Tinct. Onnabis Ind. 

Collodion. Flexile, ad 

WASTING IN INFANCY — See Marasmus. 

^VEIGHTS AND MEASURES 
IMPERIAL SYSTEM 

MEASURES OF MASS 
{Avoirdupois Weight) 

The Scruple (Symbol »=20 grains) is rarely used, whereas the 
Drachm (Symbol 3=60 grains) is frequently used, but neither is 
official. )^at is known as Apothecaries' Weight, in which the 
Ounce=480 grains, is not official, but is sometimes used in America. 
1 Grain . . . . gr. 

1 Ounce (Avoir.) . oz.=437-5 grains. 

1 Pound lb.— 16 ounces=7,0(X) grains. 

MEASURES OF CAPACITY 
1 Minim min. or m 

I Fluid Drachm .. fl. dr. =60 minims. 

1 Fluid Ounce . . . . fl. oz. = 8 fluid drachms. 

1 Pint O. =20 fluid ounces. 

1 Gallon . . C. =8 pints. 

Hypodermic syringes which are graduated in minims are some- 
times used for antitoxin and other work in which the dosage is in c.c. 


Minims. 

Approximately. 

C.C. 

20 

1-25 

30 


1-90 

40 


2*50 

50 


3*08 


30 00 (29*57) c.c.=l fl. oz. 


RELATION OF VOLUME TO MASS 
1 M inim is the vol. at 62® F. of 0*9114583 grain of water. 

1 Fluid drachm at 62® F. of 54*6875 grains of water. 

1 Fluid ounce is 1 ounce or 437-5 grains of water. 

1 Pint is 1 *25 pounds or 8,750*0 grains of water. 

1 Gallon is 10 pounds or 70,000 0 grains of water. 

*109-7143 Minims=the volume at 60® F. of 100 grains of water. 
METRIC SYSTEM 

MEASURES OF MASS 

1 MiUigram=the thousandth part of one gm. or 0 001 gm. 

1 Centigram=the hundredth part of one gm. or 0 01 gm. 

1 Decigram=the tenth part of one gm. or 0*1 gra. 

•This is taken as 1 10 minims throogbont the British Pharmacopoeia. 


■ ■ f>i 
. HI, 10 

• • 5j 
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I Gramme=weigl3t of ooe millilitre of distilled water at 4* C 
(39-2’ F.) or l-O gm. 

1 Dekagram=teD grammes or 10 0 gm. 

1 Hectogram=one hundred grammes or 100-0 gm. 

1 Kilogram=one thousand grammes or 1,000-0 gni. 

MEASURES OF CAPACITY 
1 Milhiitre=The Aolume at 4* C. of I gm. of water. 

! Centilitre =:Thc volume at 4® C. of 10 gm. of water. 

! DecLIitre=The volume al 4* C of 100 gm. of water. 

1 Utre=The volume at 4* C. of 1,000 gm. of water. 

RELATION OF CUBIC MEASURES TO hfEASURES 
OF CAPACITY 

1 Cubic centimcire=0-99984 millilitre. 

1 Cubic decimetre =0-99984 litre, or 1,000 cubic centimetres. 
1-000028 Cubic centimctrcs=l millilitre. 

1 -000028 Cubic decimeues=l litre, or 1,000 millilitres. 

RELATION OF THE IMPERIAL STANDARDS 
TO THE METRIC STANDARDS 
Stmdards of Mass 
1 Pound=4S3-59243 grammes. 

1 Ounce=28-34953 grammes, or 28-35 gm, nearly. 

1 Grain=0-0647989T8 gramme, or0-064S gm. nearly. 

Standards of Capocit) 

1 Gallaa»4-54S963l litres. 

1 PintasO-5682454 btre, or 568-336 cubic centimetres nearly. 

1 Fluid ounce«0 0284123 litre, or 28-417 cubic centiraetms 
neatly, - 

1 Fluid drachm=0 003552 litre, or 3-552 cubic centimetres nearly. 
1 Minim=0 000059 hire, or 0-059 cubic centimetres nearly. 

Standards of Length 
1 YaTd=0 914399 metre. 

I Foot=0 30480 metre=30 48 centimetres. 

1 lnch=0 02540 mctre=25-40 millimetres. 

RELATION OF THE METRIC STANDARDS TO 
THE IMPERIAL STANDARDS 
Standards of Mass 
I MiUigram=K)-Ql5 ^ia nearly. 

1 Centigram=0-154 gr^ nearly. 

1 Deagranj=] -543 grain rwarly. 

I Grair\me=15-4323S64 grains. 

I KiIograni=2 lb. 3 oz. }!9'8564 gr., or 15,432-3564 gr. 

Standards of Capacity 
1 Cubic centimetre =16-9 minims nearly. 

1 Litre=l-759S0 pints, or 1 pint 15 fi. oz. I fl. dr. 34 at nearly. 



O’Meara's Medical Guide 


865 


Standards of Length 
1 Micron (/‘)'=0‘00003937 inch. 

} Millimetre (mm.)=0'039370 inch. 

1 Centimetre (cm.)— 0'39370 inch. 

1 Decimetre (dm.) =3 -9370 inches. 

1 Metre (m.)=39-370U3 inches, or 1 yd. 3-37 inches nearly. 

I Inch (in.)=25-3999 millimetres. 

TABLE FOR CALCULATING EQUIVALENTS OF 
WEIGHT, LENGTH AND VOLUME 
To convert Grammes to grains, multiply by 15*432. 

To convert Ounces to grammes, multiply by 28-349. 

To convert Kilograms to pounds, multiply by 2*204. 

To convert Metres to inches, multiply by 39-37. 

To convert Kilometres to miles, multiply by 0-6. 

To convert Litres to gallons, multiply by 0-22. 

To convert Litres to pints, multiply by 1 *76. 

To convert Pints to litres, multiply by 0 5679, 

To convert Grains per gallon to parts i:«r 100,000, multiply by 10 
and divide by 7, 

To convert Cubic feet to gallons, multiply by 6-23. 
THERMOMETER SCALES 

To convert Centigrade to Fahrenheit, multiply by 9/5 and add 32. 
To convert Fahrenheit to Centigrade, subtract 32 and multiply 
by 5/9. 

INDIAN WEIGHTS AND MEASURES AND THEIR 
EQUIVALENTS 

The unit of weight is the Tola, which equals 180 grains, or the 
weight of a rupee. 

1 Dhan or Grain = 3/175 dr. Avoirdupois 

4 Dhans = l Rati = 12/175 dr. Avoirdupois 

8 Rati8 = l Masha = 96/175 dr. Avoirdupois 

12 Mashas==l Tola =6 102/175 dr. Avoirdupois 

5 Tolas=l Chattack =2 2/35 02 . Avoirdupois 

16 Chattacks=l Seer =2 2/35 lb. Avoirdupois 

40 Seers=l Maund =82 2/7 lb. Avoirdupois 

27*2 Maunds = l ton. 
too Bazar maunds=I00 Factory mauads 

Liquids are usually reckoned by weight. 

TO CONVERT INDIAN WEIGHTS INTO AVOIRDUPOIS—. 
Multiply the weight in maunds by 5 and divide by 7 ; the result will 
be weight in cwt. 

TO CONVERT AVOIRDUPOIS WEIGHTS INTO INDIAN 
WEIGHTS.— Multiply the weight in cwt. by 7 and divide by S; 
the result will be weight in maunds. 
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LAKD MEASURE 
1 Square MUe=640 acres. 

1 Acre =43,560 sq. A.=3J bighas=60i cotlahs. 

1 Bigha ==20 Cottahs. 

I Cottab =16 Chittaks=720 sq, ft. 

DOMESTIC MEASURES 
BRITISH 

Imperial Measure Metric bfeasure 


A teaspoonful = 1 II. dr. 4 c.c. 

A dessertspoonful = 2 fl. dr. 8 c.c. 

A tablespoonful =4fl-oz. 16 cx. 

A wincglassful =21 fl. oz. 75 c.c. 

A teacupful = 5 fl- oz. 150 c.c. 

A breakfastcupful = 8 fl. oz. 240 cx. 

A tumblerful *=I0fl.oz. 300 c.c. 


INDUN 

Half-kancba =*1^ Chattack=l/I28 Seer *=> About 2 fl. dr. 

Karscha =4 Chaltack=l/64 Seer s^About 4fl, dr. 

Half-Chattack Poa =1/32 Seer ssAbout 1 fl. oz. 
Chatuck =i Poa =1/16 Seer =sAbout 2fl. oz. 

Poa Seer =sAbout 8 fl. oz. 

\ Seer =16 Cbattacks =About 32 fl. oz. 

WEIGHTS OF COINS 
I Gold Sovereign =123 grains. 

I Silver Rupee =180 grains. 

1 Sliver 8-aona bit = 90 grains. 

1 Silt er 4-aDoa bit =45 grains. 

1 Silver 2-aQna bit = 22'5 grains. 

1 Nickel S-anna bit =126 grains. 

1 Nickel 4-anna bit =104 grains. 

I Nickel 2-aQna bit = 88 grains. 

1 Nickel 1-anna bit = 50 grains. 

1 Bronze pice =100 grains. 

1 Bronze half-pice 50 grains. 

1 Bronze ^ pice (a pic) = 30 grains. 

WHITLOW — See Hand and Finger Infections. 
WHOOPING-COUGH 

This is the commonest cause of a spasmodic cough lasting more 
than a few days in a person r4io has not previously had the <£seasc ; 
the other common causes are enlarged tracheo-bronchial ^nds 
and a localized, irritating, sub-acute inflammation of the intef- 
arytenoid mucous fold fofiowing influenza. 

Prophylaxis is efiective. There are many vaccines on the market, 
of varying strengths, but the avera^ dose is three injections of 
1 C.C., 2 c.c., and 3 c.c. respectively, given at weekly intervals ; these 
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confer a high degree of immunity lasting several years. After exposure 
to infection an unprotected person is given the vaccine at 3-4-day 
intervals in order to complete the course before the period of 
incubation is over. In similar circumstances or in an epidemic a 
protected person should be given one injection of 3 c.c. 

One attack of whooping-cough confers life-long immunity. 

The incubation period is usually 10-14 days. 

The isolation period is about 6 weeks, or till the whoop and 
vomiting have definitely ceased. 

The organism is considered to be the Haemophilus pertussis, a 
small Gram-negative bacillus resembling the Haemophilus influenzae 
in size and shape, and in the fact that it may not be wholly responsible 
for the disease. 

SYMPTOMS. — Early symptoms arc those of catarrh, with 
spasmodic cough and slight temperature; the characteristic whoop 
often does not appear for several days, and may be preceded by 
attacks of vomiting; these occur at the end of paroxysms and are 
almost as pathognomonic as the whoop. A lymphocytosis up to 
about 60% is frequent, and is of great diagnostic value m the early 
stages. The later symptoms are unmistakable. 

TREATMENT.— Penicillin and the sulphonamides are, un- 
fortunately, without effect in this disease, although they can prevent 
or cure that serious sequel, broncho-pncumonia. The general 
opinion is that therapeutic vaccines are useless except perhaps in 
the very early— and often undiagnosed— stage. They are, however, 
harmless and may comfort the child’s parents. We therefore con- 
centrate on antispasmodic and general treatment. 

While there is fever, or if the spasms arc frequent or exhausting, 
the patient should be kept in bed. 

Antispasmodic drugs may prove useful ; the doses vary according 
to the age of the patient, but the following arc suitable for a child 
of four, at wWch age the disease often occurs. 

If atropine is given it is as Tinctura Bclladonnae, 5 minims 3 times 
a day and increased by one minim per dose until the mouth becomes 
dry or the pupils dilate, after which it is stopped for 3 days and then 
given in half the final dose. Bromides, especially when combined 
with chloral and belladonna— if this is not being given separately 
as above — are quite effective. 

R Sodii Bromid gr. 4 

Chloral. Hydrat gr. 2 

Tmct. Bclladonnae .. -• • .. II1.4 

Syrup. Simpl. ad 3j 

Another remedy is ephedrine, which may be given three times 'a 
day with pbenobarbitone (Gardenal) soluble; 

E Ephedrm. Hydrochlor. \ a'S cr * 

Phenobarbiton. sotubuej ® • * 

Tmct. Camph. Co. IJ- 

Synip. Simpl. ad 
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Ipecacuanha also has its adx’ocales; 

B Sod. Bromid ^ 

Tinct Ipecac. ^5 

Tinct. Hjoscyami .. . •• •• 

Syrup Tolu, ad 

as has benzyl benzoate, 5 minims on a lump of sugar 4 times a day. 
The question of feeding is most important, many children losing 
much weight; ordinary light, digestible food may be given, but a 
meal should begin about 10 miimtcs after a paroxysm. Complications 
are treated by chemotherapy. 


lYORMS 


HooVv-onn {AnLjIostoma JuoJenaU') 

CysUcctcosis 

FlukM 

Bilharaa 

latestinal 

Liver 

Luag 

Gumea-worm 

Hydatid Dueaae 

Rouadworm {Ajearii lumbriecldes) 

Tapeworm 

Dwarf Tapeworm 

Threadworm 

Tnchi^sta 

VVhipwonn 


Certain fRtNaPiES of treatment adopted by the Indian Army 
some years ago work well in civil practice; in the remarks on treat* 
meat given below it is assumed that these prindples are observed. 

(a) Purgative; this should be mag. sulpfa. only; an ounce in 
water is the usual dose. 

(b) Treatment is p\ca in the rooming on an empty stomach, after 
a light meal the evening before. 

(c) After the treaunent. no food is given until Jibe bowels have 
acted. 

(d) Treatment must not be repealed until ten days have elapsed. 
HOOK-WORM Uf^KYLOSTOMA DUODENALE^ 

This very common cause of anaemia is acquired through the 
skin of the webs of the toes while the patient is walking barefooted 
in infected mud, which is particularly common in the neighbourhood 
of btrines or where promiscuous defaecalion is practised. 

TREATMENT.— 

(fl) Give 15 minims (1 c.c.)oroiI orefaenopodium in capsules or 
mixed with half an ounce of liquid paraflln. 

(6) After 15 minutes ^\c 45 roiiums (i c.c.) of pure catbon 
tetrachloride, or, preferably, I drachm (4 c.c.) of tetra- 
chlorethylcac in capsules or mixed w'ith half an ounce of 
liquid parafhn. 

(r) After half an hour pvcooe ounce of Mag. Sulph. in water. 
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{d) Ova arc usually passed for four or five days after treat- 
ment, but if they arc still present in the stools after a week, 
repeat the treatment on the tenth day. 

Another remedy is hexyl-resorcinol, the dose being 7j- grains 
(i gramme) for a child and 15 grams (I gramme) for an adult. It is 
given in capsules or sugar-coated pills and the saline purge is not 
given until the next day. 

When, or even before, the patient has been “de-wormed” the 
anaemia must be attended to, Fcrri Sulph. gr. 3 t.d.s. being the 
standard remedy. 

ROUNDWORM (ASCARJS LUMBRICOIDES) 

The mode of infection is by swallowing water or raw vegetables 
contaminated by faeces from an infected person (including the 
patient). Enormous numbers of the worm may be present. In a 
case under the writer’s notice there were 316; he has also seen them 
cause obstruction of the ascending colon. 

TREATMENT is as for ankylostoma. Hexyl-resorcinol is 
particularly effective. 

■ An old method is to give santonin gr. 3 with calomel gr. 2 on three 
successive nights, followed by a saline purge each morning. 
THREADWORM {OXYURIS or ENTEROBIUS VERMl- 
CVLARIS) 

' These troublesome pests are swallowed in faecallv infected water 
or when the patient re-infects himself by scratching his itching anus, 
and later transfers bis fingers to his mouth or contaminates 
something be swallows. 

Although the disease is due to a definite parasite it is often a 
symptom of intestinal catanh due to wrong feeding or over 
indulgence in sweets. Threadworms apparently do not flourish in a 
healthy intestine. 

TREATMENT. — To prevent re-infection and to relieve itching, 
smear the patient’s anus every oigbt with Ung. Hydrarg. Ammoniata 
and put on him a pair of pyjama trousers. 

Diphenan.—Oae to two tablets may be given 3 times a day, 
half an hour before food, for a week; the results are better if 
30 minims of Acid. Hydrochlor. Dil. are given three times a day 
and colonic lavage nightly as below. 

Gentian Vwiet.—Half a grata in a capsule may be given similarly 
for two periods of a week, with a week between. This sometimes 
causes nausea. 

Colonic Lavage with a 1 : 20 infuston of quassia in water, or with 
saline (a tablespoonful of salt to a pint) may be carried out every 
night if it does not upset the patient. 

tapeworm ^ . . . . , 

Taenia solium is acquired by eatmg undercooked, infected 
(“measly”) pork and Taenia sagmata by eating beef in a similar 
state; either may also be acquired by eating uncooked vegetables 
contaminated with human faec«. Dibothriocephalus laius is 
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sw-allowed in ihe flesh or os-a, e.g^ caslarc, of undercooked infected 
fish; very rarely this worm produces the sjuiptoms of pemiaous 
anaemia. 

TREATMEKT.— 

(а) As for ankylostema (sre aboTe), . 

( б ) rduc Mas.— The adult dose is li drachms of the Iiqmd 
extiact 0 ven in IS-micim capsules at 15 'minutc intervals, 
or it may be emulsified as follows : 


B Ext FiUds Liq 5^« 

Symp. Zmgibens oJ. 

Mucilag. Acaaae oU 

Aq. Menih. Rtp. ad .. .. .. .. St) 


To be ei'-roifl t*o equal doses with an intern] of half sa hour between. 

In whatever form it is administered filix mas jnust be gism on 
an empty gastro-inleslinal tract, so 24 hours before taking the 
remedy the patient is ptea one ounce of Map Sulph. in water, 
followed by 24 hours’ complete starvation. Three hours after the 
last dose of filix mas he is p\cn another saline purge and allowed 
food ^ter it has acted. 

Areca catechu fbetel nuf), one ounce ol the powder s'umnei^ m 
t ounces of water for half an hour, produces an infusion which is 
swallowed in one dose with exactly the same preliminary and 
subsequent treatment as are used for ^ mas. 

Whatever the treatment, the fluid motions passed afterwards 
must be passed through one layer of surpeal gatoe and a catuful 
search made for the bead of the worm. In case of f^ure to find it, 
pve 15 grains of ^•naphthol first U^g every monting for 10 days. 
Do not repeat treatment in less tK-»n $ weeks; most people wait 
for two or three months and then give a purge; if the worm has 
grown again segments will ^ passed. 

DWARF TAPEWORM (^^77wno/<pjw) 

This worm, which is usually about two inches long, may be 
present m enormous niimbers in the small Intestine. As there is no 
intermediate host, infection is duect from human faecal 
contanunatioo. 

TREATMENT. — ^This is as advocated above for threadworm, 
but without colonic lavage, and is not very satisfactory. Stovarsol, 
four tablets a day for a week, may also be tried. 

CYSnCERCOSIS 

Very occasionally (35 cases reported in troops in India in 3 yean) 
the Taenia soJttmt changes its life cycle and passes its lan'^ stage 
in the muscle and br^ cf man. Alter 3 or 4 years the l^ae 
calcify and are easily seen by X-rays. If any calcified larvae are 
lodged in the cortex of the brain they are liable to cause epileptic 
fits. 

TREATMENT. — Treatmenl is unsatisfactory for two reasons: 
nottog IS known that will “Uqmdate" the lai^c, and the larvae 
cause no symptoms until they are dead and calcified. Ordinary 
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anti*epilepUc treatment, therefore, is given. If careful investigation 
suggests that a certain cysticercus js responsible for certain symptoms 
it may be removed. An important part of prophylaxis is the early 
and thorough treatment of cases of Taenia solium infection and the 
taking of precautions to ensure that neither the patient nor his 
associates or attendants run any risk of being infected by the 
segments he passes. 

HYDATID DISEASE (TAENIA ECUINOCOCCVS, ECHINO- 
COCCUS GRANULOSUS) 

MODE OF INFECTION. — The dog, and rarely the cat, becomes 
infected by feeding on the liver, lung or brain of infected sheep or 
goats. A few weeks later the dog passes eggs in its faeces, which 
contaminate its coat ; in due course the dog is washed or fondled by 
a hmnan being, who gets some ova on his hands or fingers and 
unknowingly transfers them to his mouth. Infection occurs in 
another way when a dog licks his genitals and anus, and later licks 
his master or his master's child. Infection in efa^dhood is not 
Uncommon. 

SYMPTOMS.— These depend upon the size and site of the 
cyst; in order of f^requency, hydatid cysts are found in the liver 
(generally the right lobe and liable to m mistaken for an amoebic 
abscess), the lungs, the pleura, and the brain ; sometimes they are 
found in the kidneys, spleen, peritoneum, stomach or spine. 

DIAGNOSIS. — When the cyst is large the “thnU” is unmistak* 
able and in an endemic area odd symptoms or odd sweUings are 
often found to be due to hydatids. The blood may show an eosino- 
philia. The presence of clear fluid in a cyst is suggestive, and that 
of scoliccs is confirmatory of hydatid cyst The complement fixation 
test is positive, and the intradermal injection of 0 2 c.c. of hydatid 
fluid produces a large weal in about 10 minutes (Casoni). 

X-rays are often useful, especially in lung cases. 

Treatment. — This is by open operation when possible. Aspiration 
is generally considered dangerous, but the method of aspirating 
.fluid and injecting 10% fonnaldehyde is useful when nothing else 
is possible. 

Small cysts frequently die of their own accord and become 
calcified. 

flukes iJREMATODES) 

There are four main types : 

(1) The Liver Fluke (Clonorchis) is swallowed in undercooked 
or pickled infected fish. It causes enlargement of the liver, 
usually associated with diarrhoea, attacks of jaundice and 
later anasarca and cachexia. The fluke is commonest in 
China and Japan and is found on the coast of India. 

Treatment is unsatisfactory; gentian violet given as for 
threadworm (see above) is probably the best, but emetine, 
as for amoebic dysentery, and antimony as for kala-azar 
have been reported to be successful. 
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(2) LSTSTINAL Fluos, lilc Ih-CT flulcs, also infect fisb- 
caters. InfeetiDD is coimaoa on tie coast of Assam and 
in coastal places farther East. 

Treatment is satisfactoxy and is as for aol^ilostoma. 

(3) The Luvg Fluke (Paras<marsis\ is acquired by eating 
cncooLed crabs and occnis in Qiina, India and Japan. It 
causes a couch with haemoptysis; eiat^ation of tbs 
sputum shoe's the unmistaLzble parago&imus. Tte fi^e 
may spread to almost ^ the organs of the body, can^S 
sjTHploms nhich ranee from hemiplegia to appeodjcdtxs. 

Treatment is unsansfaaniy. but emetine, antimony' and 
the sulphonamides arc all north uying. 

(4) BnjLOLZiA {Sekistosoma). — ^Infection is acquired by drink- 
ing, crashing, paddling or bathing in infected water, m 
which the flole passes some of its life-cyule in a 5na3, 
usually of the bulmus or planorKs family'. 

There are three main sarieties: 

(I) BiVtarzia haemaiohium. found chiefly in Afnca, 
especially the south, affects the bladder and urinary 
system causing se\tre strangury and haematuria. (A 
similar orsanism, foond in the Congo, is called BiThania 
interealatum.) 

(3) BWiariia mansani, found in Egypt and Central A&ica* 
affects the colon, causing severe symptoms with bleed* 
ing; the liver, causing “inpe^ein cuThosu”; and the 
spleen, causing “Egyptian spleoomefialy." Later, the 
l^wel inffammadon may be so smrre as to resemble 
masdve carcinoma; the Bube can al^ invade ^e lungs 
and has beeu recorded as causing pulmonary arterio- 
sclerosis resemblmg Aycraa's disease. 

(3) Bilhar:ia Japomar, found in Japan, causes symptoms 
similar to those of Bilhar::ia mansonl, but more ses'erc 
and more rapidly progresasc. 

TREAThiEOT (FOR ALL VARIETmS).— Anthiomaline 
(M. & B.), a irivalcnt compound of lithium antimony-ihiomalate, is ‘ 
the drug of choice, ll is ^ven intramuscularly csriy other day for a 
month, the dose bring 0’5-4 c.c. according to the age and wrighl of 
the patient; the usiul adult dose is 4 cx.; the first dose shoifid be 
1 C.C., successh'c doses increasing by 1 c.c. up to tbs derired 
maximum. The injections may be foDowed by some local icndemess 
but not by unpleasant ^neial reacbons. 

In Egypt, suboptea (Fouadin) is used in a similar way. 

Potassium anlimonyi tartrate (tartar emetic) or, preferably. 
Sodium antimonji tartrate, is cbeapief, but more unpleasant. It 
IS ^I'en intravenously in 5% giucose solution on alternate days UBt3 
a total quantity of 30-35 grains (2 grammes) has been gisun. The 
first dose is ^ grain in 5 cx, increased by ^ grain up to 2 grains in 
10 cc. of 5% glucose solution. The series of injections lasts about a 
month. 
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The pentavalcnt antimony compounds such as Neostibosan which 
are so useful in kafa-azar arc without effect in bilharzia. 

Intramuscular emetine hydrochloride, in the usual doses given 
for dysentery (one grain daily for 8 days followed by another four 
doses after a four days’ interval), has been recommended for 
bilharzia, but is not nearly so effective as antimony. 
GUINEA-WORM (DRACONTIASIS) 

This is acquired by dnnking water which contains infected 
water-Oeas (cyclops). These fleas are in turn infected by patients with 
guinea-worm who wash their sores in well-water. The remedy is to 
build wells which will make this selfish habit impossible. Ifitisthought 
that water is infected, it should be boiled, or filtered through muslin. 

About a year after ingestion the end of the female worm appears 
beneath an area of skin that is liable to get wet, the commonest 
being the outer side of the ankle ; bhisus are affected on the shoulders 
and women sometimes beneath the breast. 


TREATMENT.— 

(а) When a blister forms it should be aseptically punctured and 
the worm injected by means of the hypodermic syringe with 1 1 1,000 
Liquor. Hydrarg. Perchlor., to which a few minims of Liquor, 
Adrenalin. Hydrochlor. are added. The worm dies and can be 
gradually extracted by the old-fashioned method of rolling it daily 
on a matchstick. The writer has used this method for many years 
and has found it “slow but sure’’. 

(б) When the bleb has ruptured, apply a wet dressing; this makes 
the worm protrude and u can then be gently rolled on the match- 
stick, great care being taken not to rupture it. After being given 
its daily turn or two the matchstick is fixed to the skin by sticking 
plaster. 

(c) When there is much oedema or cellulitis apply fomentations 
and ^vc sulphonamides by the mouth. In this condition and in 
the two above mentioned, Manson-Bahr recommends injecting one 
grain of phenothiazme emulsified in 10 c.c. of oil into the muscles 
above and below the worm, which soon dies and can be extracted by 
the matchstick method. 

WHIPWORM {TRICHOCEPfiALOS DISPAR) 

This condition is acquired by drinking faecally infected water. 

Symptoms are generally nil, but there may be a mild diarrhoea; 
cases have occurred in India in which the ova invaded the liver, 
causiug an abscess which burst into the lungs. 

Treatment is as for ankylostoma (see above). Hexyl-resorcinol 
probably is better than carbon tetrachloride and oil of chenopodium. 

TRICHINIASIS . ^ r ^ 

This condition is acquired by eating infected pork, the worm being 
Trichinella spiralis. 

SYMPTOMS. — Two or three days after infection the patient has 
vomiting and diarrhoea. A week or ten days later his temperature 
rises and he has severe pains and cramps in the muscles ; constant 
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features are oedema of the ej-elids and a marked eosinophilia, 
diaphragm, gasuocnemii and biceps muscles are particularly bable 
to be affected. A suspected area may be iemo\-cd for biopsy. 

The above stages correspond to the discharge of embrj-os in the 
gastro-intestioal tract and to their arrival and detelopment in the 
muscles. 

PROGRESS.— A mild case lasts for two or three weeks and a 
severe one for two or three months. After about six months the 
embryos become calcified and killed, if not already dead. The 
calcification is so slight and the embryo so small that it is not 
generally visible by X-rays. In a severe case death may occur at 
about the fifdi week. 

TREATMENT.— TbcTc is no specific ireatmcnt, but if the early 
gastro-intestinal symptoms ate thought to be due to the disease, 
calomel, followed by a saline purge, should be pven. 

Silver arsphenamine has given good results in a course of 6-10 
injections, begmning with (>05 gramme and increased by that 
amount until 0*3 gramme is given, after which the dose is decreased 
in the same way. 

II'OUNDS (See also Ainputab'ons. Bums and Scalds and Shock.) 

Recent discoveries, air transport, the Spanish War and World 
War 11 completely revolutionized the treatment of wounds, and it 
cannot be too strongly emphasized that the eafHer a w ound is treated 
the better. Many good men in World War I lost their limbs or their 
lives because the doctors tost the precious first few hours is transport- 
ing them to a base hospital “where they could get proper treatment”. 
It IS better to ezdse a wound in the front line than to amputate a 
limb at the Base. 

A fnend of the writer’s living on a tea garden in Southern India 
was severely wounded by a murderous employee. The estate doctor 
attended hm, but insist^ on keeping alt the wounds open until the 
police could arrive and inspect them. As the nearest poUce station 
was eleven miles away the wounds went septic and the patient 
nearly lost his life. 

The treatment of severe wounds can be summarized as: 

(fl) Treatment of shock. 

(d) Early excision of all damaged tissue and removal of all 
foreign bodies, with preservatioo of as much skin as possible. 
So far as the skin is concerned it is rarely necessary to do 
more than trim the edge. 

(c) Complete haemostasis. 

{d) Thorough insufflation of wound with sulphathiazole- 
fiavine or suIphathiazole-peniciUin piow'der or instiliation of 
penicillin. 

(e) Oosure of wound. 

Complete immobilization of wounded area in plaster of 
Paris, in severe cases. 
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(g) Prophylactic chemotherapy, and continued precautions 
against shock. 

(ft) Prophylactic serotherapy against tetanus and gas gangrene. 

If, as in the case of a tiger bite in the jungle, the patient is not seen 
until some hours after the infliction of the wound, it is even more 
important to excise dead or badly bruised tissues. If this can be 
carefully and completely done so that healthy, readily bleeding 
tissue is present all round, if the wound can be well disinfected as 
in (d) abo\e, and if not more than four hours have elapsed since its 
infliction, it is probably safe to close the wound ; peniciUm must be 
given intramuscularly for ihc first 48 hours and a sulpha-drug 
thereafter for four or five days. 

Othenvise it is best to pack the ivound with suIphathiazoJe- 
penicilltn-Vascline gauze and immobilize. 

Frankly septic wounds must be freely drained, and irrigated; 
dilute pcnidllm is the best irrigating fluid, next come flavine 
(I ; 1,500), eusol, and dilute Milton. Parenteral and oral chemo- 
therapy are earned out at the same tunc. 

STERILIZATION OF WOUNDS.— A sepuc wound cannot be 
sterilized by any of the chemical disinfectants for two reasons ; they 
do not penetrate, and if they are strong enough to kill microbes they 
are strong enough to kill living tissues and phagocytes. The applica- 
tion of sulphathiazole and penicillin is not open to the above 
objections, as they are non-imtatiag to the tissues, and after 
prolonged application they do appear to penetrate. 

For sterilizing a recently inflicted wound all foreign substances 
and dead tissue must be removed and sulphathiazole powder 10% 
with boric acid and 1% proflavine {e,g., Cibazol), preferably with 
penicillin added, dusted into the wound. 

The old practice of applying iodine is useless for disinfecting the 
wound itself, but its undoubted good effects on fresh wounds are 
probably due to the fact that it sterilizes the surrounding skin and 
promotes a temporary exudation of scrum and blood from the 
wound. 

X-RAYS 

DIAGNOSIS OF FRACTURES 

' The use of X-rays is too well known to need further reference 
here, but the reader should remember the following advice. 

X-ray every ''sprain.^' 

X-ray every fracture in two dimensions. 

Never repeat a prolonged examination such as a barium meal on 
the same patient in less than a fortnight. 

Always protect yourself when making a screen examination. 

He who habitually manipulates fractures under the screen is 
likely to die young. 

The earliest sign of over-exposure to X-rays is a neutropenia; 
all X-ray workers should therefore have periodical blood 
examinations made. 



876 O’Meara’S Medical Guide 

BARIUM MEAL 

PREPARATION.— As a rule, no preparation is required except 
that no food is taken for at least six hours before the meal and no 
medicines containing radio-opaque substances are px'en within the 
preceding four days. 

COMPOSITION. — ^A good formula is as follows : 


& Barium Sulphate |x 

Pulv. Tragscaath 5j 


Mix thoroughly and then add, slowly, one pint of distilled water. 
Flavouring agents, such as an ounce of cocoa with an ounce or less 
of sugar, two grains of saccharine with ten drops of essence of 
vanilla or a tcaspoonful or more of fruit essence, may be added. 

Various proprietary barium meals, ready mixed with flavouring, 
are made by most firms of dru^'sts. 

Examinations are made at the discretion of the radiologist, but 
are usually somewhat as follows: trrunediate, J hour, 1 hour, 3, 4, 
8, 12, 24, and 28 hours. 

If there is much spasm, 30 miUigiams of Befuedrine Sulphate are 
given; the effect is almost immediate. 

EXAMINATION OF ORGANS.— 

Appendix. — For examination of the appendix a laxative, such as 
a drachm of Pulv. Glycyrrhizae Co., is given the night before and 
two dracbms of Mag. Sulpb. are mixed with the banum m^. The 
appendix is examin^ at 6, 8, 10 and 24 hours efler the meal, and 
later as necessary. 

Oesophagus. — ^Two conditions may be diagnosed: cardiospasm, 
which may cause enormous dilatation of the lower end of the 
oesophagus, and malignant disease, which usually occur either at 
the level of the bifurcation of the trachea or at the cardiac orifice. 

SiostAaL — Ulcer of the lesser curvaturd shows a very consistent 
and striking picture; there is a niche on the lesser curvature corre- 
spondmg to the crater of the ulcer, with a deep notch on the opposite 
side in the greater curvature, the result of spasm of the circular 
muscle fibres. Beyond this hour-glass, which is a permanent 
spasmodic contraction, the stomach is large and relaxed with 
pylonc spasm, pylonc ulcer gim nse to tight pylonc spasm and, if 
ciutnzation results, to stenosis. 

Carcinoma.— U sually of the lesser curvature, the niche of the 
ulcer is seen to lave irregular edges, the shape changing and 
becoming more pronounced and extensive. If at the pylorus, the 
Qutlme wll be persistently irtegulai. 

PuODENAL Ulcer. — ^The first part of the duodenum is known as 
the cap, its upper border being dome shaped; irregular outline of 
the cap is usually the result of ulcer. At its site an acute ulcer produces 
either a wedged shape depression or a penistent spasmt^ic con- 
traction. A chronic ulcer shows a crater similar to the crater of 
gastric ulcer. 
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Small Intestine. — ^The jejunum and upper part of the ileum 
seldom show any abnormality, but the coils of the lower part of the 
ileum frequently drop down into the pelvis. 

Large Intestine. — The times for the normal passage of barium 
arc as follows : 

Caecum about 4 hours. 

Hepatic flexure 6 hours. 

Splenic flexure about 10 hours. 

The rectum in 24 hours. 

At the end of 48 hours all barium should have been passed. 

Three important conditions call for consideration m the l^e 
intestine: (1) Colitis, (2) Diverticulitis, (3) Carcinoma. The 
characteristic picture in colitis is masses of stagnant barium, faews 
in caecum and ascending colon with a thin line of barium in the 
descending and pelvic colon. Diverticulitis is shown by a narrow 
central line of barium with disconnected patches of barium on 
cither side. Carcinoma is indicated by obstruction to the passage ol 
barium and irregularity of outline. This must be confirmed by a 
barium enema. 


BARIUM ENEMA , „ . 

From a pint and a halt to four pints of a miatute of Barium 
Sulphate 12 oz., Muoiiag. Acaoae 4 or. 2''?“ SS 
run in slowly from a douche can, the nozzle 
anal sphincter. The patient must have been carefully prepared by 
clearance of the large bowel, then the 

through the large intestine reaching the caecum m under Ove minutes 
Other abnormal conditions of the large 
Stasis ( 2 ) Kinking by bands and angulation, (3) Dropping of the 
tansveSe Son Ind caecum and (4) Elongation of the pelvic 
colon. 

THE APPENDIX.— The normal appendix is seen filled ^th 

barium at the foutth hour and "fSdToflhi deep 

cretions are shown as small clear areas in the midst ot tne aeep 
barium shadow. Diagnosis of ileal torsion 

appendix can be made by careful observation with the fluorescent 
screen. 

INTRAVENOUS PYELOGRAPHY 

W G^rPuTv ome\oM”u. |e 

examination in order to expci wuiu. 

it also inhibits the “ "^“^'^ried out in the morning and 

‘^SI""SSS^^i^=area, 
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(J) Slowly inject the chosen drugin20c.c. of harm distilled water 
intravenously, taking 2-5 minutes o\w the injection. "Hie foUow^g 
substances arc commonly used and contain about 50% iodine, winch 
is the radio-opaque ingi^ient. 

lodoxyl, 10-15 grammes; proprfctaty names Uroselecian B, 
Pj'electan, Uropac, Pylumbrin, etc. 

Dlodone, grammes ; proprietary names Pyelosil, Per-Abrodil. 

(e) Take pictures 5, lOand^minutes after injection, and later as 
reqiured. 

Coctra-indiealions ate severe general disease, acute nephrius, 
diseases of the liver and sensitivity to iodine. 

GALL-BLADDER. EXAMINATION 
First take a “straight” X-iay picture because gall-stooes art 
occastoimlly calcified, or some other condition may be revealed. 
JJqy 1: Pulv. Glycyrrhirac Co., 1-2 drachms at night, 

Day 2; 4 p.m. Last meaL 

7 p.m. Pheaiodol or some simibr preparation in 
water. Tctraiodopbenolphth^ein, 34-5 
grammes may be given in weak add. 

Day 3.* 9 a.m. X-ray picture. This should show the gall- 
bladder as a distinct opaque object; if stones 
are present they show' as transparencies. If the 
' gall-bladder does sot fill, infiammatioo, fibrosis 
or obstruction may Ire present, or io^iiunation 
or fibrosis of a neighbouruig organ, particularly 
the duodenum. 

9J0a.in. Fatty meal, e.g., scrambled eggs with toast 
and butter, and milk. 

10, 10.30 and 11 a.m. Further X-ray pictures to show 
empt)ins of gall-bladder. 

BRONCHI . — See Bronchiectasis. 

FALLOPIAN TUBES.— See Gynaecology. 

SUPERFICIAL THERAPY 
The following conditions are unproved or cured : 

Acne 

Corns, IFarfr, Verruca 
Eczema 

Favus (for epilation) 

Keloids. — ^X-rays apphed to a recently healed wound are often 
used to make the scar UKrens^ncuous. 

Naeyi can be made to disappear by means of contact X-rays 
or radium. 

Pruritus 

Psoriasis 
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Epilation is essential to cure, and is generally 
carried out means of X-rays. 

Sycosis barbae is similarly treated. 

Rodent ulcer is cured by contact X-ray therapy or radium. 

DEEP THERAPY 

Deep therapy is too large a subject for discussion here, but the 
following conditions have been treated with hopeful and sometimes 
curative results. 

Malignant growths, es^ially when recent and composed of 
primitive, as opposed to differentiated cells, rapidly disappear under 
X-rays, but unfortunately they or their metastases often recur. 

Sarcomata, particularly those of the lymphatic type, seminomata 
and certain carcinomata do well under X-rays or radium, which is 
the treatment of choice in carcinoma of the cervix, ovary, mouth, 
tongue or larynx. In the breast, the best results at present are achieved 
by radical surgery followed by irradiation. 

Carcinomata of the genito-urinary system, including hyper- 
nephroma, do well on the whole, but those of the alimentary canal 
do badly. 

Hodgkin's disease is temporarUy benehted but always relapses 
and in due course kills, as do the leukaemias. 

Sarcoma of bone, especially the osteogenic, undergoes local 
regression, but metastases are early and frequent. 

Certain brain twnours, notably the medulloblastoma, can be imde 
to* disappear, as may pituitary tumours, especially in Cushing's 
syndrome. 

YAWS (FRAMtJOESIA) 

The causative organism is the Spirochaeta pertenue, which closely 
resembles the spirochaetc of syplulis, but there are important 
differences between the two diseases. 

DISTRIBUTION. — ^Thc disease is common in the tropics: 
Africa, Malaya, South America, Eastern India, Burma and Siam, 

METHOD OF INFECTION. — ^Tbe disease is non-venereal, is 
acquired through a break in the skin, and is perhaps carried by 
flies. It is never congenital. It is commonest in children, in whom it 
often appears on the face or lips; they may infect their mother’s 
breasts. In older people, primary infection is commonest through a 
scratch on the leg. Spirochaetes are found in the lesion and the 
Wassermann reaction becomes positive. 

progress. — T he incubation period is about four weeks, at the 
end of which a granulomatous papule appears. One to three months 
later the secondary stage bepns;_“daughter yaws” appear round the 
original papule, and papules begin to appear over other parts of the 
body, especially in the flexures, the angles of the mouth and round 
the anus, where they resemble condylomata. As in secondary 
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syphilis, the lesions ate symmetrical and are accompanied by fever, 
malaise and joint pains, but mucous membranes are not affected. 
Very painful yaws may app«it on the soles of the feet. In the absence 
of treatment the secondary stage lasts for several months, fa the 
tertiary stage there may be destiuction of palate and nose, periostitis 
and lesions resembling gummata. 

TREATMENT.— This is as for syphilis, but the response is 
greater and treatment can be shorter- Penicillin is probably the 
quickest cure, but arsenical and bismuth preparations, combined or 
separate, give rapid results. One attack confers immunity. 

■mXOW FEVER 

This serious and easily acquired disease has not yet reached 
India and stringent precautions are taken to ensure that it should 
not do so, 

DISTRIBUTION.— West, Centra! and East Africa, Central and 
South America. 

ORGANISM AND MODE OF INFECTION.— The infective 
agent is a hiterable virus carried by a female mosquito, Akfes aegypti 
(formerly called Siegomyia /asdatay, other cotamon household 
mosquitoes capable of transmltling the disease are Cu}ex fatJgaru 
and Aides aJboplctus. An important reservoir of infection is the 
monkey, which is highl;^ susceptible to the disease, so it will be seen 
that in India the stage b all set for a really dramatic outbreak and 
only awaiu the amva! of an infected person or mosquito. One 
cannot help wondering why, if the disease crossed the Atlantic, it 
has never crossed the Indian Ocean. 

PROPHYLAXIS.— 

Inoculation is carried out with an attenuated living virus grown on 
embryo clucks. 

Anyone entering India from an infected area must cither: 

(1) Produce a recognired, countersigned certificate (^ving 
dates) that he has suffered from the disease. 

(2) Produce a recogmzed, countersigned certificate that he 
was inoculated against yellow fever at a recognized centre: 

(a) Not less than 10 daj^ and not more than 4* years 
before be entered the endemic area, or 
0) Not less than 19 days and not more than 4* years 
before his arrival in India. 

or (3) Hav e spent more than 9 days in travelling from the endemic 
area to India; othervdse he must spend the balance of the 
time in quarantine. 


•The reguJaljons change from tin* fo lime, ihe period being sometimes 
two yean and sotneUsnn four. 
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Inoculation is carried out at the following centres ; 

Bombay . . HaJTkine Institute. 

Calcutta . . All India Institute of Hygiene and Public 
Health. 

New Delhi . . Provincial Health Laboratory. 

Karachi . . Port Health Office. Airport. 

KasauVi . . Central Research Institute. 

Madras . . King Institute. Guindy. 

An appointment iitiust be made beforehand and the individual 
Nvishing to be inoculated must attend in person at one of the institu- 
tions named, where the inoculation is carried out by the Medical 
Officer of Health or his assistant. As the vaccine has to be kept at a 
temperature of 0“ C. it is not sent to other places or to practitioners 
or civil surgeons. 

Occasionally, a slight malaise is felt about a week after 
inoculation; there are no other sequelae. 

Other precautions. — All aircraft coming from endemic areas are 
"de-mosquitoed” before or on arnval in India, and no monkeys or 
other pets are allowed to be Imported from such areas. 
SYMPTOMS.— 

The incubation period of the disease is commonly between 3 and 
5 days, but may be as short as I day or as long as 10. 

The patient is infective to mosquitoes during the incubation period 
and for the first 3 days of the disease, after which he develops 
immune bodies. 

At a temperature of 100* F., the mosquito becomes infective 
within 5 days of biting, at 80® F., within 10-12 days, at 70* F., 
within about 18 days, and below 60® F., it does not convey the 
disease, but can harbour the virus. After becoming infected, a 
mosquito remains infective for the rest of its life, which is between 
4 and 6 months. 

A moderately severe attack of the disease lasts about 10-12 days 
and has 3 stages. 

The initial stage lasts 2 or 3 days and begins with a ngor. The 
pulse is rapid at first, but gets slower as the disease progresses 
(Faget’s sign) ; the face is zed and the eyes are “ferrety”. 

/nfAe second 5 /age of remission, which lasts one or two days or may 
not occur in a serious case, the temperature falls, the pulse gets 
slower and the patient feels better; a mifd case may now recover. 

The third stage, or stage of secondary fever, lasts about a week. 
The temperature rises but the pulse gets slower, even to about 35 per 
minute. Jaundice appears and albuminuria is present. A case that is 
going to recover begins to improve after 3-5 days. Suppression of 
urine black vomit, multiple haemorrhages, delirium, coma and 
hyperpyrexia are bad signs. The mortality is often only about 10%, 
but may be as high as 70%. 

TREATMENT —The treatment is that of any serious febrile 
condition, but the patient must be kept under a mosquito net and 
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all the surroundings treated with D.D.T. There is no specific treat- 
ment, but vitamin K and alkalis should be given in order to prevent 
haemorrhages and blockage of the renal tubules with add haeroatin, 
and plentiful quantities of glucose pren to detoxicate the liver. 
Headaches, pains and fever are treated by aspirin, Gardenal, etc., 
and high fever by tepid spon^g. 

Convalescent serum gives temporary protection against the 
disease, but is useless in treatment. 

Attendants should have been protected during the preceding 
two years and should be careful not to get any of the patient’s 
blood on their hands when taking spedmens, etc. ; several workers 
have lost their lives through not wearing rubber gloves. 
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Aboflion, 646 
causes of, 646 
habitual. 649 

treatment of, 649 
incomplete, treatment of, 648 
inevitable, 647 

treatment of, 647 
missed, 648 

treatment of, 649 
Rh factor and. 649 
threatened, 646 

treatment of. 646 
Abortus fever, 518 
Abscess, 1 

amoebic— see Dysentery, 

Hepatitis 


appendix, 41 
brain, of the, causes, 64 
symptoms. 64 
treatment of, 64 
surgical, 64 

breast, of the, situations of, 65 
treatment, surgical, of, 65 
deep, treatment, local, of. 1 
peritonsillar, treatment of. 825 
surgical, 825 
retropharyngeal. 773 

treatment, surgical of. 773 
subphrenic, treatment of, 817 
treatment, general, of, 1 
surgical, of, 1 
Accessories, surgical, 181 
catheten, 182 
drainage tubes, 183 
ligatures, 181 
pessanes, 183 

Acetanilide, eruptions from, 184 
Acetoacetic acid. In urine, test for, 
484 

Acetone, urine, in, test for, 483 
Acholuric jaundice, 2 
Acidosis, asthma, in, prescription for, 
188 

children, post-anaesthetic, in ; 
, prescription to reduce, 188 
post-operative, treatment of, 2 
prevention, 2 

Acids, mineral, poisoning by, treat- 
ment of, 686 

Acne, bromide, prevention of, 45S 
pimples, and, treatment of, 2 
vaccine, dosage, 802 
vulgaris, prescription for. las 


Aconite poisoning, treatment of, 687 
Acrodynia— see Pink Disease 
Acromegaly, 3 

Acromio-ciavicular Joint, dislocation 
of, 176 
treatment of, 176 
aller-, 177 

Actinomycosis, 3 
breast, of the, 66 
treatment, general, of, 3 
local, 3 

Addison's disease, 3 
treatment of, 3 

desoxycorticosterone, by, 3 
Adenoids — see ToNsiu and 

Adenoids 

Adrenal glands, 435 
Affusions, 441 

Agranulocytosis, definition, 3 
prophylaxis. 4 
treatment of, 4 

Air passages, foreign bodies in, 4 
determining, 4 
bronchoscope, introduction 
of, 4 

coin catcher, 4 
laryngoscope, introduction 
of, 4 

oesophagoscope, passing an, 

Air space and ventilation. 713 
Air sickness, prescription for, 6 
Albumin, urine, m, tests for, 478 
water, preparation of, IS7 
Albuminuria, cyclical, children, in. 
prescription for, 188 
non-nepbritic, 6 
Alcohol— rre Drugs 
dilution table, 219 
physiological action of, 162 
Alcoholic hallucinosis, 569 • 

poisoning, treatment of, 687 
ps^oses. 569 

Alcoholism, treatment of, 569 
Alkaline bath, 439 
Allergy, examples, common, of, 7 
treatment of, 7 
hay fever, 388 

Alopeaa areata, diagnosis, 7 
treatment of, 7 
Alzheimer's disease, 568 
Amenorriioea, apparent, 322 
treatment of, 323 
primary. 323 
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Ameoorrtioea, primary, riiagooris, 323 
treatment of. 323 
sccoadaiy, 323 

causes, patbolo^'cal, of, 324 
ircatment of. 324 
Am3a, nutnUse content of. 135 
Ammonia poisoning, treatment of, 
687 

Amnesia, after head injuries, 393 
Amoebiasis — see Di’SEvirRY, 

Hepatitb 

Ampere, definition of, 716 
Amputation, considerations, general. 
8 

prmaples of, 8 
Amytal sodium, 445 
Anaemia, 9 

pregnancy, in, 640 
pnmary. 9 

megalocytic, diagnosis of. 10 
mierocyiic, diagnosis of, 10 
secondary, 10 
splemc, 8IQ 
Anaesthesia, It 

general, eompLcatioos and 
disasters ut, 16 
depth of. 14 
diabetica, for. 126 
ether, div'ui)l, 19 
ethyl chlonde, 19 
nitrous oxide gas, adminiS' 
tratioa of, 20 
aoaesihesu, depth of, 
in, 20 

Shiperay't apparatus, Has> 
ler'i modification of, 18 
intiavenous, 21 

admmistrarion, method of. 
22 

compLcations in, 22 
caranne.23 
cvipan sodium, 21 
pentothal sodium, 21 
local, 24 

administration, method of, 
25 

dental surgery, in, 118 
nosocaine. 24 
nupercaioe, 24 
stovaine, 24 
rectal, 23 

administration, method of, 
23 

paraldehyde. 23 
spinal, 26 

administration, method of, 
28 er seq 
advantages of, 26 
complications in. 3l 
disacvamages of. 26 


Aruesthetie, good, essentials of a, II 
trolley, preparation of, 619 
Anal fissure. 35 
u-arts, 35 

Analgesics, tabaur, in. 653 
Anaphylaxis, 32 
treatment of, 33 
Anetuysflt, 33 

senesection, 853 
Angina, pectons. 405 
of Luduig. 34 
Angioma, 34 

Amime poisoning, treatment of, 687 
AnUe, dislocation of, 179 
treatment of. 179 

Anorexia nervosa, 34 — see also 
HYJItWA 

AntC'Qatal care, 636 
Anthrax, baollus. Gram reactioa. 475 
pustule, malignant. 35 
treatment of. 35 
Antidotes— see Pobostvo 
Ant^frcezillg mutures, 575 
Antimony (tartar emetic), eruptions 
from, 184 

salts, poisoning by. treatment of. 
687 

Aotipblogistine, 410 
Antipyiln, eruptions from, 184 
Antitoxin, erupiions from, 185 
Antrum puncture, 60S 
Anuria, cholera, in. treatment of, 90 
Anus, imperforate, 36 

treatment, surgial, of, 36 
AofUc regurptation. 400 
Apbonsms. some, 38 
Apoplexy— ree Nervous System 
(hemiplegia) 

Apothecary's measure, percentages, 
213 

Appendicitis, acute, 39 

Ochsner-Sberrea trealmeot 
of. 39 

operation, immediate, indi- 
cations for, 39 
chronic. 40 

diseased appeudo. X-ray 
cbaranenstics of, 40 
life insurance eummation for, 
509 

Appendix, abscess. 41 

X-ray examination of. 876 
Arrowroot, preparation of, 157 
Atsemc compounds, poisoning by, 
treatment of, 687 
eruptions from. I8S 
Arsenal paste, 575 
Arsenotherapy. intensive, in the 
treaunent of syphiha, 847 
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Arteriosclerosis, 41 
atheroma, 41 
blood-pressure, high, 42 
procedure for taking. 44 
considerations, 44 
blood-pressures, average, or 
healthy adults, 4S 
diet in, 44, 168 
hypertension, benign, 43 
symptoms, 43 
malignant, 42 
diagnosis, 43 
treatment of, 43 
prescription for, lfi9 
sclerosis, diffuse hyperplastic. 41 
MoneJeberg’s medial, 42 
syphilitic arteritis, 42 
thrombo-angiitis obliterans, 42 
sex and age incidence, 42 
treatment of, 42 

Arthritis, acute, non-supnurative. 45 
treatment, local, of, 45 
suppurative. 46 
fnatmeat of. 46 
osteo-, diagnosis, 46 
treatment of, 47 
rheumatoid, diagnosis, 47 
^ , freatmeat of, 47 
Artificial pneumotbofa*. 743 
bilateral, 744 
contra-indications, 744 
induction, 744 
difficulties, 745 
refills. 746 

respiration, Schafer's method, 49 
Sylvester-Howard method, 
48 

Aschheim-Zondek test for early 
.pregnancy, 637 
Ascites, causes, chief, of, 48 
diagnosis, 43 

tapping in, procedure for, 48 
treatment of, 48 
Asphyxia, neonatorum, 666 
treatment of, 48 
Asthenopia. 49 
Asthma, 49 

aadosis m, prescription for, 188 
cardiac, 51, 409 
treatment of, 51 
children, in, 51 
diet in, 169 
renal. 51 
treatment of, 49 

prescriptions, useful, in the, 

. 50, 189 

Astigmatism, 271, 275 
Astragalus, fracture of, 305 
AUxra, Friedreich’s hereditary, 592 
Atheroma, 41 


“Athlete’s foot.” 779 

Bigham's ointment. 779 
Castellani's paint, 779 
Mersagel, 779 
Mycozol, 779 
treatment of, 779 

Auditory nerve, examination of, 603 
Avascular necrosij, 288 
A. vitamin. 857 

daily requirement, 857 
results of shortage, 857 
sources of, 857 
therapeutic dose, 857 
Avoirdupois weight, 863 
Axillae, sweating, prescription for, 


B 

D aeri^enes capsulatus. Cram 
reaction, 475 

Baby, ncwly-bom, feeds, 630 
requirements for, 627 
routine for, 629 
premature, 63! 

Bacinun.a— rre Pvelttis 
B ackache, examination, clinical, of, 51 
treatment of. 52 
Dael dnnk, pteparat'ion of, 157 
Bailey's “gastric mobility test”. 815 
Balance system of ventilation, 714 
Balanitis, treatment of, 52 
Baldness, 52 

treatment of, 53 

Barbitone; dose, time to take effect, 
duration, 456 
soluble, 456 

Barbiturates, list of certain; dose, 
tune to take elTect, duration, 456 
Banum enema, 877 

appendu. observation of the, 
877 

composition and adminis- 
tration of, 877 
meal, composition, 876 

organs, examination of, 876 
preparation, 876 
salts, poisoning by, treatment of, 
689 

Barley water, preparation of, 157 
Basal metabohe rate, how to express, 

indications in cretinism, 54 
haemolytic conditions, 

54 

hyperthyroidism, 54 
leukemia, acute, 54 
myxoederna, J4 
pituitary gland, an- 
terior lobe, defi- 
ciency of, 54 
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Baths. 438 

coDtmuous. 439 
medicated, 439 
temperatures of, 439 
Turkish, 439 
vapour, 439 

Battery solutions, formulae for, 575 
Bay rum, formula for, 575 
B coll, pyelitis, 751 

vaccine, dosage, 802 
B complex, vitamin. 857 

daily requirement, 857 
results of shortage, 858 
source, 857 
therapeutic dose, 858 
B,, ntamio, 857 
B., B., B,, B}, tntamins, 858 
Bed,ajr. 

nursing, 610 
water, 611 

Bedsores, causes of, 54 
prevention of, 54 
treatment of. 54 
Beef.tea, 158 

Bee-stmss, treatment of, 8(4 
Belladonna poisoning, treatment of, 
689 

Belladonoa>atropi£ie, erupuons fcotn, 
185 

BeU's palsy, 277 

Benedict's test, urine, forsugar in, 482 
Benzyl benzoate, A.nny formula foe, 
783 

seabiee, m the treatment of. 782 
Bergooje bath, 410 
Beifben, symptoms, main, of, 54 
treatment of, 55 
diet in, 55 

Bhore Committee, proposals of the, 
731 

Bier’s passive byperaemia, applica- 
tion. methods of, 55 
pnnapal uses, 56 
Bigham’s ointment, 779 
Bile pigment, unne, in, test for. 484 
sJts, 484 

R ilham a (sehistojoma), 872 
mam vaneties of, 872 
treatment of, 872 

Biliary calculi — see CHOucwTms 
Birth control, appliances for, 56 

fallopian tubes, resection, 57 
Grafenburg’s nng, 57 
physiology, 56 
" safe penod ”, 57 
palsy, 58 

treatment of, 58 
Biscuits, cooking of, 152 
Bites, and stings from insects, 814 
rabid animals, from, 753 


Blackwaler fever, causes, 58 
treatment of, 58 
after-, 59 

Bladder, ruptured, diagnosis, 59 

Hamilton Bailey’s recom- 
mendation for, 59 
treatment, surgical, of, 
59 

stone in. treatment, surgical, of, 
77 

Blase-mange, preparation of, 158 
cornflour, 158 
Blanket bath, 611 
Blisters, iteatfflent of. 59 
Blood, bank, giving blood from a, 62 
-coant, 470 

red fell. 470 
white cell, 471 
donor, requirements of. 60 

taking blood from a. method 
of. 61 

grouping, tests for, 60 
groups, classiflcatioo of, 60 
baemoglobio estimation, 471 
microscopical examination of 
the. 471 

pressure, healthy adults, in, 45 
hig^ definitioD of, 42 


Bin u me, 44, loe 
venesection, in the, 
b52 

bow to take, 44 
life iDsutuce, examinatiori 
of. for, 507 

sedimentation rate, 473 
staining methods, 472 
storage, with drawing b}oodfor,62 
Itansrusion. luethods, classtflca- 
tion, 60 

reactions of patient to, 63 
urea, tests for, 488 
unne, m the. test for, 434 
B(^ DeiU— see Lzbhmaniasis 
Boils, treatment, general, of, 63 
local, of, 62 

Book-bindings, prevealion of mould 
on. 578 

Boric add. eniptions from, 1 85 
Botulism, treatment of, 64 
Brain, abscess, causes, 64 
symptoms, 64 
treatment of, 64 
surgical, 64 
syphihs of the, 60! 
tumour, 591 

signs, classical, of, 591 
treaimeni, palliative, of, 591 
X-ray deep therapy, 879 
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Brain tumour, treatment, surgical, 
of, 591 

Bran bath, 439 
Bread, Indian, 152 
Breakdown, nervous, Amytal in the 
treatment of, 445 
Breast, abscess of, 65 

situations of. 65 
treatment, surgical, of, 65 
actinomycosis of the, 66 
cancer, radium therapy, 768 
engorgement, pathological, of, 65 
measures for relief of, 65 
feeding, 443 

inflammation, acute, of the, 65 
cause, 65 
prevention of, 65 
treatment of, 65 
mastitis, chronic interstitial, 66 
treatments, various, 
indications for, 66 
tuberculous, treatment, sur* 
gical, of, 66 

tumours, innocent, various, drag* 
nosis, 66 
treatment of, 67 
malignant, various types of, 67 
Breath, offensive, 67 
Breech presentation, 657 
Bright’s disease— «e NEPHRtns 
venesection in, 853 
Brill's disease, 832 
Bromide addiction, 571 
Bromidrosis, treatment of, 674 
Bromine compounds, eruptions from, 

185 

Bronchiectasis, causes of, 68 
diagnosis, 68 

lipiodol iiyections in, pro> 
cedure for, 68 
pathology of, essential, 67 
prevention, 68 
trearmenr, medicinal, of, 69 
postural, 68 
surgical, 69 
Bronchitis, 69 

acute, treatment of, 69 

prescription, 189 
potassium iodide, in 
India, contraindi' 
cation, 70 
severe attacks, 69 
children, in, treatment of, 70 
chronic, in India, aspects of, 70 
treatment of, 70 

prescription, 189 
“wet type,” treatment of, 71 
diet in, 169 
venesection, 852 

f5i 


Broncho-pneumonia, treatment of, 71 
Bronchoscope, introducing a, 4 
Broth, preparation of. 158 
Bubo, treatment of, 72 

see also Lymphogranuloma 
Inguinale and Venereal 
Diseases 

Bubonic plague. 677 
buboes, 678 
immunization, 678 
infection, mode of. 677 
prophylaxis, 677 
rat poison, 677 
treatment of, 678 
Bunion, treatment of. 72 
surgical, 72 

Bums, degrees, common, of, 72 
acid and caustic. 74 
treatment, 75 
eiccinc, 75 
scalds, 72 

treatment, general guide to. 72 
cleaning, surgical, 73 

anaesthetic for, recom- 
mendations, 73 
coagulants, tndtcauons for, 
72 

contraindications, 73 
triple dye, 73 
pain, relief of, 72 
plasma, loss, restotation of, 
74 

pJaster-of-paris, use of, 73 
“glove ”, technioue for, 
74 

proflavine, of, 73 

Raven's method, 73 
advantages of, 74 
shock, of, 72 
Bursae, affections of, 75 
Bulobarbital; dose, time to take 
effect, duration, 456 

C 

Caesarean section, 661 

indications, absolute, 663 
relative, 663 

lower segment operation, 662 
(^labar bean, poisoning by, treat- 
ment of. 689 
Calculi, 75 

biliary — see Cholecystitis 
pancreatic, 7S 
renal, 76 

colic, acute, 77 
diagnosis, 76 

X-ray examination m, 
76 

treatment, surgical, of, 77 



Cilculi. salivary, 75 

treatment of, 76 
uretenc, diagnosis, 76 

X-ray examination in, 76 
Calculus, anutia, 78 

treatment, surgical, of, 78 
bladder, stone m. 77 
ureter, stone jn, 77 
urelhraj, treatment, surreal, of. 
78 

Calone unit, “ large ”, 121 
values, table of, 126 
Camphor, balls, formula for, 575 
poisoning, treatment of, 689 
Cancer, breast, of the, 67 
inoperable, 78 
prostate, of the, 696 
radium therapy, 766 
rectum, of the. 770 
tongue, of the, 824 
treatment, general, of. 78 
baemorrhage. 79 
pain, relief of, 79 
tnteroally, 79 
palliative, of, 79 
snrgieal, of, 79 

uterus, of the. causes, prcdispos* 
tag. of, 315 

X*ray deep therapy. 879 
Cantbarides poisonine, treatment of. 
689* 

Canthandine, 447 
Capacity, measutes of, 863 « seg 
Carbohydrates, food factor, as a, 131 
Carbolic acid poisoning, treatment 
of, 686 

Carbon, arc, in phototherapy, 676 
dioxide poisoning, treatment of, 
690 

snow, without Sparklet 
apparatus, proce- 
dure for m3king,79 

uses, 80 

monoxide poisoning, (reaimeot 
of, 690 

Carbuncle, treatment, general, of. 80 
local, of, 80 
facial, 80 

treatment, surgical, of, 8> 
Carcinoma, breast of the, 67 
encephalojd, 67 
prostate, of the. 696 
r^ura, of the, 770 

VttStbo'as, 61 

tongue, of the, 824 
X-ray deep therapy, 879 
Cardiac asthma, 409 
isease— see Heart 
diet in. 166 


Cardiac neurosis. 409 
Canes, dental— Dental Surgery 
spinal, treatment of, 809 
Carpus, fracture of, 293 
Otmers, 704 

Cartilage, semilimax. displaced or 
tom, 468 

reduction of. Sir Robert 
Jones's method, 468 
Cartridges, smoke, for testing drains, 
579 

Castelbni's paint, 779 
Cataract, 257 

exammation, preliminary, 258 
operauon, 259 

anaesthetizing the ej e in, 259 
Shroff’s ntethod, 26! 
types of. 258 
Citarrh, sniie nasal, 81 

treatment of. 8) 

injection, by, 82 
infection, mode of, 81 
micrococcus Ceiarrhalls, Gram 
reaction, 475 

sinus, septic, ircatmeni, surgical, 
of, 62 

vaccine (combined), 802 
Otarrhal jaundice — scy JavnpicS 
Catgut, sizes— sec Dnisstsos 
stmlizatioo of— sec NURSZNa 
Catheters, 182 

sizes— see Drbsincs 
various, sierilizaiion of, 621 
Cats, rabies in. 763 
Cattle, rabies in, 763 
Ca'emous sinus thrombosis— see 
Carbuncle (Facial) 

Cellulitis— see Chemotherary, 

Erysipelas 

Centigrade measurements, conversion 
to Fahrenheit, 865 
Centipede bites, treatment of, 814 
Cereals, iwintive factor, as a, 132 
Cerebral abscess— rre Brain Abscess 
haemonhage — leeNravoL’S Sts- 
Ttsr (Hemtpugu) 
venesection. 852 
tumour— ree Nervous System 
CerebrospinaJ Duid, laboratory exami- 
nation of, 473 
meningitis — ice Mrsiscrns 
Cerumen, inspissated— rce Ear 
Cemxal bbroids. 324 
Chaladon— see Eye 
Chancroid (soft sore), examination 
for, 852 

ireaimeni of, 849 
Cbapaiies. preparation of. 151 



Index 


Chemical Exami/jcr, rul« for trans* 
mission of substances to, 5^ 
civil surgeons, in the case of 
529 

magistrates. In the case of. 
525 

Chemosis— jee Eye 
C hemotherapy, 83 
eye, of the, 247 
penicillin, 85 

intramuscular administra- 
tion of, 85 
moufJr, by, S6 
ointment, 85 

organisms, sensitivity of. 86 
streptomycin, 87 
sutphonamides, the, 84 

suitability for various dis- 
eases, 85 
toxicity, 84 

varieties of, common, 84 
dosages of, 84 
tyrothriem, 87 

Chewing, “ pan ” as a cause of 
ulcerative stomatitis, 816 
Chicken-pox, 87 
Chilblains. 88 

Children : summary of spedfic refer- 
ences to : — 

acidosis, post-anaesihetic. pre- 
scription to reduce. 188 
albuminuria, cyclical, 10. pre- 
scription for, 183 
aphorisms concerning, 39 
aphthous stomatitis, 815 
asthma, SI 
bronchitis, acute, 70 
cancrum ons, 816 
child welfare, 724 
circumcision, 91 
coeliac disease, 93 
colic, 93 

constipation in, 100 

Hutchison's prescriptions 
for, 100 

convulsions, infantile, lOI 

recurrence, prevention, lOI 
treatment of. lOI 
cough mixture, 188 
cMiaism, wy 
croup, 103 

laryngeal stridor, congeni- 
tal. 103 

laryngismus stridulus, treat- 
ment of, 104 

laryngitis, catarrhal, treat- 
ment of, IQ4 
diphtheritic, treatment 
of. 104 


Children, croup, laryngitis, diphlheri- 
' tic, diphtheria anti- 

toxin in, 104 
stridulosa, treatment of, 
104 

diabetes mellitus, administration 
of insulin in, 125 
diarrhoea, 129 

diets, specimen balanced, for, 146 

dysentery, 221 

dyspepsia, 225 

eczema. 234 

enuresis, 24} 

treatment of, 242 
epilepsy, drug treatment of, 
dosage for, 244 
feeding, infant, 448 
foreign bodies, removal of, 4 
fracture, femur, shaft of, treat- 
ment of, 297 
gastritis, acute, 317 

chronic, prescription for, 
192 

health services for school 
children, 726 

hernia, inguinal, operation for 
technique, 418 
infani, feeding, 448, 630 

newly-born, requirements 
for. 627 

infantile death rale per 1 ,000 live 
births, 717 

infants, premature, 631 
insomnia, bromides m the treat- 
ment of, 455 
intussusception, 461 

treatment, palliative, of 
(Hamilton Bailey), 
461 

surgical. 461 
knock-knee, 469 
Leishmaniasis, Stibatin in the 
treatment of, 496 
marasmus. 519 
measles, 523 

meningitis, benign aseptic, 561 
nutrition, 140 
pneumonia, 682 

poliomyelitis, acute anterior, 590 
rabies, vaccine dosages, 758 
fbeaiaattc 774 
rickets, 775 
teeth, dentition, 118 

disease in,foIIowing measles, 
116 

scarlet fever. 116 
smallpox, 116 

permanent, dyspepsia asso- 
ciated wilh, 119 
pyrexia, associated wilh, 1 19 
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Chi5drtn. leianui, immonizaUcn, 820 
teiai\> , SI2 
ihrusli, 816 

ionics for, prescriptions. 198 
tonsillectomy, advisability, 826 
methods of. 827 ri seq 

Morey's bloodless 
method, 829 
tratment after. 830 
vacanatioa of, 791 
verruca, treatment of, 102, 862 
vomiting, 861 
vuUo-vagjnitis, 851 
tthoopirg cough, S66 
yaws. 879 

Chloral, eruptions from, 185 
Chloroform poisoning, treatmenl of, 
689 

CWotosis— see Avasmia 
CholecysUus, acute. 88 
chrome, 85 
diet in. 166 
Cholera. 88 

anuna, iTeaimenl of, 90 
banenopbage, io 
collapse, treatmenl of. 90 
diet in. 166 
drugs, 90 
utocuhtioo. 90 

momliiy rate m Bnujh India. 
718 

prevention of spread In rural 
areas. 702 
urban areas, in, 700 
Rogers's intravenous atVahoe 
hypenonic saline treatment 
of. 89 
method. 90 
quantity. 89 

vaccine (prophylacticl. dosage. 
802 

sibno. suiDing of, 476 

Cram reaction. 475 
Otordee. ireatmcni of. 91 
Chorea, 91 

ueaimcat of, 91 
Cbonon-epiihelioma, 326 
C3i)luna — see Filamasis 
Circamasion, 91 

Cisternal puncture, technique, 93 
Civil health administration tn In^, 
7J7 

Bhore Committee, 731 
co>ordinaiion of bealtls 
services. 722 
drug coBiroI, 727 
food supervision. 726 
health legislation, 723 
crgsniMtion, 720 


Civil beni'.h administration in India. 

matemsty and child 
Welfare, 724 

medical tastiiutions, 732 
school children, 726 
sute of public health. 717 
voluntary organisations. 729 
Women's medical serv'ict, 
■ 722 

Clavicle, fracture of. 2S9 

Cliimcteric. the. 331 

Climatic treatment — see Hiu- 

STATtOVS ANO HEAS-TK ReSORTS 

Cobra tntes. 794 
Cocaine habit — lee Daves 

poisoning, trestmertt of, 689 
Coccygodyma, treatment of, 93 
Codeine ptrisensog. treatment of, 691 
Cocliac disease, treatment of, 93 
Com catcher. 4 
Corns, wmghts of, 866 
Cold in the head— rec Cata«rh. 

ACI.-7I NasaE 
Cobc. 93 

biliary, imiment of, 93 
children, in. 94 

bregst'fed. ut. 94 
aiucL. treatment of, 94 
intesiiftah 94 

lenaL acute, treaimeftt of. T7 
Colitis, muco^etnbnnous, 95 
ulcerative. 95 
ColUose aivd fauvtmi. 95 
CoUt s fracture, 290 
Colon, earanoma of. 96 
Colour, blindness, 276 

patient's, post-operative nursing 
observation of. 625 
Coma. 96 

Comedones — ire AevE 
Compound fractures, 308 
Compresses, 440 

Compression, cerebral — see Head 
iNTflua 

Concussion, in head injuries, 391 
Condviomsu of anus — j<p Aws, 
Diseases of 
Cbndy's fluid, 6J3 

Congenital, dislocation of the hip, 97 
laryngeal stndor. 103 
pylonc hypenrophy, clinical 
picture, 97 

treatment, medical, of, 97 
after-, 98 
surpcal. of, 98 

Wtbb • Rammsledt 
operation. 98 

syphilis — see V'exekeal Dbeases 
Conjunctivitis. 247 

(81 
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ConsUpation, adults, in, 98 

chronic, diagnosis. 98 
soerc cases, 99 
treatment of. 99 

massage m the. 523 
prescriptions. 190 
purgatives, 99, lOO 
varieties of. 98 
temporary, 98 
children, in, 100 

Hutchison’s prescriptions 
for, 100, 101 

Contracted pelvis — see Obstetrics 
Convulsions, infantile, causes of. 101 
recurrence, prevention of, 101 
treatment of, lot 
Cooking— see Diet 
Co-ordination, examination of. 603 
Copaiba, eruptions from. 185 
Cornea, ulceration of. 254 
Corn paint, 863 
Corns (clavus), 102 

treatment of. 102 
son, treatment of, 102 

verruca, treatment of, 102 
Coronary sclerosis, 405 
thrombosis, 407 
heart failure, 40S 
treatment of, 407 

dicoumarin, use of, m 
the, 408 
heparin, 408 

Cough, lobar pneumonia, m. imetus 
for checking, 682 
lozenge (Crompton Hospital). 

composition of. 748 
prescriptions for the treaiment 
of, 102, 190 

pulmonary tuberculosis, m, treat- 
ment of, 748 

Craft palsies, ircaiment of, 103 
Cramps. 103 

nocturnal, recurring, with indi- 
gestion, treatment of, 103 
over-fatigue, from, relief of, 103 
Cranial nerves, examination of, 602 
Cremor bismuthi, formula, 576 
Cretinism, 103 

Oriminal Procedure Code, sections 
relating to public health and 
mcdico-Iegal questions, 538 
Croup. 103 

laryngeal stridor, congenital, 103 
laryngismus stridulus, treatment 
of. 104 

laryngitis, catarrhal, treatment 
of. 104 

diphtheritic, treatment of, 
104 


Croup, laryngitis, diphtheritic, diph- 
theria antitoxin in, 
104 

stndulosa, ireatmeniof, J04 
Cryptofchism— see Testicle, 

. Undescended 

Cupping, dry, 104 
wet, 104 

Coranne, anaesthesia, intravenous, 
23 

Cords and whey, preparation of, 159 
Custard pudding, baked, preparation 
of. 159 
boiled, 159 

Cut throat, aspects of. lOS 
treatment of, 105 
C, vitamin, 858 

daily requirement, 858 
results of shortage of. 859 
source, 858 
therapeutic dose, 859 
Cysiicercosis, 870 
treatment of, 870 

Cy$t«TOpy. lubricant for, formula, 

Cysts, broad ligament, 324 
ovarian, large, 341 
Cystitis, chronic. 106 

symptoms, leading, 105 
treatment of, 105 
dacryo-. 263 
tuberculous, 106 


D 


Dacryocystitis, 263 

treatment, surgical, of, 263 
Dal, preparations of, 152 

convalescence, in, 153 
sickness, in, 152 
Dalia. preparation of, 151 
Dandruff, 106 

treatment of, 106 
D DT, 106 

action, mode of, 107 
residual, 106 
agriculture, m, 110 
discussion, general, on, 109 
Gammexane (666), 110 
manufacture of, 107 
operator, precautions by, 109 
physical properties of, 107 
spray, preparation of, 109 
use, methods of. 107 

mosquitoes, adult, against, 
107 

indoors, 107 

apparatus 


used, 108 
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D-D T , use. mosquitoes, adult, 
a^nst, outdoor spraying. 

apparatus 
used, lOS 
lar\ae, of. 108 
uses, other, of, 109 
Deafness, 229 

causes, common, of, 229 
Huddie^ai. 230 

treatment of. 230 

eustachian catheter, 
passing of. 230 

nerve', 232 
otosclerosis, 230 

treatment of, 230 
Rmne’s test, 230 
senile, 231 

treatment of, 231 
V-’eber's test. 230 
Death esruficate, S48 
Delhi boa— iw Lebhmamass 
Delinum tremens, 5fi9 
Dengue frv'er, infeetion, mode of. 1 1 1 
sandflr fffver, relationship to, 110 
treatment of, 1 1 1 
Dental surgery, 1 1 1 

abscesses, simple desul al« eolar, 
112 

signs and symptoms of. 112 
treatment, surpeal, of, 112 
anaesthesia, IcnmI, m, 1 18 
apical infeetlOQ, 113 
diagnosis of. 115 
treatmnit of, 116 
deotiuon, children, ui, 1 18 
fractures, teeth and jaws, of the, 
114 

diagaosrs, 1\4 
treatmeu^ immediate, of. 
114 

surgical, of, 114 

mouth, aiseiucal necrosis in. 1 17 
mouthwashes, 117 
neuralgia, rrfened. of dental 
ongm, 112 
diagnosis, 112 
simple (toothache). Ill 
diagnosis. 111 
treatment of. 111 
pyorrhoea, 113, 752 
diagnosis oi; 115 
prevention of. 752 
treatment of, 115, 752 
swelling, abscess, simple dental 
alveolar, as' a sign of, 
112 

cystic, diagnosis of. 113 
treatment of, 113 


Dental eurgery, swellmg. impacted 
wisdom tooth, caused by, 113 
treatment of, |13 
toothpastes, formulae, 580 
Dentition, children, in. 118 

permanent, dyspepsu assodaled 
with, 1 19 

mTCsia, caused by. treatment of, 
' 119 

Dermatitis, 119 

autopbytica. 119 
nxupaiional. 119 
treatment of. 119 
Desert sore, 834 
Dhobic Jlch. treatment of. 1 19 
Diabetes insipidus, 120 
rnelljms, 120 

coma, diabetic, and hypo- 
^ycaemia. disUncuon 
between. 124 
diagnosis. 120 
diet, basal, in, (21 

calonhc values, (26, 
127 

cocoapl. aiitntive coa- 
leot, 156 

foods, p e r ceotape cent' 
poutiofl of, 1^6. 
127 

Indian diabetics, fot, 
©'Mean's reconi* 
mendation, 125 
isodente cases, in, 123 
slight cases, m, 122 
bypog)ycatmia and diabetic 
coma, distmcuon bo- 
tween. 124 

ins ulin aoicra oC 124 
solable, 124 
zinc protamine, 124 
childien. adaimistianoa 
of. to, 125 

dosage, maairtiM safe. 
125 

operations .while under 
trealimtsith. 
126 

after - treatment, 
126 

pregnancy, tn. 125 * 
ketosis IB, L23 
treatment, moderate cases 
of, 123 

severe cases, of, 123 
slight cases, of. 122 
Diarrhoea, 127 
acute, 127 

diet in, 167 

diildren, in, treatment of, 129 
diet in, 167 
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Dfarrhoea, chronic, 127 
diet in. 167 
hill, treatment of, 129 
diet in. 167 
henfenc, 128 
nervous, 128 

treatment, general, ol, 128 
prescriptions, 191 
Diathermy, 235 

Dichlordiphenyltrichlorethane — see 
D.D.T. 

Dick test, 805 
Diet, 129 

alcohol, malt liquors, 163 

medicinal properties of, 162 
spirits, 162 
wines, 163 

balanced, children for, 146 
composition of, 148 
espectant mother, for the, 
J45 

requirements of a, 139 
cereals, 132 

cheap, indoor worker, for the, 
146 

labourer, agricultural, for 
(he, 148 

manual, for the, 147 
children, healthy, hints on feed* 
ingof, 141 

dieting, rules, general, for, 164 
Mgs, nutritive value of, 136 
Europeans, creatmeac of, notes 
tor ^idance of Indian 
practitioners, 164 

scale of diet for, 170 
factors influeacing, 139 
fattening, 167 
fish, nutritive value of, 137 
food, carbohydrates, 131 
factors, 129 
fats, 131 
protein, 130 

requirements, 130 
roughage, 131 

supplies, supervision of the 
community's, 726 
wastage of, 143 
water, 131 
fruit, guava, 136 

nutritive value of, 136 
papaya, 136 

Indian, articles of, and methods 
oT preparatioD, 149 
dal, convalescent and 
healthy, for thc,153 
preparations from, 152 
sick, for the, 152 
fruits, in common use, 156 
preparation of, 156 


Diet. Indian patients, scale of. for, 
171 

mental patients, scale of, 
for, 172 

milk, cow’s, alteration of, to 
correspond with human, 
161 

millets, preparations from, 
153 

rice, preparations from, 149 
sweetmeats, gram, from, 153 
khowa. or mawa, from, 

153 

preparation of, 153 
vegetables, 154 

greens, preparation of. 
155 

roots, or tubers, rnedi* 
cal properties 
of, 155 

preparation of, 155 
seeds, or fruits, cook* 
lag, methods of, 

154 

soup, vegetable, 155 
wheat, preparations from, 
151 

infant feeding, 448 
labourer, technical, for the 
(improved), 148 
meat, nutritive value of, 137 
milk, nutritive value of, 137 
products of, 137 
mineral, requirements, 132 
salts. 132 

North Indian family, for a, at 
low cost, 149 
moderate cost, at, 149 
nursing, m. notes on, 612 
mother, for the, 145 
nutrition, aged, for the, 142 
infants and children, for, 140 
weaning, 141 

nursing mothers, for, 140 
occupation, in, 142 
pregnancy, m. 140 
teeth, m relation to, 142 
peptic ulcer, m the treatment of, 
313 

potato, nutritive content, 134 
protective foods, 138 
pulses, 133 

value of, 134 
recipes, sick*room, 157 
rickets, in the treatment of, 776 
seborrhoea, m the treatment of, 
786 

slimming — see Obesity 
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Difi. sr«cul. in mum 166 

lut>ciTuI<ms. in. ~-i2 
'cgetabtrt. — 
amb, 135 

cabbaee anJ «:.! Jloufr. 135 
catTOU. 135 
coding of. 136 
ranlcy, 133 
sugarcane juice, 135 
'inucs of, 134 
'worker, indoor, for. J47 
D.eiinR. n.)rt, peneral. for, 164 
Digitalis. 402 

■pCHiOTlWS V'J. \TtaMTitW o?. 690 
Dilatation, stornach. of tbe. diagnoii* 
of. 172 

ireairrent of. 172 
DimethjI rlithalaie. 5S3 
Dirhiberu. 172 

bacillus. Grant reaCTion,475 
Nei$»er$ method of sutrt' 
mg. *75 

cutaneous— we Utn* 
faucial. 172 
laottpal. 173 
nauL 173 
Schid test for, 174 
sundr> tvr« of. 173 
treatment of. I73 

»ntitOMn. adtpinrtttauon of. 
173 

generaJ, l73 

Dipbthentw bn-n<iti$, lar^ns, aj>. 

pearance of. 4y2 
Diplopia, 267 
Oismlecuofi. 704 


sunLght and am. 707 
Dislocation. aeromio.cb*tcularjOinl. 
of the. degrees of. 176 
treatment of. 176 
after-, 177 

anVle. 179 

treatment of, 179 
elbow, 175 

signs of, 175 
treatment of, 175 
after-. 175 
hip joint, 177 
cause of. 177 
diagnwis. 177 
trcaineni of. 177 
alter-, 17% 

jaw. 179 

signs of, 179 
treatment of. 179 
afiei-, 179 

Ines joint, of the, 178 


Dislocation, Incc joint, I'pmeit, 
cftscial.artenor.rvriurecf. 178 
pcstenor, 1*8 
treatment of. 178 
ruisage t-n. 522 
pitefts, outward, of. 178 
ifeatmeat of, 175 
shoulder, 174 

diapiosis, 174 
ircatmeitl of. 174 
after-. 175 

thumb. mctacarpo-rhalaageal 
joint., of the. 176 
* SfeatfrepA of. I'i 
WTMf, dbSitosis. 176 

sert.lu.nar (lunatel bone d 
the, 176 

Ireatmeri of. 176 

Dispensary, pharmacopoeu for a. 187 
preparai.o*'s whi^ can be p"e- 
pared locaHj. 208 
Disscrt-natcd sclcfosts. 591 
treatment of. 592 
Ditcmculi'ij. 179 
Dogs, rabies m, 760 
Double roil, preparation of. 152 
Douches. *4 1 

Dowsing inceniesceni Ump. 6*5 
Drainage pipes, un, urv. ealcolaurs 
the rtduirtd fa'l of. 7P 
tubes. ijfgicU. 183 
Drams, smole canndpes for testuic. 
579 

Dressings, rtedicaied. strraiaht of. 179 
preparation. local, of. 180 
abse^bent cofto.n. I8l 
biMOdrde gautt. 181 
brsmuth gauze. 1 80 
boric lint. 180 
Oar.ide gauze. 181 
iodoform gauK. 180 
post-operatifc nursing care of, 
625 

sienlizatjoit of— see NlkSivs 
D ropsy, 183 

ueatment oT, IM 

Drowned, apparentl), ireatnjeat of 
the. m 

Drug add.'Ction. 570 
eraptions. 184 

. halai— we .M£vtal Doxasts 
D rugs. 186 

An, some provisioas of the. 728 
aiUiUltSSi OTOKt'.ptVS’KS. 3^ 
alcohol dilution table. 219 
afterrjlrve preparations, 207 
apothecarj's rieasure percent- 
ages, 213 

control, national, of, 727 
cnmmal adal'eratioa of, 539 
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Drugs, doses at ilrdcreiit ages, 199 
mconipatibilily, 214 
Indian Poisons Act, 204 
indigenous drugs of India, 200 
melting points, 218 
neutralization table, 218 
pharmacopoeia, dispensary, for 
a, 187 

preparafjons uhich can be pre- 
pared locally, 208 
solubilities, 217 
Drum, surgical dressing, 619 
glove, 620 
Duodenal ulcer, 311 

treatment, medical, of, 312 
diet m, 313 

drugs used in the, 314 
Hurst’s regime in the. 
312 

surgical, indications for, 311 
X-ray diagnosis, barium meal, 
of. 877 

Duodenum. X-ray examination of. 
876 

Dusting powders. 191 
Dutch cap, birth control, in. 56 
D, vitamin, 859 
Dt, source, 859 
Dj, daily requirement, 859 
results of shortage. 859 
source, 859 

* . therapeutic dose, 8S9 

Dwarf tapeworm, 870 
treatment of, 870 
Dymg declaration, 548 
Dysentery, 219 

amoebic, diagnosis, 220 

treatment of, 220 

diet in, 166. 221 
chronic, 221 

stool examination in. 

221 

treatment of. 221 
diet m. 222 
penicillin, by, 222 
bacillary, diagnosis, 220 
treatment of, 220 
diet in, 166, 221 
chronic, 222 
diet in, 167 
children, in, 221 

life insurance examination for. 


Dysmenorrhoea, 327 
congestive, 328 

treatment of. 329 
• membranous, 329 
obstructive, 329 


Oysmcnorrlioea, spasmodic, 327 
treatment of, 327 
Dysparcunia, 329 
causes, 329 

local conditions, treatment of, 
330 

Dyspepsia, 222 

children, in. 225 
acute, 22S 
chronic. 225 
chronic, 223 

diagnosis, 223 
treatment of. 223 

prescriptions for use in 
the. 224 

symptoms, chief, of. 222 
treatment, general direction of, 


Ear. diseases of, 225 

life insurance examina- 
tion for. 509 
deafness, 229 

causes, common, of, 229 
middle-ear, 230 

treatment of, 230 
eustachian 
catheter, 
^d«ing of. 

nerve-, 232 
otosclerosis, 230 

treatment of, 230 
Rinnc's test, 230 
senile, 231 

treatment of. 231 
Weber’s test, 230 
lateral smus thrombosis, 228 
treatment, surgical, of, 
228 

mastoiditis, acute, 228 

freatmenf, surgical, of 
228 

Meniire’s disease, 231 
treatment of, 231 
objects of, 231 
otitis externa, 227 

aspergillosis, 227 
fungus tnfecijons, 
227 

furunculosis, 227 
prevention of, 227 
media, acute, 227 

treatment of, 
227 

eardrum, treat- 
ment of recently 
perforated, 228 
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Ear, otitis mcda, chronic, treatment 
of, 228 

eaaminatioa of, 225 
foreign bodies in the, 226 
treatment of, 226 
wax, removal of, 226 
Eau-de-Cologne, formula for, 576 
Eclampsia, 654 

venesection in, 853 
Ectopic gestation, 331 

history, 331 
menstruation, in, 331 
signs, 332 
symptoms, 331 
treatment of, 332 
Ectropion — see Eye 
E czema, 233 

treatment of, 233 
diet in, 169 
local, 133 
children, in, 234 
Egg-Ihp, preparation of, 159 
Eggs, food factor, as a, 136 
preservinB, formula for, 576 
scrambled, preparation of, 159 
Ehrlich's Diaao reaction. 484 
Elbow, dislocation of, 175 
signs cfT, 175 
treatment of, 175 
after-, 175 

Electrical treatment, 234 
measurements, 716 
Electricity, medical application of, 
134 

action of, 234 
diathermic cuTrent, 23$ 

Faradic, 235 
galvanic. 235 

cautenzmg agent, as a. 
236 

sinusoidal, 235 
EleclTOcaidiogiaph, 394 
Elephantiasis— Filariasis 
Emetics, poisoning, in the treatment 
of. 6S4 
Emetine, 415 
Emissions, nocturnal, 237 
Emphysema, lungs, of the. 237 
surgical, 238 
Empyema. 238 
common, 238 

pneumonococeal, 238 
streptococcal. 238 
rare, 239 
uncommon, 238 
EncephaLiis lethargica. 239 
post-vaccinal, 792 
Endocarditis, infective, 239. 400 
treatment of. 239 


Eadomeirioma, 332 
uscidencs of, 332 
treatment, surgical, of, 333 
Enemata, prescriptions for, 191 
Enteric fever, 239 

complications, treatment of, 240 
convalescence. 241 
dirt in. 240 
hydrotherapy in, 240 
nursing care of, 240, 614 
prophylaxis, 241 

Entropion, treatment, surgical, of, 
252 

Enuresis, children, io. 241 
treatment of, 242 
EosiDophilia, treatment of, 243 
tropical, 242 
Epidermophytosis, 779 
tteaimenl of, 779 
Epididymo-crehitis, 243 
bacillus coll, 243 
gonorrhoeal, 243 
tuberculous. 243 
Epilepsy, 243 

mamage and. 244 
treatment of, 243 

remedies, main. 243 
dosage, 244 
types of. 245 

venesection u the treatment of, 
853 

Episuxis, 244 

causes, common, of, 245 
treatment of, 244 

cautery in, 244 
temporary, 244 
Ergot, eruptions from, 185 

poisoning by, treatment of, 690 
Erysipelas, 245 
Esbaeb's albominometer, 478 
EUujmobn, m the treatment of 
vancose veins, 843 

Ether, convulsions in anaesthesia, 16 
treatment of, 16 

divinyh anaesthesia, general, in. 

Ethyl chloride, anaesthesia, general, 
in. 19 • 6 ■ 

Europeans, treatment of, notes on 
the, for Indian practitioners, 164 
Evideoce, notes on pving, 551 
Evipaa sodium, 21 
C, vitamin, 859 

dady requirement, 839 
results of shortage, 860 
source, 859 
Iheripeuuc dose, 859 
Exercise. 245 

tymnasiics, medical. 245 

CMJ 



Exophthafmic goitre — see GorruB 
prescriptions for, 192 
Extravasation of urine — see UatNE 
Eye, bfepharitis, 257 
cataract, 257 

examination, preliminary. 
258 

operation, 259 

anaesthetising the eye 
in. 259 

ShrofT’s method, 261 
types of, 258 
chemotherapy, 247 
colour-blindness, 276 
tests for, 276 
conjunctivitis, 247 
angular, 243 
purulent, 248 
muco-, 247 

cornea, ulceration of. 254 
treatment of, 255 
dacryocystitis, 263 
treatment of, 263 
surgical, 264 
dendritic uicer, 255 
drops, prescriptions for, 191 
entropion, 252 

operation. Anagooslica’s, 
for, 252 
evisceration, 265 
method, 265 
excision of the, 265 
glare asthenopia, 251 
glaucoma. 256 

operative treatment of, 256 
herpes ophthalmicus, 255 
iridectomy, 263 
iritis, 256 
keratitis, 254 
medical diagnosis, 266 
lught blindness, 251 
nystagmus, 268 

ointments, prescriptions for, 192 
ophthalmia neonatorum, 248 
prevention of, 249 
treatment of, 249 
ophthalmoscope, examination 
with the, 269 

paralysis, oculo-motor, causes of, 
267 

dipfopia, 267 
strabismus, 267 
pterygium, 255 
refracuon, errors of, 269 
retinoscopy, 273 
spring catarrh, 253 
treatment of, 253 
staphyloma, anterior. 264 
operation for, 264 
styes, 257 


Eye, sympathetic ophthalmia, 265 
prevention of, 266 
trachoma, 249 

treatment of, 250 

sulphonamides, by, 
Sorsby’? method 
of, 250 
chronic. 250 

treatment of, 251 
trichiasis, 252 

Eyes, smallpox, care of the, in, 791 


F 

Fabrics, fire-proofing of, solutions 
for, 576 

Facial nerve, examination of, 603 
paralysis, lesions producing, 277 
treatment of, 277 
spasms, 278 

Factories, air space and ventilation, 
713 

Faeces, examinauen of, 489 

microscopical, 489 
naked eye appearance, 
489 

occult blood, for, 489 
Tahrenbeit measurements, conversion 
to Centigrade. 865 
Fainting. 96 
Faradw current, 235 
Fats, food factor, as a. 131 
Favus. treatment of, 278 
Feet, sweating, prescription for, 197 
Fehling's solution, Pavy’s modifica- 
tion of, 481 

lest, urine, for sugar in, 479 
Femur, fractures of the, 295 el seq. 
neck, 295 

diagnosis, 295 
types of, 295 

intracapsular, 295 

abduction fractures, 
295 

Smith • Petersen 
nail, 296 
Whitman’s treat- 
ment of, 296 

shaft. 297 

treatment of, 297 
traction, skefetaf, 

method of, 299 
sfcm, 297 

supracondylar, Watson-Jones’s 
treatment of, 300 

Fevers, diagnosis of, laboratory 
methods of, 279 
incubation periods of, 448 
treatment of see Specific Fevers 
unknown origin, of, 278 
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fierre Boutonneuse, 832 
Fibroids, cervical, 324 
Fibrosis, prostate, or the, 696 
Flbrositis, acute, treatraeot or. 250 
causes, metabolic, of. 280 
chr^c, treatment, of, 280 
photoiberapeubc trcatrowit of, 
676 

Fibula, fracture of, 301 
Flanasis, 281 
Finder cracks, 281 
infections, 382 
Finsen liup. 676 

Rie, extinpjisbing, solutions for, 576 
proofaig solution for fabrics, 576 
Fish, food factor, as a, 137 
Fistula, aiial,‘36 

treatment, sursical, of. 36 
vesico-vaginal, 374 
Flat foot, exercises for, 231 
Flatulence, 2Sl 
gastric, 282 
intestinal. 282 
Flea tvphus, 831 
••Flit,*' substitute for, 58J 
Flowers, droopine, bow to rcMve.576 
Fluke, bilharzu (iehlstotomo), 872 
istestmal. 872 
liver (ehncreht), 871 
lasg(para?onimuil, 872 
treatment (foe all varieties), 872 
Fly-papers, soIuqoqs for eoatias. 577 
Focal sepsis, conunos seats of, 280 
Folic aad, in Use treatmeot ofcoetiac 
disease, 93 
sproe, 811 

Fomentation, hot, 410,441 
food, criminal adulteration of, 538 
inspection of, 707 
poisomng, 282 

treaiaicnt of, 283 
sopply, supervision of com- 
iminity's, 726 
jreUiET 

foot powder, 377 
forearm, inspection of, 386 
foreign bodies, air passages, in, 4 
deicrmining. 4 

bronchoscope, introduction of, 4 

com catcher, 4 

«r, in the, trcalmeal for, 226 

laryngoscope, iniroduction of, 4 

oesopnagoscope, passing an, 5 

nails.5 

PJ1H,3 

rectum, in the. 770 
safety-pins, 5 

formulae, miscellaneous, 574 


Fractures, 283 

astragalus, of the, 305 
titalroeal of, 305 
avascular necrosis, 2S8 

X-tay diagnosis of, 2SS 
bon* plating and grafung of, *88 
carpus, of the, 293 
treatment of, 293 
davicle, of the, 289 
diagnosis, 289 
treatment, meUiod of, 289 
after-, 289 
object of. 289 
Cones* fracture. 290 
cause, 290 
diagnosis. 290 
treatment of, 290 

plaster, application 
of. 290 
after-. 290 
compound, 308 

peaicfllmjn. 305 
femai, neck of the, 295 
dugnosis. 295 
types of, 295 

intracapsular, 295 
abduction frac- 
tures. 295 
Snutb-Pefasen 
tiail.296 
Wbitiaafl treat- 
jnent of, 296 
tbafl. of tbe, 297 
treaiiaeat of, 297 

traction, sleleui, 
fnethod of, 
299 

• skin, 297 

supracondylar. Watson- 
Jones's treatment of.SOO 
Gbula, of the, 301 
fingers, of th^295 
forearm, of the. both bones, 291 
diagnosis, 291 
treatment of, 291 
method of. 292 
glass plastic bandages. 287 
humcrus,oflht,293 

trealroeni of. 293 
supracondylar fracture of, 
294 

treatment of, 294 
jaw, of the, 114 
leg, both bones of the, 303 
diagnosis, 303 
treatment of. 303 
after*. 304 
massage in, 522 
metatarsal^ of the, 305 
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Fractures, neck, broken, 307 
non-union of, 285 
os calcis, of the. 304 
patella, of the, 300 
pelvis, of the, 308 
plaster of paris, application, 
method of, 2S6 
precautions in the use of, 
286 

“ walking-plaster,” 287 
Pott’s fracture, 301 
diagnosis, 301 
treatment of, 301 
after-, 302 

principles, general, m the treat- 
ment of, 234 

radius, of the, shaft of, 291 
diagnosis, 291 
treatment, 291 
after-, 291 
spine, of the, 305 

treatment of, 306 
aftef^ 306 

involving spinal cord. 306 
examination. 307 
prognosis. 307 
treatment of, 307 
splints, 286 

teeth and Jay'S, of the, 1 14 
tibb, of the, 302 
treatment of, 302 
after-. 302 

traction, skeletal, method of, 299 
skin, method of, 297 
tneatment, general principles of. 
284 

ulna, shaft of the, 292 
Volkmaim's ischaemic contrac- 
ture, 285 

X-ra^, general aspects of, in, 285 
in the ^agnosis of, 875 
Freckles, removal of, 309 
Freezing mixtures, 577 
Friedlander's baallus, vaccine dos- 
age, 802 

pneumobacdlus. Gram reaction, 
475 

Friedman test for early pregnancy, 
637 

Frostbit!^ 31 J 
“ Frozen pelvis,” 333 
Fruit, food factor, as a, 136 
medicine, as a, 156 
Fungi poisoning, treatment of, 690 
Furunculosis— see Boils 


G 

Gall bladder. X-ray examination of, 
878 


Gall stones, treatment of, 309 

aniispasmodics, 309 
Galvanic current, 235 

cauterizing agent, as a, 236 
Gammexane (666), 110 
Gangbon, tenseness of. 309 
treatment of, 309 
Gangrene, 309 
diabetic, 310 
embolic, 310 
frostbite. 311 
gas. 310 
moist, 310 

Raynaud's disease, 310 
syphylitic, 310 

ihroinbo-angiilis obliterans, 310 
treatment, surgical, of, 310 
types of, 309 

Gargles, prescriptions for, 192 
carbolic, 188 

Gastraigia, treatment of, 31J 

prescriptions, 192, 
311 

Gastric. lavage, 316 
ulcer, 311 

nursing care of, 614 
treatment, medical, of, 312 
diet in. 313 
drugs used in the, 
3)4 

Hurst's regime in 
the. 312 

stomach contents, 
examination 
of, 312 

surgical, indications 
for, 311 

X-ray diagnosis, barium 
meal, of, 876 
Gastntis, acute, 316 

treatment of, 316 
scute, children, is, 317 

chronic, prescription for, 192 
chronic, 316 

treatment of. 316 
prescription, 192 
diet Id, 167 
Gastroptosis, 317 
General, nursing — see Norsinq 

paralysis of the insane, 572, 592 
Genu valgum — see Knock-knee 
Giddiness — see Vertigo 
Glanden, treatment of, 317 
Glands, swollen, acute, cervical, pre- 
sCTiptions for, 193 
Glandular fever, 317 
Glare asthenopia, 251 
Glaucoma. 256 

chiooic^ treatment, surgical, of, 
256 


[171 



Index 


Glossitis, acute. 823 . . Gynaecology, dysmenorrhoea. Ob- 

Glossophaiyneeal oet\’e, cttaminatjon strucuve, 3^!' 

of. 603 . spasmodic, 327 __ 


Glucose, medical uses of, 318 
admmistratton of, 318 
Glycosuna, 31 B 

treatment of, 319 
Goats, rabies in, 764 
Goitre. 319 

life insurance examination for, 
509 

pathology of, 319 
treatment of, 319 

thiouraal and methyl thiou* 
tacil, 320 

Gold, rheumatoid arthrius, in the 
treatment of, 47 
Gonorrhoea, &4S 

chordee, treatment of, 91 
examination for, 852 
life insurance, m, 509 
gonococcus. Gram reaction. 475 
vaccine, dosage, 802 
treatment, petucUko, of. 845 
sutpbonamide, of, 846 
Gout, acute, treatment of 320 
chroTue, treatment of, 321 
diet in. 168 

Cram method of staining, 475 
reactions, 475 
Grand mat, 243 
Gravel, 321 

Guava, nutritive content, 136 
Gusfiea«vionn (dfacomiaju). 873 
treatment of, 873 

Gums, spongy, prescriptions for, 196 
Cunpoeder marks, how to remove. 
577 

Cycmastics, medical, and Swedish 
exercises, 245 

•‘Gj-naccological Regrets", 333 
Gynaecology, 322 

anwnonhoca, apparent. 322 
treatment of, 323 
primary, 323 

diagnosis, 323 
treatment of, 323 
secondary, 323 

causes, pathological, of. 

324 

treatment of, 324 
cervix uten, 325 
chonon-epithehoma, 326 
climactenc, the, 331 
cysts, broad ligament, 324 
ovanan, large. 341 
dysmenorrhoea, 327 
congmtive, 328 
treatment, 329 
membranous, 329 


tieatmeni of, 
dyspareunia. 329 

local conditions, treatment 
of. 330 

psychological causes, 329 
ectopic Eestation, 331 
tustory, 331 
mcDstruation in, 331 
signs, 332 
symptoms, 331 
treatment of, 332 
endometnoma, 332 
isadence of. 332 
treatment, surgical, of, 333 
fibroids, cervical, 324 
fistula, vesico-vaginal, 374 . 
"froKB pelvis", 333 
baemorrhage, uterine, post- 
menopausal, 353 
causes, invisible, of, 355 
visible, of, 354 
ireaiment, surgical, of, 337 
hysterectomy, vaginal, 372 
Mayo operation for, 373 
leucorrboea, 341 

young, in the, 342 
treatment of, 342 

V enereal disease, tn, 343 
•women, elderly, in, 343 
parOQs, in, 343 
menonhagia, 343 
treaiBitnt of, 344 

menopause, at or about 
the, 345 

operative results, 345 
young woman, in a, 344 
ovanan tumours, 346 

malignancy, incidence of, 

346 

pcinc inflammation, women, in, 

347 

gonorrhoeal, 347 
diagnosis, 348 

Baldwin’s test, 349 
Head's hyperaes- 
ihesia tcsts.349 
Rovsmg's test, 349 
prognosis, 350 
pus tubes, 350 

treatment, surgica!, 
of, 351 

streptococcal. 351 
parametiitis, 352 
diagnosis of, 353 
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Gynaecology, polypi, 353 
pruritus, vulva, of the, 359 
retroversion and retroflexion, 359 
anteversion, 360 
method. 360 
pessaries, 361 

stenUty, associated with, 369 
treatment of, 360 

antcverting the utenjs. 
360 

pessaries, 361 
surgical, 360 

Gilliam’s opera* 
tion, 360 

sterility, 362 
. azoospermia, 362 
contraceptives, 363 
Hobbs’ treatment, 364 
technique, 364 
one-child. 363 
woman, faults in the, 365 
anatomical defects. 
365 

pelvis, pathological 
conditions of, 
366 

tubo-ovanan 
disease, 366 
women, in, diagnosis of. 
367 

tubal insufflation, 367 
Rubin’s appam* 
tus. 367 

contra<lndicaiions. 

368 

deductions, 366 
repetitions of, 36$ 
time, choice of, 3W 
uterus, antcverting the, 360 
method of, 360 
cancer of, causes. pi%. 

disposing, of, 325 
curettage of the, 326 
method, 326 
prolapse of the, 358 

treatment, surreal, of, 
358 

vaginal hysterectomy, 372 
Mayo operation, 373 
vulva, Jrtwwal affecssems of j1)k 
371 

H 

Haematemesis, 375 

treatment, medical, of, 375 
Haematuna, 376 

cause, diagnosis of, 376 
treatment of, 376 
Haemophilia, 376 
treatment of, 376 


Haemoptysis, 377 
Ifaentorrhagc, cerebral— ree 

Awjplexy 

intestinal— see Duodenal Ulcer 
intracranial — see Head Injuries 
pregnancy, in, 646 
accidental, 651 

uterine, post-menopausal, 353 
causes, invisible, of, 355 
visible, of, 354 
treatment, surgical, of, 357 
Haemorrhoids, 377 

external, treatment of, 378 
removal, surgical, of, 377 
internal, 378 

position of, 379 
treatment of, 378 
injection, by, 378 

cases suitable for, 
378 

technique, 379 
operative, 380 

aner-treatment.38{ 
complications, 382 
preparation of tha 
patient for, 
380 

technique, 380 


Haemostatics, 377 

Halwa, preparation of, 152 

Hammer toe, 382 

Hand and finger infections, 382 

finger, pad of, inflammation of, 
382 

treatment, surgical, of, 382 
forearm, 386 
hand, bach of the, 387 
palm of the, 383 
Kauavel’s spaces, infection of, 
386 

symptoms, 386 
treatment, surgical, of, 386 
lymphangitis, 383 
paronvchia, 383 
radial bursa, 385 
tendon sheaths, 334 
terminal phalanx, 382 
ulna bursa, 385 

Hands, moist, treatment of, 674 
rough, prevention of, 578 
sweating, prescription for, 197 
Ilarrisou's sulci, 776 
Harrower’s test for albumin, 479 
Hashish, addiction to, 571 
Hay fever, 388 
pollacincs, 388 
poUen, as cause of, 388 
treatment of attack of, 388 
vaccine, dosage of, 802 
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Headache, 389 

of, 

remedies for, 389 
Head miunes, 390 
amnesia, 393 
concussion, 391 

oedema, cerebral, relief of. 


treatment, surgica], 
of. 392 

haemonhaBe, intTa<ranial. 391 
treatment, surgical, of, 392 
treatment, iirinaples of, 392 
uocoQsaous patient, position of. 
m bed, 391 

ua«sasctousness, rouuae eumt* 
nation in, 390 

Kealdi, civtt. adsunutntioo in India. 
717 

legisUtion, 723 

or^isation in Bntish India. 720 
puoUe, 693 

ptesent state of, 717 
resorts and hill stations, notes 
on. 426 

Heart disease, 393 

angina p^oris, 403 
anginal attaelc, 403 
diagnosis, 406 
treatment of, 406 
aortic regurgitation, 400 
diagnosis, 400 
cardiac astluna, 409 

treatment of, 409 
neurosis, chsractenstsca of. 
409 

congenital. 399 
grades of, 399 
congesuve faEure, 397 
Mgns, classical, of, 397 
treatment of. 398 
coronary sclerosis. 403 
sjTBptoras, 405 
treatment of, 406 
thrombosis, 407 

treatment of, 407 

dicoumaiin in the 
403 

. , hepann, 408 

digitalis, 402 
action, 403 

dosage, correct, of, 403 
types of, 403 

strophanthin, 404 
effort syndrome, 401 

signs, important, of, WZ 
treatment of, 402 


Heart disease, endocarditis, infective, 
400 

treatment of, 400 
ulcerative. 400 
exercise tolerance, 393 
Lewis’s method, 394 
heart, block, 393 

treatment of, 399 
failure, 40S 

vencseaion, 852 
syphilis and the, 400 
ttussage in, 523 
cursing care of, 613 
organic. 399 
pcfKardi^ 401 

effusion. «tth. 401 . 

rheumatic, 399 
rhythm, disorders of, 394 

auricular ffbnlla- 


flutter, 396 
etirasystoles. 395 
sinus arrhythmia. 

> 396 

tachycardia, par* 
oxysmal, 396 
simple, 396 
treatment of, 39? 
veoesectioo. 852 
Heal. 409 

apoplexy, 411 
cause, 412 
treatment of. 412 
dry, 410 
exhaustion, 411 
symptoms, 411 
treatment of.dH 
looist, 409 

antiphlogistine, 410 
fomentation, 410 
poultices, 409 
turpeotine stupe, 410 
vapour baths, 410 
radiant, luminous, 410 
Bergoiuc bath. 410 
^oke, 411 

Hei^^ life insurance examinaijons. 

Heliotherapy, 413 

cases suitable for, 414 
contraindications, 414 
Hesuplegia, S9S 

causes, eommem, of, 595 
treatment of, acute stage, in. 595 
convalescent stage, in, 596 
Hemlock poisoning, treatment of, 690 
poisoning, treatment 
Kesoch's purpura, 751 



Index 


Hepatic disturbance, 416 

prescriptions for, 193, 416 
Hepatitis, amoebic, 414 

treatment of, 415 

emetine, administration 
of, 415 

infective, 462 

phases of, 462 
treatment of, 462 
diet in, 463 
medicinal, 463 

Hernia, 417 
femoral, 422 
inguinal, operation, 417 
anaesthetic, 417 
important points, 417 
routine, surgical, for, 417 
children, in, 41S 

operation for, contra-indications. 
417 

strangulated, 419 

operation for, 419 
rrauction, dioeers of, 
419 

ventral, treatment, surgical, 
of, 421 

umbilical, babies, in, 420 

treatment, surgical, of, 420 
Herpes febniis, treatment of, 422 
post herpetic neuralgia, 422 
zoster, treatment of, 422 
Hexobarblione; dose, time to take 
effect, duration, 4S6 
Hiccup, treatment of, 423 
types of, 422 

High blood-pressure, definition of, 42 
treatment of, 43 
diet in, 44. 163 
venesection in the. 852 
Hill diarrhoea, 423 

symptoms, 424 
treatment of. 424 
stations and health resorts, notes 
on, 426 

Hip joint, dislocation of, 177 
cause, 177 
congenita], 97 
diagnosis, 177 
treatment of. 177 
after-. 1 78 

• Hodara’s prescription, psoriasis of 
the scalp, in the treatment of, 698 
Hodgkin’s disease, 512 
treatment of, 512 

Homicide, Culpable, legal procedure, 
540 

Hookworm (anky/csfoma duodenale"), 
868 

treatment of, 868 


Hormones, 434 

adrenal glands, cortex, 435 
medulla, 436 
ovaries, 436 

oestradiol, 436 
progesterone, 436 
pancreas— w Diabetes 
pineal body, 435 
pituitary, anterior lobe, 434 
posterior, 434 
preparations of, 434 
testicle, 437 
thymus gland, 435 
thyroid gland, 435 
Homet-stings, treatment of, 814 
Horse-power. 716 
Horses, rabies in, 764 
Humerus, fractures of the, 293 
Hurt, grievous, definition, 548 
Hydatid disease {taenia echinoeoeeus, 
echinococcus granulosus), 871 
diagnosis, 87J 
symptoms, 871 
treatment of, 871 
Hydrocele. 437 

lapping, technique of, 438 
treatment, injection, of, 438 
after*, 438 
operative, 438 

Hydrotgianic acid poisoning, treat* 
ment of. 687 
Hydrotherapy, 438 
affusions, 441 
baths, 438 

continuous, 439 
medicated. 439 
temperatures of, 439 
Turkish, 439 
vapour, 439 
compresses, 440 
douses. 441 
fomentations, 441 
packs, cold svet, 440 
hot wet, 440 
sponging, 440 

Ilypcremesis gravidarum, 645 
Hyperparathyroidism, osteitis fibrosa 
diffusa, 441 

Hyperpiesfs — see Arterio-sclerosis 
Hypertension, benign, 43 
malignant, 42 

Hypnotics, poisoning by, treatment 
of, 690 

Hypoglossal nerve, examination of, 
603 

Hypr^on — see Eve 
Hysterectomy, vaginal, 372 
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Hysteria and functional disease, 412 
anaesthesia, hystcncal, 443 
malinEenog, 444 
palate, analgesia of the, 443 
tfeatnwnt of, 444 
barbiturate, 445 
continuous sleep, 415 
toassage in the, 323 
Hysterical anaesthesia, 443 


Ichthyosis, 445 
Oeus, paralytic, 437 
Illumination, artificial, _7I4 
Immune s’era, preparation of, 801 
Immuno-therapy— jee Specific 

Therapy 

Imperforate anus, 36 

treatment, surreal, of, 36 
Imperial dnnlc, preparation of, 159 
System of ^t*mts and measutts, 
863 

relatiom of, to Metric System. 
8M 

Impetigo contagiosa, treatment of, 
446 

Impotence, sexual, 446 
treatment of. 447 
IncompaubiLcy— ree Dauos 
Incubation periods of lofectioits 
diseases, 443 

India, indigecoua drugs of, lOO 
Indian hemp poisoning, treatment of. 
690 

Poisons Act, 204 
weights and measure and equi- 
valents. 863 

Indigestion — see Dyspepsia 
Infant, newly-bom, feeds, 630 
requirements for, 627 
routine for, 629 
Infant feeding, 448 

atufioal feeding. 449 
bottles, care of, 430 
breast feeing. 44S 

imlk, deficiency to, causes 
of. 448 
feeds, lest-, 448 

Oifee- or four-hourly, 449 
humanized mQk. 450 

content, balancing the, 430 
pasteurization of, 450 
normal infant, wei^i and pro- 
gress, 452 

proprietary foods, composiuoR 
of. 430 

spoon-feeding, 450 
weamng and mixed feeding, 451 
recipes, 452 


Infant feeding, weight, 449 
wet nursing, 449 

lafantde convujMons, caus« of. IQl 
reeurreoee, prevention 
of. 101 

treatment of, 101 
Infants, premature, 631 
Infection, hanH« and fingers, of the, 
382 

wilful spreading of. 538 
Infectious diseases, nursing of, 616 
Influenza, bacillus, vaccine, dosage, 
802 

treatment of, 453 

prescnptions, useful, in the, 
193,453 

Inhalations, prescriptions for, 193 
Injections, inirasenous, technique, 
460 

difliculucs, 461 

Inquests, court procedure, S49 
Insane, general paralysis of the, 572. 
592 

diathermy, ireatisent of, by, 
235 

Insanity, manic-depressive, 562 
Insects, bites and stings from, 814 
Insomnia. 454 

tieatment of, 434 
adjuvants, 454 
drugs, by, 455 

barbiturates, 455 

efficacy of virions, 
456 . 

bromides, 4SS 

chiJdien, suitabOity 
for, 455 

Insulin, action of, 1 24 

diabetes mellitus, in, 124 
soluble, 124 
zinc protamine, 124 
Intemperance, life insurance esami- 
natioD for, 510 
Intestinal flukes, 872 
causes of. 458 
obstruction. 457 

treatment, surgical, of, 457 
worms— jfc W’ORiiis 
Intracranial haemorrhage — see Head 
Niukies 

tumours — see Brain Tumours 
Iniramammary abscess, causes of, 65 
Ueatment, surgical, of, 66 
Intravenous, anaesthetics, 21 

administration, method of. 
22 

injeaions, technique, 460 
difficulucs, 461 
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Intussusception, 461 

treatment, palliative, of (Hamil- 
ton Bailey), 461 
surgical, 461 

Iodine and its compounds, eruptions 
from, 185 

poisoning, treatment of, 690 
Iodoform, eruptions from, 186 

gauze dressings. local prepara- 
tion of, 180 

Ipecacuanha, eruptions from, 186 
Iridectomy, 263 
Iritis, 256 


J 

Jackals, rabies in, 763 
Jaundice, 462 

calculi, pancreatic, caused by, 75 
haemolytic, 464 
icterus neonatorum, 464 
Hanot’s cirrhosis, 464 
infective hepatitis, 462 
phases of, 462 
treatment of, 463 
diet in, 463 
medicinal, 463 

Jiver, of the. ether diseases 
causing, 464 
obstructive, 464 
Jaw, dislocation of the, 179 
signs of, 179 
treatment of, 179 
after-, 179 
fractures of the, 114 
osteomyelitis of the, 465 
general, 465 

treatment of, 465 
surgical, 465 
localized, 465 
tumours of the, 466 
Jellyfish stings, treatment of, 814 
Joints, painful, salicylates in the relief 
of, 773 

prescriptions for the treatment 
of, 193 

tuberculosis of the, 466 
treatment of, 466 

immobilization in, 466 


K 

Kachories, preparation of, 151 
Kahn test, 851 

collection of blood for, 851 
Kala-azar, 494 
diagnosis, 495 
incubation period, 495 
treatment of, 495 


Kaoavel's spaces, infection of, 386 
symptoms, 386 
treatment of, 386 
Keloid, treatment of, 467 
Keratitis, 254 
Kemig's sign, 560 
Ketosu, prevention, 2 
treatment of, 2 

Kidneys, drugs injurious to, produc- 
ing albummuna, 6 
movable, 468 

treatment, palliative, of, 468 
stone in, treatment, surgical, of, 
77 

See also Calculus, NEfHRrns, 
and Pyelitis 

Klapp’s suction balls. Bier's passive 
hyperacmia, 55 

Knee joint, cartilage, semilunar, dis- 
placed or tom, 468 
dislocation of the, treatment of, 
178 

interna] derangement of, 468 
■mrapatellar pad of fat, 469 
ligaments, crucial, injuries of, 
178. 469 

lateral, injunes of, 469 
loose bodies in the. 469 
Knock-knee, 469 
treatment of, 469 
surgical, 470 

Kock-Weeks bacillus, Gram reac- 
tion, 475 

Koplik’s spots, 523 
Korsakoff's syndrome, 569 
Krait bites, 794 
Kromayer lamp, use of, 675 
K, vitamin, 860 

K„ daily requirement, 660 
natural sources, 860 
therapeutic dose, 860- 

L 

Laboratory procedures (simple), 470 
blood, haemoglobin estimation, 
471 

Sahli-Adams’ haemo- 
globinometer, 471 
Tallqvist blotting paper 
method, 471 

microscopical exatntaatioa, 
471 

red cell count, 470 
method of, 470 
sedimentation rate, 473 

Westergren’s method, 
473 

staining methods, 472 
white cell count, 471 
method of, 471 


mi 
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Laboratory prowdurts (simplt), 
cerebrospinal Buid, examifiaiion 
of. 473 

faeces, eeanunaUon of, 489 
microscopical emnination. 
489 

naked eye appearance, 489 
occult blood, cummapon 
for, 489 

bver eSicieacj, 490 

jaundice haemolytic, 490 
obstructive, 490 
recoenilion ot. Van deo 
Bern's reaetjoo. 


pancreatic efljcieacy, 490 
spedraens, coUectioa and des- 
patch of, 477 
sputum examination. 474 
tmerOKOpic, 474 
naked eye. 474 
pneumocoed, stainioe oL 
Jensen's method, 474 
tsberde baalli. staiomt of. 
Ziehl-Neelsen method. 
474 

itaining methods, 473 
cholera \ibnos, 476 
goaoeoed. 476 
Cram's method. 475 
reactions. 475 

Ldshman-Donovan bodies. 
476 

leprosy badlli, 476 
malaru parasites, procedure 
for. 476 

metiicgococci, 476 
Neisser’s method of staimog 
. diphtbena hadlli. 473 

plague baalli, 476 
relapsing fever orgamsms. 


method, 476 
mdua ink method. 476 
tetanus baalli, 476 
Vincent's angina organisms. 
476 

urine, examination of, 477 

albumin, qualitative eumt' 
nation, 478 
boiling. 478 
Heller’s test. 478 
salicylsulphcwC 
aad. 478 


Lafxnatoiy procedures (simple), 
arice, examination of, 

albumin, quantitative esti- 
mation, 478 

boiling, 478 
Esbach’s albunsmo- 
meter, by, 478 
Harrosver's test, 
479 

blood urea, 433 

indigo carmine test, 488 
Volbard’s water elimi- 
eation test, 488 
chemical sediments m, 486 
microscopical. 483 
misceHaneous tests, 483 
acetoacetic acid, for, 
484 

acetone, for, 483 
fcfle pigment, for, 484 
salts, for, 484 
blood, for, 4M 
Ehrlich's diaro reac- 
tion, 484 
pus, for, 484 

parasitic and bacterial 
infeclioiLS, 487 
physical examination, 477 
colour, 478 
deposits, 478 
quantity, 477 
reanion, 478 
spedBc gravity, 477 
pobons in unne, 487 
renal efficiency tests, 487 
Maclean’s urea concen- 
trauoo lest, 488 
volume and specific 
gravity t«t, 487 
solutions required for test- 
ing. 487 

sugar, qualitative examlna- 
Uon for, 479 
Fehling's test, 479 
fermentation test, 
480 

quantitative estimation 
of. 480 

Bene^ct's test, 482 
Ling and Kendle's 
method. 480 
Pavy's moditotion 
of Fehling's 
solution, 481 
simple method for 
dispensary use. 
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Laboratory procedures (simpre), 
urea, duantltauvc estimation, 

from the specific craviiy, 

482 

Hind's modified 

Doremus’ ureameter, 

483 

ureameter, by, 482 
Labour, anatsesics in, 653 

breech, management of, 658 
normal, 628 

room, of, preparation 627 
third stage, conduct of, 664 
See oha Odstztmcs 
Lactation, 667 

flow, to increase, 667 
to stop, 663 

Land, measurements of, 866 
Lanetle wax SX, 817 
Laparotomy, in removal of 
foreign bodies, 5 

Laryngismus stndulus, treatment of, 
104 

l^aiyngitis, 492 

acute, appearance of. 492 
treatment of, 492 
children, in, 104 
catarrhal, 104 
diphtheritic, 104 
stndulosa. 104 
chronic, appearance of, 492 
treatment of, 492 
diphtheritic, appearance of, 492 
growths, removal of. 492 
tuberculous, appearance of, 492 
treatment of, 492 

Laryngoscope, use, method of, 491 
Larynx, 491— ree also Am Passages 
Lavender water, formulae for, 577 
Lead poisoning, 680 

salts, poisoning by, freaimeul of, 
690 


Leech bites, treatment of, 814 
Leeching, 494 

Leg, both bones, fracture of, 303 
Leishman-Donovan bodies, staining 
of, 476 

Leishmaniasis, 494 
cutaneous, 496 
diagnosis, 496 
treatment of, 496 
kala>azar, diagnosis, 495 
incubation period, 495 
treatment of, 49S 
Lemonade, preparation of, 159 
Leprosy, 496 

bacilli, staining of, 416 
infectivity of, 496 


Leprosy, Relief Association, Indian 
Council of the British Empire, 
730 

treatment of, 497 

institutions and clinics, list 
of, for the, 501 etseq. 
Assam, in, SOI 
Bengal, in, 502 
Bihar and Orissa, in, 
503 

Bombay, in, 503 
Burma, in, 503 
Central India, in, 504 
Central Provinces, in 
the. 503 

Hyderabad, in, 504 
Nepal, in, 504 
Punjab, m the, 504 
South India, in, SOS 
Umted Provinces, in 
the. 505 
W.I. State, 506 
special, 498 

chaulmoogra oil, 498 
other drugs, 501 
intnidermal infiltration, 
499 

supplementary 
treatment, 500 
technique of, 499 
Leueodescest lamp. 675 
Leucorrhoea, 341 
treatment of. 342 

venereal disease, in, 343 
women, elderly, in, 343 
parous, in, 343 
young, jn the, 342 
Lice— rre Typhvs 
Lichen planus, 507 

treatment of, 507 
tropicus— jee Prickly Heat 
life insurance, examination for, 507 
appendicitis, 509 
blood-pressure, 507 
circulatory system, 508 
heart, condition of, 509 
murmurs, cardiac, 508 
Organic, 508 
pulse, rate of, 508 
dysentery, 510 ’ 

ears, 509 
goitre, 509 
intempenmce, 510 
lungs, 508 
malaria. 510 

nervous disease, orgam’c, 509 
peptic ulcer, 509 
pregnancy, 510 
syphilis and gonorrhoea, 509 
unne, 509 
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life insurtnee, examination for. 

Vicight and height, iOS 
Ligatures, 181 

sterilization or. 622 
Light, veloaty of. 716 
Lime water, preparation of, 160 
Lioctus, prescrplions for, 190 
Liniments, formulae for, 194 
Linseed lea. preparation of, IW 
Liver abscess, 414 

aspiration of. technique, 41S 
emetine, administration of, 
4IS 

cirrhosis of, 92 

haematemesis in, 92 
treatment, early, of, 92 
surgical. Talma* 
Morisoaoper* 
ation,92 
alcoholic, diet in, 166 
effieiency, laboratory tests for.490 
Jaundice, haemolytic, 490 
obstruetise, 4^ 
recognition of. Van den 
Bergh's reaction. 


fluVte (e/oflercA(]>, Sit 
bepatiiu, amoebic, 414 

treatment of, 415 
infective, 462 

treatment of, 46J 
necrosis, acute, of, 510 
therapy, 510 

wounds and iAjuries of, 510 
yellow atrophy, acute, of, 464 
Lobelia poisoning, treatment of. 690 
Local anaesthesia, 24 
Louse typhus (epidemic typhus). 8 J1 
Lubneants, catheters and urethral 
lastrumenis. for, 577 
Ludwig’s angina, tieaimem of, 34 
Lumbago — see Back, Scutica, 

FiBROSmS 

Lumbar puncture. 510 
Lunacy, Act, Indian (1912), 553 
and MedicO-Legal, 524 
mental hospitals in India, 559 
Lunatics, discharge of, from meofal 
hospitals, rules for, 552 
cnminal. rules for, 553 
law relating to the admiSMon, 
detention, and discharge of. 
m ^Indian mental hospitals, 

transfer of, to England. 553 
Lung fluke (paragonimus), 872 


lungs, diseases of ; See specific 
references to 
emphysema of the, 237 
■•ff* (nciinnce. eiamlnstion Of 


the, for, 503 
oedema of~see Heart 
venesection in, 852 
Lupus, eolhemaious, 511 
treatment of, 512 
nose, of the, treatment of. 609 
treatment, general, of, 51 1 
photoiherapeuljc, 676 
Lymph. Government of India, vacci- 
nation with, 791 

Lymphadraoma (Hodgkin's disease). 
512 

tteaimcnt of. 512 
Lymphangitis, 383 
ireaimeniof, 383 
Lymphogranuloma inguinale, 849 
diagnosis, 849 
treatment of. 849 
amimony, by, 850 
excision, 850 

ptoteia shock therapy, 6 SO 


Malana.512 

benign ovale, 513 
teruan, 512 

treatment of, 516 
life snsuranct examitsation for, 
510 

malignant tertian, 513 
treatment of, 516 
mosquito, breeding, preveniioo 
of. 514 
DD.T..514 
flsh, use of. 514 
oiling, 514 
Pans green. 514 
destruction of the. 5 14 
pytethrum spray. 514 
traps, 515 
picsrauoD of. 514 

infected areas, avoidance of. 
514 

mosquito, breeding, preven- 
uon of, 514 

destruction of the, 514 
traps, 515 
quartan, 513 
suppression of. 515 
mepamne, 516 
treatment of, 516 
mepaerme, 516 
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Malaria, treatment of, paludrine, 516 
special sj>mptoms, 517 
aljid mabna, 518 
blaclcwater fever, 
58 

cerebral malaria. 
517 

hyperpyrexia, 518 

MaJj^nant gromht. X-ray deep 
therapy, 879 
tumours, 67 
ulcer, 833 
MaJingenng, 444 
Malt liquors, 163 
Malta fever, treatment of, 518 
Manic-depressive insanity, 562 
aetiology, 563 
frequency, 562 
prognosis, 563 
symptoms, 563 
treatment of, 563 
drugs, by, 563 
Manipulative surgery, 518 
Mantoux skin test for tuberculosis, 
740 

Marasmus, 519 
Massage, 519 

conditions, medical, especially 
benefited by, 523 
surgical, especially benefited 
by. 522 

contra-indications, 519 
principles, general, of, 520 
manipulations of, 520 
imeading, 520 
percussion or tapotmen(,52( 
rubbing or friction, S21 
stroking or effleurage, 520 
Mastitis, chronic interstitial, 66 

treatments, various, 
indications for, 66 
tuberculous, treatment, surgical, 
of, 66 

Mastoiditis, acute, 228 

treatment, surgical, of, 228 
Maternity and child welfare, 724 
Measles, 523 

immumty, serum prophylaxis, 
523 

Measures and weights, 863 
^^eat, food factor, as a, 137 

juice, raw, preparation of, leape 
for, 160 

substitute for, 160 

Medical institutions, statistics relating 
to. 732 

nursing — see Nt/RSnvo 


Medico-Legal and Lunacy, 524 
Chemical Examiner.transmission 
of substances to, 525 
magistrates, rules for, 525 
civil surgeons, rules for, 528 
blood and seminal 
stains, 532 
general, 528 
material sent, S3I 
miscellaneous, 533 
viscera, preserving 
and packing 
of, 529 

Criminal Procedure Code, sec- 
tions relating to public 
health and medico-legal 
questions. 538 

dangerous weapon, defimtion, 
548 

death certificate, 548 
dying deciaration, 548 
evidence, notes on Giving, 55t 
gnevous hurt, definition, 548 
inquests, 549 

Lunacy Act, Indian (1912), 553 
mental hospitals in India, 
559 

lunatics, discharge of, from 
mental hospitals, 
552 

criminal, rules for dis- 
charge of, 553 
law relating to admission, 
detention, and discharge 
of, in Indian mental 
hospitals. 553 

transfer of, to England, 553 
mental hospitals, admissions to, 
taw relating to, 553 
list of, m India, 559 
organs, adult human, average 
weights and measurements 
of. 550 

post-mortem examination, how 
to make, 549 
identification, 549 
Mimere's disease, 231 
treatment of, 231 
Meningitis. 560 

benign aseptic, 56t 
cerebrospinal, S60 
diagnosis, 560 
treatment of, 560 
circumscripta serosa, 56J 
influenzal, 561 
pneumococcal, 56J 
syphyliuc, 561, 601 - 

tuberculous, 561 
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Menorrhagia, 343 
trealraeni of, 344 

menopause, at or abmit 
the, 345 

operative result^ 345 
young woman, in a, 344 
Ktemtrual disorders — see Gytiae- 
COLOGY 

Mental diseases, 561 

alcoholism, treatment of, 569 
Alzheimer’s disease, 56S 
associated with old age, 56S 
bromide addiction, 531 
delirium tremens, 569 
diet, Indian patients, scale of, 
for. in hospitals, 172 
scale of, for potienis (other 
than Indians) in bos* 
piUls. 172 
drug addicdon, 570 
general paralysis of the insaoe. 
572 

hashish, addiction to. 570 
hospital, inhrmary and dispen- 
sary section of, scale of diet 
^et for patients undergoing 
treatment to, 172 
hospitals, admission into, 553 
law relatiQg to, 553 
Korsakoff's syndrome, 569 
m3aic*depressiv« iosamey, 563 
aetiology. 563 
frequency, 563 
prognosis, 563 
symptoms, 563 
treatment of. 563 
diugs, by, 564 
obsessions, 567 

treatment of, 567 
old age, menia] diwrders asso- 
ciated with, 568 
paranoia. 566 
Pick'i disease. 56S 
prefrontal leucotomy, 571 
psychoses, affective, 562 
tosic, 568 

alcoholic balluctnosis. 

569 

psychoses, 569 
delinvun tremens, 569 
Korsakoff’s syndFOOK, 
569 

treatment of alcohol- 
ism, 570 

schizophrenia, 564 
aetiology of, 564 
catatonia, 565 
bebephiema, 565 
- paranoid form of. 565 
sseoplc, 565 


Mental diseases, schizophrenia, 
treatment of, 566 

convulsion ii«rapy, 566 
insulin therapy, 566 
therapy, some notes on. 571 
Mepocnne, majaria. in. 516 
Mercury, cmptions from. 186 

salts, poisoning by, treatment of. 


treatment of, 573 
MeuursaU, fractures of the. 305 
Metconsm — see Flatulence 
Metnc system of weights and 
measnres, 863 

relation of, to Imperial 


MKtococcus Otarrhalis, Cram re- 
ach^ 475 
meliicniU, 475 
mcninptidis, 475 
Midwifery— ree Oanmucs 
Migraine. 573 

treatment of. 574 

Milk, breast, causes of deffdency in, 
448 

human, alteration of cow's milk 
to conespond with, 161 
humanized, 4S0 
Butniive content, 137 
peptonized, pre^ration of, 160 
with Fairchild's 
powders, 160 

products of, 137 

reconsututed, (wnrpoaition of 
various brands of, 450 
Millet, Dutntive factor, as a, 133 
Millet^ preparation of, 153 
Miscarriage, causing a, te^ powtion, 
542 

Miscellaneous formulae, 574 
Mile typhus, 831 
Mitral disease— ree Heart 
MisTures. various, prescripiioos for. 
188 

Moles, removal of. 581 
MoUuscuffl coniagiosum. 581 
Moramin (morrbuatc), in the treat- 
ment of varicose veins, 843 
Moras-Axcnfeld badllus. Gram re- 
action, 475 

Morphia habit— see Mental Diseases 
poisoning, tieainsent of, 691 
Morphine, eruptions from. 186 
Morton’s disease, 573 
Mosquito bites, prevention of, 582 
treatment of. 583, 814 
traps, 515 
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Mosquitoes, breeding of, prevention 
of. 314 

destruction of, 514 
D.D.T.. by. 107 

stegomyia, dengue fever, tft, n« 
Mouth, care of the, 611 
Mouth-washes. 117, 194 
Movable kidney— Kidnev. Mov- 

Multiple sclerosis— Nervous 
System 

Mumps, treatment of, 382 
Municipal water supply, 709 
Municipalities Act. rules affecting 
water supply, 709 
Murder, legal procedure. 340 
attempted. 541 , 

Muscular atrophy, progreaiw, 592 
dystrophia, treatment of, 596 
Mustard bath, 439 

Myasthenia gravis, treatment of. 597 
Mycosis fungoides. 382 
Myeloid leukaemia, radium therapy 
in. 767 „ , 

Myocardial disease-see Heart 
Disease 

Myjtoedema, treatment of, 582 


Naevi-see Moles 
X- ray therapy. 878 
Nail brushes, stcnlizahon of. 623 
Nails, ingrowing— iee Toe-naiu In- 
OROWINO 

Nan, preparation of, 152 
Nasal catarrh— Jee Catarrh, Acute 
Nasal . 

washes, prescriptions for, 194 
Neck, broken, 307 

Neisser's method of staining diph- 
theria baalli, 475 

NembuUl; dose, time to take effect. 

duration, 456 
Nephritis, 583 

aetiology, 583 
pathology, 584 
treatment ol, aoa 

alkaline mixture, formula 
for, 585 
diet in the, 586 
headaches, 585 
oedema, 585 
vomiting, 585 

Nerves, divided, treatment, surgical, 
of, 586 


Nervous system, 587 

central, 588 , . . , r 

anatomy and physiology of, 

brain tumour. 591 

signs, classical, ot, 59i 
treatment, palliative, of. 

591 

surgical, 591 _ 
cord, sub-acute combined 
degeneration of 
the, 593 

treatment of, 593 
disseminated scleriMis, 591 
treatment of, 592 
Friedreich’s hereditary 
ataxia. 592 

general paralysis of the 
insane, 592 
hemiplegia, 595 

causes, common, ol, 593 

treatment of, 595 
poIiomycliUs, acute anterior, 
‘ 590 

treatment of, 590 
progressive muscular 
atrophy, 592 
syringomyelia. 593 
treatment of, 593 
ubes dorsalis, treatment of, 
594 

examination of the, W2 
cranial nerv», 602 
muscular dystrophiM. the. 596 
treatment of, 596 
myasthenia gravu, 597 
treatment of, 597 
neuralgia, 597 

treatment of, 597 
sedatives, 597 
brachial, 598 
intercostal, 598 
trigeminal, 598 
peripheral neunlis, 599 
prolapsed disc, 600 
anatomy. 
examination, 600 
history, 600 
sciatica. 600 

treatment of, 600 

injecuon, by. 60i 
syphilis of the, 601 
brain. 601 
spinal cord, 602 

Nervousness, prescriptions for tne 
treatment of, 195 
Neuralgia, 597 

treatment of, 597 

prescriptions, 195 
sedatives in the, 59/ 
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1 


Neural^, bracbial plexus, 598 
intercostal, 598 
59% 

Neurasiheoja. 6<M 
Ueaiment of, 604 

massage in the, 523 
Neoio-syphUss, tttaiintnt of, 849 
Neurosis, cardiac. 409 
Nighl blmdcess, 251 
feiTois, 605 
Nighimaies, 605 
Nipple, cract or fissure of, 60S 
Paget’s disease of the, 67 
pregnancy, in, massage, 65 
Nipples, cracked, lotion for, prescrip- 
tion, 190 

Nitrous oxide gas. admimstratlon of. 
20 

Nocturnal etnissioos, 237 
Non-specific protein therapy, 696 
Normal saline solution, 692 
Nose, anaesthesia, local, 603 
aotram puncture, 603 
broken, reduction of, 609 
cautenzing the middle cft inferior 
torbinals, 609 
diseases of the, 605 
exafflujadon of the, 605 
transiliumioationo^ 607 
X-ray photognphs, 607 
foreign bodies in the, 609 
inflammation, chrome, of, 607 
ungation of the, 607 
lupus, 609 

m^giiant disease, 609 
opetavrrt treattneni, WJ 
ozaena, 607 

septum, deflected, surgical treat- 
ment of, 609 

sinusitis, acute paranasal, 607 
treatment of, 60S 
ulceraboo, spe^c, 609 
Novocainc, backache, in (reatmeol 
of, 52 

Nursing 610 
general, 610 

bed, preparation of, 610 
air, 611 
water, 611 

when patient allowed 
out of, 613 
blanket bath, 611 
d!fi.t,6.il 

mouth, care of the, 611 
pressure pouUs, 6U 
records, keeping of, 612 
ventilatjoa, filO 
visitors, 613 


Nursing, medical, 613 

enteric fever, 614 
gastnc ulcer, 614 
heart disease, 613 
' infectious diseases, 6t6 

respiratory diseases, 613 
obstetrical, 626 

baby, feeds, 630 

requirements for lhe,627 
routine for newly born, 
629 

breasts, care of, 630 
debvery, Dormal, routine 
alter. 629 

disinfectant lotions, com- 
mon. 632 

examination of patients, 627 
labour, normal, 628 

room, preparation of, 
617 

premature infants, 631 
white leg. 630 

treaimest of, 630 
surgical, 618 

comphcationr, 626 
drums, surgic^ preparation 
of. 620 

haemonhage, 626 
bands, stenluation of, 623 
instruments, sterilizabon of. 
620 

storage of, 622 
operating theatre, prepara- 
tion of, 619 

improvised in private 
bouse, 624 

post-eperaUve cate, 624 
apeneot, 626 
observation, nursiag, 
625 

preparation of patient, pre- 
operauve, 618 
operating theatre, of, 
619 

shock, 626 

sku). stenlization of, 623 
stenluation, 619 
Nystagmus, 268 


O 

Oatmeal, dnnfc, preparation of. 160 
miHr, 160 
pomdge, 160 

Oats, Butnuve factor, as a. 133 

Ok^ity, 63'i 

treatment of, 633 

diet, considerations, 633 
drugs in the, 634 
exerrise, 634 
smoking, 634 


130 ] 



Index 


Obsessions, 567 

treatment of, 567 

Obstetrical nursing— »e Nursimo 
O bstetrics. 655 

ante-natal work, 636 

abortion, causes ot, 646 
habitual, 649 
incomplete, 648 
inevitable, 647 
missed, 648 
Rh factor and, 649 
threatened, 646 
advice to the patient, 636 
delivery, to calculate date of, 
638 
diet, 636 

foetus, finding position, 650 
minor ailments, 636 
pelvimetry, 637 
placenta praevia, 652 
treatment of, 652 
pregnancy, anaemias of. 640 
early, diagnosis of, 637 
AschheiDvZon- 
dektest, 637 
Friedman test, 
637 

Frosticmio test, 
637 

haemorrhage In, 
646 

vomiting, 644 
neurotic, 645 
to«c, 645 

labour and puerperium. 653 er 
seq. 

analgesics in labour, 653 
asphyxia neonatorum, 666 
breech presentation, 657 

external version, 
657 

labour, management of. 


658 

Caesarean section, 661 

indications, absolute, 
663 

relative, 663 
eclampsia, 654 
forceps, 660 

application of, 661 
contra-indications, 661 
fulminating case, the, 665 
labour, third stage, conduct 
of, 664 
lactation, 667 

flow, to increase, 667 
to stop, 668 

ocdpito-postenor position, 
656 


Obstetrics, labour and puerperium, 
ophthafmia neonatorum, 
prevention of, 666 
post-partum haemorrhage, 
664 

puerperal sepsis, 667 
prevention of, 667 
shoulder presentation, 660 
uterine inertia, 660 
maternity and child welfare, 724 
Obstruction, mtestinal, 457 
Ochsner-Sherren treatment, appendi- 
citis, acute, in, 40 
indications for, 39. 40 
operation, indications for during 
administration of, 40 
Oedema of the lung — see Heart 
Oesophagitis, prescnption for, 195 
Oesophagus, X-ray exammatioa of, 
876 

Oestradiol, 436 
Ohm, defloition of, 716 
Oil, sterilization of, 622 
Old age, phenomena of, 668 
Oleander poisoning, treatment of. 691 
Olfactory nerves, examination of, 602 
Operating theatre, preparation of, 619 
Operation, preparation of patient 
for, routine, 618 
Ophthalmia— see Evb 
neonatorum, 248 
prevention of, 666 
infants, in, 249 
treatment of, 249 

Ophthalmoscope, examination with 
the, 269 

Opium (morphine), eruptions from, 
186 

poisoning, treatment of, 691 
Optic nerves, examination of, 602 
Oral sepsis— see Dental Surgery 
O irhicis, 668 

treatment of, 669 

Organs, human adult, weights and 
measurements of, 5S0 
Oriental sore, 834 
Osteoarthritis— see Arthritis 
Osteomalacia, 777 

Osteomyelitis, acute, diagnosis of, 63 
infective orgamsms, 63 
Ircatiiient of, chsmethera- 
pcuucal, 63 
surgical, 63 

indications for, 63 

chronic, 64 
Otitis, externa, 227 

prevention of, 227 
media, acute, 227 

treatment of, 227 
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OtiM me^. chrome, with perfoAted 
ditisi, 228 
operabOD, tedtea- 
lions for, 228 
treatment, Beneml, 
22S • 

Otosclerosis — see Ear 
O varian tumours, 346 

malignancy, incidence of, 346 
Oxalic and poisoning, treatment trfV 
687 

Ozaloria, 669 
Oxygta, 669 

adminisiiaison of, 670 
Ozaena — jee Nose and Hormosts 


P 


Paint, analgesic, prescriptioafor. 196 
throat, prearipbons for, 195 
Palate, analgesia of the, 443 
Palm^ abscess— Hantj 
PalpitaUon — see Heart 
"Pan” cbeRiog. as a cause of 
uleentiv'e stomatitis. 816 
Pancreatic calculi, treatmest of, 75 
eSaeney. 490 
Panntu— see Ere 
Papaya, sotnave content of, 136 
PaMoia, ^66 
Paralysis sgilans. 670 

general, of the insane, 572. 592 
Patalyiicfleiu, 459 
treatment of. 459 
surgical. 459 
Paraphimosis. 670 
Parxtas. preparaUon of. I5I 
Paratyphoid— ree Eviojc Fever 
P aris green. 514 

Parkinsonism — see Paralysis Act- 
TA>a end ENciraAiins Leth- 

ARCICA 

Paronychia. 383 

Paroxysmal tacbycardia— see Heart 
Parsley, food factor, as a, 135 
Pasteunaaiion of humanized mTit. 
450 


Patella, dislocabon, outward, of the. 

178 

treatment of. 178 
fracture of, 300 

Pathologieal specimens, eoUectioo 
and despatch of, 477 
Pa»lik’» gnp. la obstetrics, 650 
Pediculosis capitis, 671 
corporis, 671 
pubis. 671 

Pellagra, symptoms of, 671 
treatment of, 671 


Pdvse inflammation, womas, in, J47 
gonorrhoeal, 347 
diagnosis, 345 

Baldwin's test, 349 
Head's hyp^es- 
ihesia rests, 
349 

Rovsing's test, 349 
prognosis, 350 
pus tubes, 350 

treatment, surpssl, 
oi;351 

streptococcal. 351 
pararaetntis, 353 
diagnosis, 353 

Pelvis, contracted — see ObsietricS 
fcacWBt of, 308 
Pemphigus neonatonun, 672 
treatment of. 672 
cyv« of. 672 
Peakiliin, 85 

anthrax, malignant pustule, in, 35 
arthrms. acute suppurabie, sn. 
46 

balanitis, in. 52 
bronchiectasis, in. 69 
bubo, with fluctnation. m. 72 
dysentery, chronic amoebic, in, 
2Z2 

eye, is the treatmest of the. 347 
frseturts, compound, in. 303 
gonorrhoea, in, 845 
istratBuseular adminlstraben of, 
85 

Lod Big's angina, m. 34 
mouth, by. 86 
ointisect, SS 

organisms insensitive to, 87 
sensitive to, 86 
osteoiijyebbs, m, 63 
syphilis, in, 846 

Pentotarbstal, dose, rime to take 
effect, durabon, 456 
Peoloso-nncleobde, administration of, 
in agranulocytosis, 4 
Pniiothal, intravenous anaesthesia, 
21 

dose, time to take effect, dura* 
tion, 456 
PerkardiUs, 401 

with effusion, 401 
PetjpbHal aeuntis, 599 
clasuSeabon of, S99 
treatment of, 599 
Pemonitis, general. 672 

ticatmenl of. 672 
tuberculous, 673 
treatment of. 673 

• when finid is present. 

673 
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PcrifonsifJar abscess, treatment of. 
S2S 

surgical treatment of, 625 
Pernicious anaemia — see Anaemia 
Perspiration, excessive and offensive. 
674 

Pertussis— see Wnoofisa CovaH 
Pessaries, 183 
Petit mal, 243 

Phalanx, terminal, infections of, 382 
Pharyngitis— w Tonsiiutb 
Phenobarbitone, dose, time to lake 
eiTecl, duration, 456 
soluble, 456 

Phimosis, complications of, 91 
Phlebitis, 674 

non-suppurative thrombosis, 
prevention. 674 
treatment of, 644 
suppurative thrombophlebitis, 
treatment of, 675 
pyelo*phlebiUs, 675 
Phlebolomua ar^enltpes, 494 
Phosphorus poisoning, treatment of. 

Phototherapy, 675 

diseases benefited by light treat* 
ment, 676 
Finsen lamp, 676 
heat snd visible rays, 675 
uUra*violet rays. 675 

carbon arc, advantages of. 
676 

Kromayer lamp, 676 
mercury vapour lamp, 676 
tungsten arc. disadvantages 
of. 676 

Phrenic evulsion or crushing, 746 
indications, 746 
pneumoperitoneum, 747 
surgical procedure, 747 
Pick’s disease, 568 
Piles— see Haemorriioios 
Pjneal body, 435 
Pink disease (acrodynia), 677 
symptoms of, 677 
treatment of, 677 
Placenta praevia, 652 
Plague, bubonic, 677 

baalli, staining of, 476 
buboes, 678 
immunisation, 678 
infection, mode of, 677 
mortality rate in British 
India, 718 
prophylaxis, 677 
rat poison, 677 
treatment of, 678 
pneumonic, 678 


Plaster of Paris, fractures, in the 
treatment of, 286 
Plenum system of ventilation, 714 
Pieunsy, varieties of, 679 
dry, 679 

treatment of. 679 
effusion, with, 679 
treatment of, 679 
tapping, 679 

Plumbisro, treatment of, 680 
Pneumococci, sputum, in the. Jensen's 
test for, 474 

Pntumococcus, Gram reaction, 475 
vaccine, dosage, 803 
Pneumonia, broncho*, 682 
infants, in, 682 
treatment of, 71 
diet in cases of, 169 
lobar, 681 

treatment of, 681 
pnmary atypical, 632 
clinical features, 683 
treatment of, 653 
venesection m, 852 


Pneumonic plague, 678 
Pneumothorax, artificial. 743 
bilateral. 744 
conira-indications, 744 
induction, 744 
difficulties, 745 
refills, 746 
Poisoning, 683 

antidotes, chemical, 692 
physiological, 692 
arseno-benrolpreparatioas, toxic 
effects of, 688 
collapse, treatment of, 656 
demulcents, 692 
diagnosis. 684 
emetics, 684 

DOnnal saline solution, 692 
pain, alleviation of, 686 
respiratory failure, treatment of, 
686 

stimulants, 692 
syncope, treatment of, 6S6 
treatment, general, of, 686 
in speafic cases, 686 ' 
barbiturates, 688 
Pmsaas Act, Indho, 2M 
Poliomyelitis, acute anterior, 590 
ticitment of, 590 

Pollen, as cause of hay fever, 388 
PolyCTthaemia vera, venesection in, 
853 

Polypus, nasal — see Nose 
rectal, 771 
uterine, 353 
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Post-morteftx oumitiitiotu how to 
make, 549 

atemal enaminatjoii. 549 
idenuiiatjoo. 549 
inienul rumination, 549 
Post-nasal growiia—iee Tovma *j«t> 
AorsotDS 

Post-o^wTiU'e nursing — i«e Nma* 
tvo, SC*OIC*L 

Post-partuns haemorrhage, 664 
Potash poisoning, treatment of, 687 
Potato, nutritive content of the. 134 
Pott's d.sease— tee Swval Cskics. 

fracture. 301 
Poultices. 409 
Prefrontal leucotomy, 571 
Pregnancy. 636 er le?. 

abortion, causes of. 646 
habitual, 649 
incomplete. 648 
inevitable, 647 
missed, 64S 
Rh faaor and, 649 
ihrealetKd. 646 
anaemias of. the. 6*0 
delivery, to calculate date of. 63$ 
diagnosis of early, 637 

AtchheinvZondek test, 637 
I fiedmann test, 637 
pfOsiigmiQ test, 637 
diet in. 140 
ec)am(Sia, 634 

foetus, finding position of, 650 
haenorthage in early, 646 
aecidenial. 631 
hrperetnesii grtsnlarun. 64S 
life insurance, rumioaiion for. 
510 

nuiniion in. 140. 143 
pel'imetry, 637 
placenta praou. 633 
somiung. 644 
Sre «/>i* Otsimica 
Premature Irfams, 6Jl 
Premedicafion in aruesthesU. 12 
Presbyopis. 272 

Pressure poirti, nursing care of. 61 1 
Pruniim. 193 

iS’icklj heat, treatment of, 694 
Primary arypial pneuraosaa— are 
p>.SfWrr,VS 
Piect/ut, 770 

treatment of. 770 
Progesterone. 43'tp 
Progressive muscular arropr'y. 552 
Piotapse. u'crjv ol ihe. 33$ 
treatmeef. t.rgacal, «r. }5| 
Proiuu. t J4 
camnoma of. 

6*^0411 of the. {96 


Prostate. 

senile enlargemenC 694 
early cases, 695 
treatment, surpeal, of. 695 
two-stage opera uon,695 
tubercelosU of the, 696 
Prostatitis. 696 
Protein shock itcaimeat, 696 
lYoteiiu, food factor, as a. 130 
cereal. 132 

Pruntus, treatment of. 696 
diet in (he. 169 
esiernal. 696 
aesere cates, in, 697 
»bL auses, common, of, 37 
treatment, general, 37 
local. 37 
s-viva. of the, 3S9 

Prussic acid poisoniDg. treatment of. 
687 

Psittacosis. 697 
Psona«s. 697 

treatment of, 697 

Norman Walker. 69$ 
scalp. Hodara'a prescn'iv 
lion. 69$ 

Psychoses, alTcctise, 562 
tosic. 

alcoholic hallucinosis, 569 
psychoses. 569 
delinum tremens, 369 
KorsakoTs syndrome, 569 
treatment, of alcoholismj 70 
Ptomaine poisoning— see Tood 
P opost**} 

Public health. 69$ 
barometets. 716 
caroers, 7w 

cbolera.rmention of. rural areas, 
in. 702 

urban anas, in, 7CO 
civil health administration in 
India, 717 

Dhore Committee. 731 
ctv«rdinaiii>o of health ter* 
'sees. 722 
drug corirol, 727 
tood supCTMsion. 726 
health kgiiljtion, 723 
organization, 720 
services, co-ordination 
of. 722 

ns'.wny and ckdd welfare, 

medical lRsutut.ors. sutss- 
lics ftSatiBf lo. 732 
school chldren, 726 
state of public health. 7J7 
voljrury orgamrations. 729 
w omen's medical seTv>ce,722 
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Public heatlh, disinfection, 7(M 
d/ainage, 7J7 
electricity, 716 
food inspection, 707 
illumination, artificial, 714 
j-ainfaiJ, 717 

rural medical relief (Simeons 
PJanX 737 

sanitary conveniences and esti- 
mated stair, 715 
inspections, 699 
thermometers, 715 
ventilation, 713 
water purification, 709 
Puerperal sepsis, 667 
prevention, 667 
Pulmonary tuberculosis. 739 

institutions (tuberculosis), in 
India, list of, 749 
prevention of, 740 

Mantoux skin test, 740 
miniature mass radio- 
graphy. 740 
treatment of, 741 

artificial pneumothorax, 743 
bilateral, 744 
contra-indications, 744 
induction, 744 
difficulties, 745 
refills, 746 
cough, 748 
drugs, 748 
early cases. 741 
diet. 742 

salt-free, 742 
rest and exercise, 743 
sunligfit, 742 

phrenic evulsion or crush- 
ing, 746 
indications, 746 
surgical procedure. 747 
pneumoperitoneum, 747 
thoracoplasty, 747 

Pulse, nursing observation of the, 625 
Pulses, nutritive content, 133 
Punes, preparation of, 151 
Purpura, 750 

Henoch’s, 751 
primary or idiopathic, 750 
treatmeni of, 750 
secondary, 751 
severe, 751 

Pus, urine, in, tests for, 484 
P, vitamin, 860 

natural sources, 860 
results of shortage, 860 
Pyelitis, 751 

treatment of, 751 

intractable cases, in. 752 
Pyelography, intravenous. 877 


Pyocyaneus bacillus, Gram reaction, 
475 

Pyorrhoea, 752 
diagnosis, 115 
prevention, 752 
treatment of. 115, 752 

local applications m the, 753 
Pyrelhrum spray, mosquitoes, in Ihe 
destruction of, 514 
Pyrogen-free water, preparation of, 


Q 

Q fever, 832 

Quarantine, rules of, knowingly dis- 
obeying, 538 

Quinine (cinchona), eruptions from, 
186 

pessancs, formula, 578 
Quinsy, treatment of, 82S 
surgical, 825 


R 

Rabies. 753 

animals other than dogs, in, 
diagnosis, treatment, 
and prophylaxis of, 764 
brains, removal and preser- 
vation of, 765 
anu-rabic inoculation, 755 
contra-indicatrons, 756 
protection, period of, 756 
vaccine supplies, sources of, 
756 

cats. ji>, 763 
cattle, m. 763 
cauterization, 755 
dogs, in, 760 

anti-rabic treatment, 762 
diflerential diagnosis, 761 
symptoms, early, 760 
later, 761 
horses, in, 764 

incubation period in mao, 754 
infection, indirect, 754 
mode of, 753 
jackals, in, 763 
roan, in, 757 

developed rabies, treatment 
of, 759 

differential diagnosis, 759 
symptoms, early, 757 
later, 757 

treatment of developed 
rabies, 759 

protection of atten- 
dants, 760 

vaccine, dosage of, 758 
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Rabies.“patalyticacddent’*rnort^ty Rectam, haemenboids, inlernal, 
rate, 756 r.r 

syraptoras, 756 
treatment of, 756 
p^e^'e^tion ofi 755 
sheep and goats, in, 764 
virus, 154 

Radial bursa, infection of, 385 
Radiant heat, luminous, 410 
Radiography, miniature mass, 740 
Radium therapy, 766 

blood diseases, in, 767 
breast cancer, in, 763 
einanalion, or radon, 766 
epithelioma of the sldn, in, 767 
eju, diseases of the, in. 763 
malignant disease, in, 767 
mouth, cancer of, in, 767 
palliative measure, as a, 768 
sarcoma, in. 768 
scope of, 767 
skin diseases, in, 767 
treatment by radium. 766 

methods of application. 766 
tuberculosis, in, 767 
utenne disease, in, 761 
uterus, caremoma of, in. 763 
Radius, shaft, fracture of, 291 
Radon gas, 766 
Rainfall, measureiseDt of, 717 
Ranula,169 

Rat panes, poisoning by. treatmeot 
of, 691 
poisoo, 677 

Rat'bite, treatment of, 769 
Raynaud's disease. 310, 769 
treatment of. 769 


769 


Reapes, sick<roam. 157 
Reoal anaesthesia, 23 
Rectum, 769 

anaesthesia per, 23 
metbi^. 23 
carcinoma of the, 770 
signs. Til 
symptoms, 771 
foreign bodies m the, 770 
haemoahoids, 377 

eatemal. treatment of, 378 
removal, tnrpcal. ct 377 
internal, 378 

position of, 379 
ireatmeot of, 378 

in;ecUon. by. 378 


treatment, operative, 
complications in, 382 
preparation of patient 
for, 380 
te chni que, 3S0 
injuries to the, 769 
polypi of the, 771 
stnctnre, 772 
See aho Asvs 

Red Cross Society, in India, 729 
Reftacuon. cnocs of. 269 
Relapsing fever. 772 
course of. 773 
iofectiofi. mode of, 772 
orgai^ms of. staining of, 476 
prophylaxis, 773 
treatment of, 773 

Renal calculus*, colic — see Calcuu 
R epellauts, mosquito, 582 
Respiratory diseases, nursing of, 613 
mortality rale in British 
India, 718 

failure, in general anaesthesia, 16 
tn spinal anaesthesia, 3) 
Reteotioo of unne, 837 

causes, common, of, 837 
disseminated sclerosis, in. 837 
impacted stone, due to, 840 
p<«*oper8Uie, 837 
supta^bie drainage. 839 
emergency, in, 839 
periaanest, Haniltoa 
BaSey's method, 839 
tabes dorsalis, ut, 837 
treatment of aent^ due to en- 
larged prostate or stn'ctuie. 
838 


Retiooscopy, 273 ' 

Rettomammary abscess, causes of, 65 
treatment, surgical, of, 65 
Retropharyngeal abscess, 773 
acute, 773 
chronic, 774 
Rheunuiic fever, 774 

age-inadenoe of, 774 
treatment of, 774 

salicylates in the, 774 
heart duease. 399 

Rheumatoid anhntis— Asthjutb 
Rhinids— we Most 
Rhinophyma, 610 

, treatment of, 610 

cases siufable Rice, cooking of, 133 

for, 378 autnuve factor, as a, 133 

trehnjque. 379 preparaUons o4 vanoas, 149 

operairve, 380 Rickets. 775 
aflet-treai. ouseor.775 

tnent.381 osteomalacia, 777 
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RJckets, signs, 775 
sympioms, 776 
treaimcat of, 776 
diet in. 776 
hetioiherapy, 776 
masshe therapy, 776 
phototherapeulic, of, 676 
Rift valley fever, 777 
Ringworm. 777 

“athlete’s foot", 779 

Bigham’a ointment, 779 
Castellani’a paint, 779 
Mersagel, 779 
Mycozol, 779 
treatment of, 779 

a .ofthe, treatment of. 778 
ie itch, g.y. 
scalp, of the, 777 
■ diasnosis, 777 

treatment of, 777 

thallium acetate. 777 
>A^hit6eld’i ointment. 
77« 

Rodent ulcer, treatment of, 780 
Rogers’* intravenous alkaline hyper- 
tonic saline treatment of cholera. 
89 

Rosacea, 780 

treatment of. 781 
Roughage, food factor, as a. 151 
Roundworms (asearls lumbrlcotdet). 
869 

treatment of, 869 

Rural medical relief, the Smeons 
Plan, 737 


Sahll-Adams haemoglobinQmctcr,471 
Salicylates, rheumatic fever, in the 
treatment of, 774 

Salicylic acid (salicylates), erupuons 
from, 186 
Sabne, 781 

hypertonic solution, 781 
injection, intravenous, 781 
subcutaneous, 781 
DOrmal, 692, 781 
rectum, per, 782 
Salivary calculi, 75 
treatment of, 76 
Salpingitis— see GynaicoloOV 
Salts, mineral, food factor, as a, 132 
Sand-flies, 493 

Sand-By bites, treatment of, 814 
fever, 782 

symptoms, 782 
treatment of, 782 

Sandoptal, dose, time to take effect, 
duration, 436 


Sanitary conveniences and stall 
needed, 715 
inspections, <599 

Sarcomata, X-ray deep therapy m, 


879 


Scabies, 782 

treatment of, 782 

benzyl benzoate method, 

782 

sulphur omlment mclbod, 

783 

ScaIJs—w Burns and Scalds 
Scarlet fever, 784 

antitoxin, 806 
diagnosis, 784 
Dick test. 805 
Schultz-Charlton test, 806 
treatment of, 784 
Scars, unsightly and painful, 784 
Schafer artificial respiration, method 
of. 49 

Schick test, 804 
control, 803 

Schistosomiasis— see Worms 

(Bii.irAitztA) 

Schizophrenia, 564 
aetiology of. 564 
catatonia, 565 
hebephrenia, 565 
paranoid form of, 565 
simple, 565 
ireatment o^ 566 

convulsion therapy, 566 
insulin therapy, 566 
Schools, airspace and ventilation, 713 
Schultz-Charlton test, 806 
Sciatica, 600 

freatmeot of, 600 
injection, by, 601 
Sclerosis, diffuse hyperplastic, 41 
disseminated, 591 
treatment of, 592 
Monckeberg’s medtal, 42 
Scoliosis, postural, 785 
structural, 785 

Scorpions, bites from, treatment of. 


814 


Scurf, remedy for, 53 
treatment of, 106 
Scurvy, symptoms, chief, of, 785 
treatment of, 785 
Sea sickness— see Ant Sickness 
Sebonboea, 785 
oleosa, 785 
treatment of, 53, 786 
diet, 786 
hormones, 786 
local applications, 786 
Seconal, dose, tune to take effect, 
duration. 456 
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Secondaiy shock, cause of, 78S 
considerations, 788 
signs of, 787 
treatment of, 788 

transfusion in the. 788 
blood, 60 
plasma. 788 

Sensory test, 

Septic throat, treatment of, 786 
Septicaemia and pyaemia — see 

ChESIOTHEIIAPV 

puetpeial — see Obstctwcs layf 
CHnioiHiiiAPV 

Senun, rashes, 33 

sickness, 33 

therapy— see SpEcmc THEHAfv 
Sexual impotence, 446 
treatment of, 447 

Sheep dip, poisonioe by, treatment 
of, 687 
rabies in, 764 

Shirmal, preparation of, 152 
Shock, primary, 787 

treatment of. 787 
secondary, cause. 788 
coasideradoas, 788 
signs of, 787 
treatment of, 788 

transfusion in the. 788 
blood. 60 
plasma, 788 
Shoulder, dislocation of, 174 
diagnosis of. 174 
treatment, 174 
after-. 17J 

Silver nitrate, eruptions frocn. 186 
Simeons Plan. the. 737 
Sinus, septic, treatment, surgical. of.SZ 
thrombosis, lateral, 228 
Smusitu, acute paranasal, 607 
treatment of. 60S 
Sinusoidal current, 237 
Skeletal traction, 298 
Skin, diseases, pholothcrapeuui; treat* 
ment of, 676 
radium therapy, 767 
smallpox, care of, in, 790 
slenlimtjon of, 623 
tonic, formula, 378 
varnish, 378 

Skull, fractures of— ree Head 

iNniucs 

Slaughter, inspection of arnmab 
before, 707 

Sleep, coniinuous, in the treatment 
of hystena,443 
Sleeplessness— we Insomnia 


Smallpox, 789 
diagnosis, 789 
rash. 790 
temperature, 790 
mortality rate in British India, 
718 

treatment of, 790 

care of other people. 791 
eyes, care of the, 791 
patient, care of the, 790 
special treatment, 790 
skin, care of, 790 
vaccination, 791 
course ot,792 
crupiions, mixed inocula- 
Uoo, due to, 
793 

pure vaccine inocu- 
lation, 793 • 

method, with Covenimeat 
of India lymph, 791 
post-vaccinal eocephaliUs, 
792 

StneUisg salts, formulae, 57S 

Smoke cartridges for testing drains, 
579 

Snake-bite. 793 

body, on the, genera] treatment 
of. 795 

chenic^ oeutralizalioo, 797 
cobra and krait bites, symptoms 
of. 794 

face, on the, general treatment 
of, 798 

prevenuoQ, 798 
treatment of. 794 
general, 798 
UTunediate, 794 
lyopbihsed polyvalent anti- 
snake venom 
serum, 796 

administration and 
dosage, 796 

associated treatment. 
797 

Tcconsiilution of, 796 
storage, 797 

viper biles, symptoms of, 794 
Soaps, medicated, 579 
Soft sore (chancroid), examination 
for, 852 

treatment of, 849 
Saund, veloaiy of, 716 
Specific therapy, 798 
anaph)Iaxis, 807 
etopy. 803 

dipbiheru prophylactic, 805 
hypersensiiivcness, 807 
immune sera, preparation of, 804 


(381 



InD£X 


Specitic therapy, keeping qualibes of 
sera and vaccines, 80d 
scarlet fever, 805 
Dick test, 805 
SchultZ'C^arUon lest, 806 
Schick test. 804 
control, 803 

tissue reaction to bacteria, 798 
toxins and toxoids, preparation 
or, 804 

vaccine lymph, 803 

preparation of, 803 
Thcrapcatw Substances 
Regulations, Great 
Bntam (1927), 803 
therapy, 799 

failure, chief causes of, 
799 et se<} 
vaccines, doses of, 802 
preparation of, 801 

standardization. 802 
varieties of 80) 

Specimeos, patholopcal, collection 
and despatch. 477 
Spermatorrhoea, 808 
treatment of, 803 
Spiderand tarantula bites, 814 
Spinal accessory nerve, examination 
of m 

anaesthesia, 26 er re^. 
analgesia-'See ANAtSTMencs 
caries, 809 

Spine, fractures of the, 305 

prolapsed disc, anaeomy, 600 
examination for, 600 
X-ray, by. 600 
scoliosis, postural, 785 
structural, 78S 

Spiritus myrciac co. (bay ramj, 
formula, 576 


Spirochaeta pallida (r. paltijam), 
staining of 476 
Spleen, ruptured, 809 
symptoms, 810 
treatment, surgical, of, 810 
Splenic anaemia, 810 
treatment of 810 
Splints, fractures, m, 286 
Sponge powder, formula for, 379 
Sponging, pccKxdiire, 440 
Sprains. 810 

classification and treatment of, 
811 

massage in, 523 
Sprue, 8ir 

symptoms, leading, of, 811 
treatment of 811 
climate, 812 
new drugs in the, 811 


Sputum examination. 474 
microscopic, 474 
naked eye, 474 

pneumococci, staining of Jen- 
sen's method, 474 
tubercle bacilli, staining of, 
2iehI-Neclsen method, 474 
Stains, removal of 579 
Scammenng, 812 
Staphylococcal sycosis, 817 
treatment of, 817 

Staphylococcus. Gram reaction, 475 
vaccine, dosage, S03 
Staphyloma anterior, 264 
operation for, 264 
Starvation, 812 

Statistics, civil health, 717 et seq 
medical institutions, relating to, 
732 et seq 
Sterility, 362 

azoospermia, 362 
contraceptives. 363 
Hobb's treatment, 364 
technique. 364 
one<hi1d, 363 

women, in, anatomicaidefects, 365 
tubal insufUation, 367 
diagnosis of in, 367 
Rubin's 
apparatus, 
367 

contra-indications, 

368 

deductions, 368 
repetition of 368 
lime, choice of 358 
pelvis, pathological con- 
ditions of 366 
tubo-ovanan disease, 
366 

Sterilization, per vaglnam, 370 
Skin, of the, 623 
surgical, 620 
wounds, of, 875 
Sterilizer, method of usiog, 619 
Stimulants, poisoning, to, 692 
prescriptions for, 196 
Stings and bites of insects. 814 
Stomach, carcinoma of 814 

dilatation, acute, of 172, 815 
Batky’s “gastric mcbUity 
test,” 815 

treatment of 172 
X-ray examination of 876 
Stomatitis, SIS 
acute, 815 

treatment of 815 
aphthous, 815 

treatment of 815 

Hallam's mixture, 816 
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Stomatitis, cancnim ons, 816 
tieatment of, 816 
prescnpttons for — see Mouth 
■Washes 
thrush, 816 

trMtsient of, 816 
ulcerauve, 816 

treatment of, 816 

Stone, bladder, in xhe. ircauneni, 
surpc^, of, 77 

kidney, in the, treatment, sur- 
gical, of, 77 

Storage, lutruments, of, 622 
rubber articles, of, 622 
Strabismus, 267 

Strangulated hen^ — see Hcrkia 
S treptococcus. Oram reaction. 475 
vanone, dosage, 803 
Streptomycin, 87 
Stnctnre, rectum, of the. 772 
See also RmJinoH or Ukihe 
S tTophantluo. heart disease, ui the 
treatment of, 4<M 
Stiychaine, erupnoos frooi, 186 
pQivamng. treatment of. 691 
Stupe, turpentme, 410 
Styes, treatment of. 157 
Styptic, a useful, prescn'ptioo for, 196 
Subcutaneous abscess, breast, of the, 
65 

cause of, 63 
treatment of. 65 
Subphrenie abscess, 817 
treatment of, 817 
Suffocauon— w Drown-ed 
S ugar, uiuie, tests for, 479 
Sugar-case, juice. nuUitne value, 135 
SUKide, abetment of, legal procedure, 
541 

attempted, 54] 

Sulphathiazole. abscesses, in, I 

arthiilis, acute suppurative, ia,46 
balanitis, in, 52 

Sulphonal. eruptions from, 186 
Sulphonainides, the, 84 

suitability for various diseases, 85 
toxicity, 84 

varieties of, common. 84 
dosages of, 84 
Sulphur bath, 439 

ointment scabies, iu the treat- 
ment of, 783 

Sonbom, lotions for, 196 
Sunstroke, treatment of, 412 
Suppositones, prescriptions for 196 
Suppression of unne, 840 
anuna. obstructise, 841 

treatment of. 842 
non-obstrucove, 84t 
treatment of, 841 


Supracondylar fractures, femur, of 
the, treatment of. 

WatsoB-Jones's 
method, 300 
humems, of the, treat- 
ment of, 294 

Suprapubic drainage. 839 
Surgery, tnanipulative, 518 
Suig^ accessories— ree Accessqriei 
dressings— see DnEssiNas 
ouTsing — see Nuasrso 
Sutures. steriliEaiton of, 622 
Sweating, presenptioni for the treat- 
ment of, 197 

Swedish e\emses and medical gym- 
itaSUcs, 245 

Sweetmeats, preparation of. 153 
Sycosis basbae. 817 

staphylococcal sycosis, 817 
treatment of, 817 

Lanette wax SX, 817 
tmea barbae. 817 

Sylvester-Howard. arliScial respira- 
tion. meibod of, 48 
Syn^pe— see Hca&t and Shock 
S ynovius, traumatic, treatment of, 
818 

Syphilis, 846 

blood tests, 847 
brato. of the, 60) 
examination for, 650 
primary sore, 850 
serological diagnosis, 850 
Wassertnana or Kahn teat, 
collection of blood tor. 


851 


509 


oeuro-, t 
spinal cord, of the, 602 
tertiary, treatment of, 847 
treatment of. in early cases, 846 
arsenotherapy, intensive, 847 
Mapharside, 848 
neoarsphenaraine group 
of drugs, 843 
bismuth, by, 846 
penicillin, by, 846 
SypbyLtic artentis, 42 
Syringes, hypodermic, ifenlizaiion 
of, 621 

treatment of, 593 


Tabes dorsalis, signs of, 594 
treatment of, 594 
Tachycardia— fee Heart 
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TallqN-ist blotting paper method of 
hacmogJobin e^lm:it\on, 471 
Tamarind water, preparation of, 161 
Tampons, vaginal, 199 
Tapeworms, 869 

treatment of, 870 
dwarf, 870 

treatment of. 870 

Tapping (paracentesis), procedure 
for, 679 

Tarantula bites, 8J4 

Tattoo marks, removabof, 580 

Teeth, diseases In, foKowing measles. 


116 

scarlet fever, 116 
smalipos. 116 
extraction of, 117 

local anaesthesia in, ilS 
jaws, and, fractures of, 114 
diagnosis of, 114 
treatment, immediate, of, 
114 

surgical, 114 

Dutriuon in relation to, 142 
Set eho Dentai. SimoERy 
Teething, prescriptions for, 198 
Tendon sheath, tofection of. 384 
Tendons, divided, 818 

treatment, surgical, of. 818 
Dove’s operation for the 
fingers, 819 
Teno-synovitis, 819 
Tcrebenc, eruptions from, 186 
Testicle, undescended, 819 
treatment of, 819 

hormone therapy, 820 
surgical, 820 
Testosterone, 437, 447 
Tetanus, 820 

bacillus. Gram's reaction, 475 
habitat, 820 
diagnosis, 82t 

risus sardonicus, 821 
prognosis, 821 
protection, 820 

permanent immunity, 820 
treatment of, 821 
general, 82] 
penidlliD, 821 
spasms, control of, 822 
wound, of the, 821 

temporary protection, 
820 


Tetany, 822 

Thallium acetate, in the treatment of 
ringworm, 777 

Theatre, operating, preparation of,619 
improvised in the home. 
624 


Thermometer scales, converting Cen* 
tigrade to Fahrenheit and vice 
versa, 865 
Thermometers, 715 
Thermolherapy, 409 
Thirst, allaying of, in febrile condi- 
tions, 161 

Threadworms {oxyurls or enterobius 
vermkularis), 869 
treatment of, 869 
Throat, cut. aspects of, 105 
treatment of, 105 
Thrombo-angiitis obliterans, 42 
Thrombophlebitis, suppurative, 675 
Thrombosis, coronary, 407 

femoral, entcnc fever, in, 241 
lateral sinus, 228 
non-suppurative, objects of treat- 
ment of, 674 
prevention. 674 
Thrush, treatment of, 816 
Thumb, metacarpo-phalangeal joint 
of the, dislocation of, 176 
treaimeot of, 176 

Thymine, in the treatment of sprue, 
811 

Thymus gland, 435 
Thyroid disease— are Goitre 

gland, hormonie effects of, 435 
Tibia, fracture of, 302 
Tic douloureux— see Nburaloia 
T ick^jphus (Rocky Mountain fever). 

Tinea barbae, 817 

cruris— j« Diiobie Itch 
versicolor (pityriasis versicolor), 

823 

treatment of, 823 
Tinnitus, 823 

See aha Djseasrs or the Ear 
Toast water, preparation of, 161 
Toe nail, ingrowing. 823 
treatment of. 823 

surgical. Sir Watson 
Cheyne’s opera- 
tion, 823 

Too^e, acute glossitis, 823 
caiciDoma of the, 824 
inflammatory disease, chronic, 

824 

Bullm’s classiOcation of, 824 
tie, 823 

ulcers of the, 824 

Butlm’s classification of, 824 
wounds of the, 823 
Tonics, prescriptions for, 197 
children, 198 

Tonsillectomy, advisability, 826 
dissection, 828 
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ToasiUecioniy, enucleation, 82t 
aBaesiheiic, 827 

Morey's bloodless method. i29 
local anaesthetic, 829 
treatment, after-, 830 
Tonsillitis, acute, treatment of. 825 
chronic, treatment of, 825 
Quinsy, treatment, surucal, of, 
825 

Tonsils and adenoids, 825 

examination of, 825 
tOQuUectORiy, advisa- 
bility, 826 
dissection, 828 
enucleation, 827 
anacstbciic. 
827 

Morey’s bloodless 
method, 829 
local anaesthe- 
tic. 829 
treatment after. 
830 

Toothache, relief of, preseriptionsfor, 
198 

Toothpastes, formube for, 580 
Torticollis, conseniul, 830 
treatment of, 830 
spastpodic. 830 

treatment of, 830 

Toxins and toxoids, preparation of, 
804 

Trachea— ^see An* Passages 
T tacbeoiotny, 492 
anaesthesia in, 493 
Diechod, 493 
Tneboma, 249 

treatment of, 249 
chronic, 250 

Tractmo. skeletal, me^od of. 288 
skin, method of, 297 
Transfusion — see Btoop 

TiuNSrvsxis 

Trench fever, 832 
Tnchiasis, 252 
Tnchiniasis, 873 
progress, 874 
symptoms, 873 
treatment of, 874 

Tngermnal nervo. examioatian of, 603 
neuralgia— see Nixvofs Snrnt 
Trophic ulcers, 833 
Tropical sore, 496 
ulcer, 835 
ulcers, 496, 834 
desert sore. 834 
oneatal sore. 834 

Tubercle baallos. Gram reaction, 47S 


Tuberculin, eruptions from, 186 
Tubewlosis, abdominal, present 
tion for. ISS 

Aaocution of India, wort of, 730 
joints, of the, 466 
treatment of. 466 

immobilization in. 466 
larynx, of the, appearance of, 492 
lunes. of (he. diet in. 169 
prostate, of the, 696 
pulmonary, 739 

institutions, tuberculosis, in 
India, list of, 749 
phctotherapeutic treatment 
of. 676 

prevention of. 740 

Mantom skin test. 740 
miniature mass radio- 
graphy. 740 
treatment of. 741 

artihdal pneumothorax, 
743 


744 

induetioa, 744 
i3jffieu}ties,745 
refills, 746 
couth, 748 
drvp, 748 
early cues. 741 
dieu 742 

salt-free, 742 
test, exerase, and 
sunlight, 743 
phrenic evulsion or 
crushiaj, 746 
indications. 746 
surgical proeednie, 
747 

poeuKiopcntoneuin,747 
thoracoplasty, 747 
tubercle badlli, sputum, in 
the, Ziehl-Neclsen test 
for, 474 

ladium therapy. 767 
surgical, phototherapeutic treat- 
ment of, 676 

vaedne. tuberculin T.R,. B.E., 
and T.A.. dosage, 803 
Tuberculous cystitis. 106 

masbtis, treatment, surgical, 
of, 66 

pentonitis. 673 

treatment of, 673 

when fluid is present, 
673 

Tianoun, breast, of the, 66 
Tnngsten arc, in phototherapy. 675 
disadvantages of. 676 
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Turkish bath, 459 
Turpentine, eruptions from, 186 
poisoning, treatment of, 691 
stupe. 410 
Twilight sleep, 653 
Typhoid fever, diet in. 169 

paratyphoid, and, vaccine, dos- 
age, S03 

Sfe Enteric Fever 
Typhus fever, 831 
Brill’s disease, 832 
clinical features, 832 
flea typhus, transmission ot, 851 
louse typhus, transmission of,83l 
mite typhus, transmission of, 831 
prevention, 832 
prophylactic inoculation. 832 
Q fever, 832 
symptoms, leading, 832 
tick typhus, transmission of, 831 
treatmentof. 833 
trench fever, 832 
Weil-Fell* reaction, 832 
Tyrothricin, 87 


U 

Ulcers, 833 

corneal— ree Eye 
duodenal. X-ray diagnosis of. 
876 

Siitt'K—see Gastric and Duo- 
denal Ulcer 
infective, 833 
malignant, S34 
septic, 833 
tongue, of the, 824 
traumaUc, 833 
trophic. 833 
tropical, 834 

desert sore, 834 
oriental sore, 834 
varicose, 833 
X-ray, 833 

Ulna, bursa, infection of, 385 
fracture of, 292 
Ultra-violet rays, 675 
Unconsciousness, head injuries, in. 
390 

Undulant fever — see Malta Fever 
Viaemia, 836 

acute nephritis, of. 836 
symptoms, 836 
treatment of, 836 
chronic nephritis, of, 836 
symptoms, 836 
treatment of, 836 
lumbar puncture in, 836 
Urea, urine, in, quantitative estima- 
tion of, 482 

Ureter, calculus of— see Calculus 


Urethra, rupture of, 837 
Urethral calculus, treatment, surgical 
of, 78 

stricture — see Urine, Retention, 
Ejctravasation, and Sup- 
pression 

Urethritis— are Venereal Disease: 

the speciat article on Gonorrhoea 
Uric acid gravel — see Gravel 
U rinary calculi, varieties of, 76 
Urine, alkatiung of the, m pyelitis, 
752 

examination of, 477 

albumin, qualitative exam- 
ination for, 478 
quantitative estimation 
of, 478 
blond urea, 488 

indigo carmine test, 488 
Volhard's water elimi- 
nation test, 488 
microscopical, 485 
miscellaneous tests, 483 
acetoacetic acid, for, 
484 

acetone, tor, 483 
bile pigment, for, 484 
salts, 484 
blood, for, 484 
Ehrlich's Diazo reac- 
tion, 484 
pus. for, 484 

parasitic and bacterial iofec- 
rions In urine, 487 
physical examination, 477 
colour, 478 
deposits, 478 
quantity, 477 
reaction, 478 
specific gravity, 477 
poisons in unne. 487 
renal elhcicncy tests, 487 
Maclean’s urea con- 
centration test, 483 
sediments, chemical, in, 486 
solutions required for 
unnary testing, 487 
sugar, qualitative examina- 
tion for, 479 
Febling’s test, 479 
quantitative esumation 
of, 480 

Benedict’s test, 482 
Dr. Walker’s 
method, 482 
Ling and Rendle’s 
method, 480 
Pavy’s modification 
of Fehling’s 
solution, 481 
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Unne, examinatioa of, urea, quafltita- 
ti'^ etanuna- 
uonof,4S2 
speciSc gravjty. 

from ihc, 4S2 
ureameter, by, 482 
Doremos*, 
Hiod’s 
modiAca* 
uoa of. 
with nde 
tube, 483 

eatravasation of, 840 
treatment of, 840 
incontifleDce of — see EnxtieSis 
bfe insnranee examiflaUon of ibe, 
509 

retention of. 837 

causes, common, of, 837 
dissemtnated sderosii, in. 
837 

impacted stone, due to. 840 
post<operatis-e, 837 
suprapubic drmnape. 839 
etflerseacy. m. 839 
pcnnanesb Hamilton 
BaSey's method, 
839 

tabes donalis, in. 837 
treatment of acute, due to 
enlarsed prosute or 
stneture. 838 
suppresdofl of, 840 

anuna, obstructive. 841 

treatment of. 542 
DOn-obstrucnve. 84S 
treatment of, 54| 
Urticatia, causes of, 842 
treatment of. 843 
diet in the, 169 

Uterus, cancer of the, causes, predis- 
posing. of, 32S 

careinoma of the, radium 
therapy in, 768 
curettage of the. 326 
method. 326 

fibroids of the — see Gynae- 
cology 

retroversion and retrofledon of 
the, 359 

stenlity, assoaaied with, 369 
treatment of, 360 
antes ersion, 360 
pessaries, 361 
surgical, 360 

Gilliam’s opera- 
11011,360 


V 

Vaocifiatioa. 791 
coune of, 792 

eruptions, mtted inocal3tion,793 
pure Taccine inoculation, 
793 

iDcthod. with Government of 
India lymph. 791 
post-vaccioal encephalitis, 792 
Vaccine therapy— see Sreanc 

THERAfY 

Vacuum system of venlilatioa, 714 
Vapnal douche, prescription for. 198 
caamination, in obstetrics, 651 
hysterectomy, 372 

Mayo operation. 373 
tampons, fy^ of, 199 
Vaginismus — see GysAsowmov 

(DrSyARECNIA) 

Vagus nerve, examination of, 603 
Vapour baths, 410. 439 
VanctOa— see CHtciE4-K« 
Vanola— see Stuusw 
Vancoccle, 843 
Varicose ulcers, 533 
veins. 843 

iDjeetion methods in the 
treatmeot of, 843 
Ethamolia. 843 
Moramin, 543 
tectimque of iAiecu'oa, 
8U 

Vaseline, stenliation of, 622 
Vegetables, coobing ot. 136. 154 
food factor, as a, 134 
Veldt sore, 834 
Venereal diseases, 845 

chancroid (sofl sore), examina- 
tion for, 852 
treatment of, 849 
gonorrhoea, treatment of, by 
penicillm, 84S 
sulphonamide, 846 
lymphogranuloma inguinale, 849 
diagnosis of. 849 
treatment of, 849 

antimony, by, 850 
exodon, 850 
protein shock therapy, 
850 

neuro-syphais, treatment of. 849 
examination for. 850 
KaPn test, 851 

coIJection of blood 
for, 851 
primary sore, 850 
serological dutaosis 
850 
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Venereal diseases (eont.): 

Syphilis (eont.) : 

Wassermann test, 851 
collection of 

blood for, 851 

syphilis, tertiary, treatment of, 
847 

treatment of, in early cases, 
846 

arsenotherapy, inten- 
sive, 847 
Mapharaide, 848 
neoarsphenamine 
group of drues. 

848 

bismuth, bv. 846 
penicillin, by, 846 
Venesection, 852 

aneurysm, m, 853 
Brieht's disease, in, 853 
bronchitis, pneumonia, and 
oedema of the lungs, m. 852 
cerebral haemorrhage, tn, 852 
eclampsia, in. 853 
epilepy. in. 853 
heart failure, in, 852 
high blood-pressure, In. 852 
operation, the, 853 

emergency method, 398 
polycythaemia vera, in, 853 
Ventilation, 610, 713 
Verdigns poisoning, treatment of, 689 
Verruca, treatment of, 862 
Vertigo, causes, general, 853 

local conditions causing, 853 
treatment of, 853 

Vetcnnary doses: table of doses for 
animals as used in veterinary 
pracUce in India, 854 
Vincent’s angina, organisms, staining 
of, 476 

See SroMAims (ULCERATm) 
Viper bites, 791 

Vitamins: sources, daily require- 
ments, therapeutic doses of. 
results of shortage of, 857 
el seq. 

vitamin A, 857 

B complex, 857 
B,. 857 

R„ B„ B„ S,. 858 
C (ascorbic acid), 858 
D, 859 

D., D,. 859 

E («j(pAa-Tocopherol), 859 
K, 860 

K., 860 
P. 860 

Vitriol, blue, poisoning by, treatment 
of, 689 


Vitnol, white, poisoning by, treat- 
ment of, 692 

Volkmann's ischaemic contracture, 
285 

Voft. definition of. 716 
Voluntary organizations engaged in 
health activities, 729 
Leprosy Relief Association, 
Indian (Council of British 
Empire, 730 

Red Cross Society, in India, 729 
Tuberculosis Associationof India, 
730 

Vomiting, causes, common, of, 860, 
classification of, 860 
conditions associated with, in 
adults, 861 
babies, 861 
children, 861 

pregnancy, in, 644 
treatment of. 861 
Vulva, tropical affections of, 371 
Vulvo-vagmitjs of children, 861 
treatment of, 861 


W 

Warls, treatment of, 862 

multiple, treatment of, 862 
verruca, treatment of, 862 
Wasp-stings, treatment of, 814 
Wassermanri test. 851 

collection of blood for, 851 
Wasting in infancy— .see Maiusmus 
Water, bacteriological examination, 
713 

chemical analysis, 713 
diseases produced by, 712 
disinfectants, municipal supplies, 
for, 7J0 

on a small scale, 711 
gruel, preparation of. 161 
protected supplies, proportion of 
population served by, 719 
purification of, 709 
samples for examination, collect- 
ing of, 712 

softening of, formula for, 580 
Watson Jones’ observations on, and 
treatment of fractures — fee 
Fractures 

Watt, electrical, definition of, 716 
Wax, aseptic (Squire’s), formula, 580 
Weaning, 141, 451 

Weapon, dangerous, definition of, 548 
Weed-killer, poisonmg by, treatment 
of. 687 

Weight, life insurance examinations, 
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Wril-Pelix reactjon, 832 
Westeryren’s method m testing blood 
scditnetilauon tate, 41J 
Wheat, nutnlive factor, as a, 133 
preparauons froni, ISl 
Whey, preparatjoa of, Ifil 
white Vrine, 161 

Whitman's method of treating inira- 
capsulaj fractures of the neck of 
the femur, 296 
Wlioopins cough, 866 

incuhaiioo period, 867 
isolation penod. 867 
OTgamsm, 867 
prophylaxis, 866 
symptoms, 867 
treatment of, 867 
vaceme, dosage, 803 
Whipworm {inehofeehalia dtspar), 
873 

treatment of, 873 
White leg, 630 

treatment of, 630 
Whitfield's omtoent, T78 
Whitlow— see Havo 
W ines. 163 

Witch huel cream, formula of, 381 
Worms. 863 

cvsucereosis, 870 ■>- 

flukes (Uematodeti, 871 
bilharzu, 872 
IntestioaL, 872 
liver, 871 
lung, 872 

gntnea-wono ^dracontiasb). 873 
hookworm (ankjlojio/’to dui>- 
denale), 868 

hydatid disease {taenia edtino- 
ctKcus, echinocoeeua rroiw- 
iosui), 871 

roundworms {aseans lu/n- 
bneoides), 869 
tapeworm, 869 

dwarf (8ymeMfeps]s3.870 
threadworms (oxyunr or enStra- 
hiys rermmiarLs), 869 
treatment of, pnndplfs of, 868 
trichigjasis, 873 

whipworm {iridioeephatus dir- 
park 873 


Wounds. 874 

stcniiation of. 875 
sescTc, summary of treatmcnl 
of. 874 

W'fist. semilunar nanate) bone, oislo- 
cation of. 176 
diagnosis. 176 
treaiment of. 176 
after-, 176 


X-raya. 875 

banuis enema. 877 
mcsi. 876 

composIu'OQ. 876 
organs, examination of. 

using, 876 
preparation, 876 
bronchi exatninatton— see 

BXOSCSOECTASIS 

fallopian tabes, examination — 
see CyvABCOtoOY 
fractures, la. 285 
diaposis of. 875 
gaS'bladder examination, 878 
tttiiVTOOus pytlograpby, 8T7 
therapy, deep, 879 
superficial, 878 
uleers caused by, 833 


Yaws (framboesu), 879 
dutnbvUOD. 879 
infection, method of, 879 
treatmcnl of, 880 
Yeast, food factor, as a, 135 
YeDow fever, 8S0 
distnbuiioQ. 880 
or^nism and mode of infection, 
880 

prophylaxis, ESO 
uoculation, 880 

establishments for, 881 
symptoma, 831 
treatment of. 8S1 


Zinc ointment, 212 

$aJts.poisoning by, treatment of. 
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O’Meara’s ifeoiCAL Guide 


SPECIAL TREATMENT,— The foUov^ing is reproduced by 
special permission from Miur’s Leprosy, Diagnosis, Treatment and 
Prevention. This book is published in India at a modest price by 
the British Empire Leprosy Relief Association and should be in the 
hands of all who are interested in or are treating the disease. 

In choosing the form of spedal treatment, the best remedies and 
methods known at the time should be adopted. As a rule experi- 
mentation should be left to physicians with wide experience and 
suitable facilities. The literature of leprosy is full of accounts of 
expenments on two or three cases made by doctors with little or no 
previous experience and incapable of truly evaluating the results. 

We w'ould emphasize once mote that almost all effective forms 
of special treatment hat e a depressing effect ; they produce a negative 
phase which varies in length and degree directly with the size of the 
dose and the frequency of injections, and they must be used, there- 
fore, with due regard to the tolerance of the patient. 

In debilitated or sensitized patients special treatment should be 
withheld or ^ven with great care, concentrating upon improving the 
general health. The first dose must be tentative; the second should 
be given only when the negative phase of the first has passed off; 
gradually the dose is raised tOl there are indications that the limit 
of tolerance has, for the time being, been reached. Later, a$ the 
general health continues to improve and infection is eliminated, 
larger doses may be tolerated. 

Ckaulmoogra Oi/.— Among the various remedies used in the treat* 
ment of leprosy, chaulmoogra or hydnocarpus oil still holds the 
first place. We shall therefore describe this form of treatment, 
and later refer briefiy to other drugs. 

Sodium sales of the fatty acids may be given in watery solution 
both intramuscularly and intravenously, but the former method U 
painful and the latter causes endopblebitis and blocking of the 
veins. These salts in the form of Atepol are still used, and have the 
advantage of being of small bulk when sent to countries in which 
the oil is sot produced. 

Esters are prepared from the whole oil and from various fractions ; 
the latter, while much more difficult and costly to produce, have 
been found to be of no greater value than the esters from the 
whole oil. 

Later, it was found that oil extracted by cold compression from 
fresh npe seeds was no more, and often less, painful than the esters, 
though it IS more viscid and is absorbed more slowly. Probably 
both oil and esters are equally cfTectivc. 

The addition of 4% of creosote to both the oil and the esters 
renders them less viscid, antiseptic, and possibly a little more 
effective. Both forms should be sterili^ by heating to a temperature 
of 120° C. for half an hour either in an autoclave or in an oO 
bath. If an autoclave Is used, care should be taken that moisture 
does not enter the bottles as thfe often makes the drug painfuf on 
injection. 

S>77nges and needles should be sterilized in oil heated to a 



